[bookmark: _Toc7451279]Section 4	Integrated Impact Assessment 

Summary Report Template
 
Each of the numbered sections below must be completed

	Interim report            
	29.10.21
	Final report             
	7.12.21
	(Tick as appropriate)



1. Title of proposal?  Edinburgh Alcohol and Drug Partnership Strategic Plan 2021 - 2024
			
2.	What will change as a result of this proposal?  The Edinburgh Alcohol and Drug Partnership Strategic Plan 2021- 2024 will seek to ensure we deliver on our ambition to reduce alcohol and drug related harm for the next three years in line with Scottish government national priorities.  The Strategy will have implications for a diverse range of groups working across; Prevention and early intervention, Developing Recovery Orientated Systems of Care, Getting it Right for Young People and families, Public Health Approach in Justice, Alcohol Framework 2018. Aiming to achieve changes and outcomes across sectors. 

3.	Briefly describe public involvement in this proposal to date and planned
No public involvement to date. 

4.	Is the proposal considered strategic under the Fairer Scotland Duty?
Yes

5.	Date of IIA- 1 September 2021


6.	Who was present at the IIA?  Identify facilitator, Lead Officer, report writer and any partnership representative present and main stakeholder (e.g. NHS, Council) 

	Name	
	Job Title
	Date of IIA training

	Lorna Watt  
	Change and Delivery Officer EADP
	23 June 2021




	Neil Stewart 




	Planning and Commissioning Officer
	

	Carmen McShane




	Service Manager – Turning Point Scotland
	

	Beverly Hubber 
	Service Manager – CGL
	

	Heriot Philbrick-Smith & ELCA 
	Vocal & ELCA forwarded copy of the strategy 
	

	Michaela.Zemachova@edinburgh.gov.uk>; 

	EH&SCP
	

	Person with lived experience (Emailed over comment as he did not want to attend in person).
	Person in receipt of service.
	

	Adele Hill 
	Access to Industry 
	

	Maria Arnold 
	EVOC 
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7.	Evidence available at the time of the IIA
	Evidence
	Available – detail source 
	Comments: what does the evidence tell you with regard to different groups who may be affected?

	Data on populations in need

	· Suspected drug deaths in Scotland April 2021
· Alcohol- Related deaths – Edinburgh ADP vs Lothian 1999 -2018
· Drug Related Death 
· Harm Reduction Indicators
· EADP Strategic Plan 2021 – 2024 – Introduction: Purpose and Scope of Document p4 
· Population Trends – p5
· https://www.nrscotland.gov.uk/files//statistics/council-arehttps://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vitalevents/deaths/alcohol-deathsa-data-sheets/city-of-edinburgh-council-profile.html
· Suspected drug deaths in Scotland April 2021
· EADP Strategic Plan 2021 – 2024 – Introduction: Purpose and Scope of Document p4 
· Population Trends - p5

	Age and Gender data is evidenced throughout the data provided in the sources.
The data also makes comparisons with other regions within Scotland. To  identify regional variations. 
Low – Income is considered with reference to deaths within homelessness services. 
All Equalities identified take priority in the EADP Strategic Plan and the Action Plan identified.


	Data on service uptake/access

	· Quarterly Reporting System by the voluntary sector
· Data collated on drug related deaths
· Data gathered by Chin 
· Reports from SWIFT/AIS outline  
	Data giving evidence of those in treatment and those waiting for a service.
Number of drug related deaths in the Lothians






Outlining where individuals are receiving care and support services and the volume and cost of service.


	Data on socio-economic disadvantage e.g. low income, low wealth, material deprivation, area deprivation.

	· Speed of initiation of OST
· Assertive Outreach - data on hard to reach and vulnerable groups
· More clear evidence –based care in prisons
· Reduce isolation-increase in meaningful activities
· Increased use of contracts in pharmacies
· Access to effective alcohol treatment and ARBD interventions

	Giving indications of waiting times, those who are at risk living at home, those who are accessing a service and are less socially isolated and in treatment.

	Data on equality outcomes

	



	

	Research/literature evidence

	· The 8-point plan in Rights, Respect and Recovery
· The Drug Task Force’s priorities.
· Staying Alive in Scotland
· Quality Principles for Drug and Alcohol Services
	Outlining the principles and values which underpin the work carried out by the EADP. Providing a framework which underpins practice and provision.  

	blic/patient/client experience information

	· Stakeholder Engagement Feedback 2020 carried out by EADP funded by Corra. Looking at Alcohol Pathway, Service User and Carer Consultations. 

	Identify areas of practice within the Lothians which are proving successful and gaps in service for future development.

	Evidence of inclusive engagement of people who use the service and involvement findings

	· City Centre Engagement Group.
· Advocard feedback to date.
· Recovery Community 
	· Insight and knowledge from individuals with lived experience.


	Evidence of unmet need

	· EADP Review of Hub 
· Waiting Lists for ORT (Opiate Replacement Therapy) and alcohol detox evident 
· Data Provided via Chin
· Public Health Representation
	· which identified unmet need through consultation with a variety of stakeholder groups. 
· Outlines waiting times and need for additional funding for service delivery 
· Highlights Post Code Lottery and area of good and bad practice.


	Good practice guidelines

	· NICE guidelines for Alcohol 

	

	Carbon emissions generated/reduced data
	
	

	Environmental data

	
	

	Risk from cumulative impacts
	
	

	Other (please specify)
	
	

	Additional evidence required
	
	









8.	In summary, what impacts were identified, and which groups will they affect? 


	Equality, Health and Wellbeing and Human Rights
It was recognised that there are key elements of the Edinburgh Alcohol and Drug Partnership Strategic Plan 2021 – 2024 which have significant benefits to those who receive a service, their families and children effected by substance misuse across a cross section of the population.
Positive 
The strategy has a commitment to increase and to reach a higher proportion of the population requiring ORT (Optimum Replacement Therapy) in need by maximising access, engagement and retention. This should have positive implication for a variety of age, socio economic groups, sexual health and orientation, health conditions etc. 

Men ( include trans man) Women (include trans women) and non- binary. The strategy has a commitment to take home Naloxone and harm reduction advice; injecting equipment; and screening test and medical treatment. 


Mental Health there is reference to Dual Diagnosis.  The strategy has a commitment to developing access to harm reduction through outreach, home and street delivery for those with anxiety/mental health

Older People/Mental Health Social Isolation – for those with anxiety and older People. The Strategy has a commitment to Anticipatory Care and Assertive Outreach Dedicated Posts have been funded. There is a positive commitment to encourage preventative care for co-morbidities.

The Vulnerable falling into poverty – Focus on an outreach approach assessed based on risk rather than financial income. 

Homelessness Service – The strategy has a defined commitment to the Homelessness Population. With improvement plans for those who are homeless and dependant on drugs and alcohol and to explore the possibility of a managed alcohol programme for homeless drinkers alongside a commitment developing a harm reduction approach to the needs of homeless dependant drinking population.


Children and ‘Families – A focus on the ‘whole family approach’ with a commitment to Reviewing  CAPSU  services.

Carers – The strategy has a commitment to fund a dedicated service for adult carers of D&A users and to review the Charter of Carer’s Rights.

Young People – Updated ADP and C&F guidance for schools on effective and ineffective approaches interventions in schools based on upcoming guidance form Scottish Government. Robust commissioning of YP services offering more stable secure service provision.

Criminal Justice – all those in contact with the criminal justice agency are provided with the right support.  Positive impact on those being led by the DTTO’s Criminal Justice HMP Edinburgh. With strategies in place to  support diversion from court and prison.  The EADP has also  funded additional capacity for peer interventions for those on a DTTO.  Funding has been put in place Project 1 & 2 to deliver the 2019 Needs assessment.
	
Anti-Stigma training and PWLE are a prominent feature in the strategy with the value base of anti-discriminatory/stigma and person-centred practice being central to the strategy based on National Guidance.  The strategy aims to identify stimulant use, gaps in the treatment pathway and capacity.

Negative

· Lack of reference to women in the strategy. There is no mention of protective factors; women still mixing with those who can exploit them emotionally, financially, or sexually within services.  Women also predominantly being the gender with caring responsibilities and services not taking this into account regarding access and support arrangements. 

· Lone- Parents - There are barriers to services for those who have childcare responsibilities to services such as LEAP.

· Disability – There is no specific reference to Disability in the strategy.  

· Sexuality – No reference to sexual orientation despite their being a high level of self-harm and self -medicating within the LGBT community.  There needs to be specific reference to how we address this issue and respond to this need within Edinburgh.   The strategy needs to have more detailed response to issues related to Chemsex.

· Equality of Access to Addiction services – The Strategy Focus predominately on Drug Related Deaths.  Needs to also be equally balanced with Alcohol Related Deaths. 

· Black and Minority Ethnic people need to reference to those people who English is not their first language to enable equality of access to services and ensure good communication.
	Affected populations 







Those who have problems with their drug use






All sexual orientations





Those who have a dual diagnosis.




Older People/Physical Disabilities/Mental Health issues? 





Low Income 


Low Income/Vulnerable Groups
.








Children and Young People


Carers 



Young People






Individuals within the Criminal Justice Service.

















Women








Lone Parents



Disability 



Sexual Orientation







Those who need to access a service. 



Ethnic/Minority Groups






	
	







	Environment and Sustainability including climate change emissions and impacts

Positive
1. Through volunteering opportunities, people who use services may be involved in garden projects helping with biodiversity in the city
 
2. There should be improvement to physical environment including housing quality for people who use supported accommodation services. 

3.  There is also a commitment to providing services within individuals local community and promoting social inclusion where feasible.  This will be in line with the climate change 20 minutes neighbourhoods in a Scottish context

Negative
 n/a

	Affected populations






	Economic including socio-economic disadvantage

Positive


1. As mentioned above the strategy has a commitment to those in the most deprived areas to ensure people get a service based on risk rather than income.
2. Commitment to Assertive Outreach which reduces barriers to transport costs. Commissioned services also provided bus passes
3. Advocacy for people to access services to help maximise income
Negative

n/a

	Affected populations




Low Economic Groups





9.   Is any part of this policy/ service to be carried out wholly or partly by contractors and if so how will equality, human rights including children’s rights, environmental and sustainability issues be addressed?

	     All the services to be provided will be commissioned, therefore it will be a mixture of third sector and independent sector providers who will undertake the provision of these services. Equality, human rights, children’s rights, environment and substantiality issues will be addressed in the service speciation and in the terms and conditions of the contract with the providers.
By way of illustration, the EADP commissioning services from CGL (Change Grow Live) and Turning Point Scotland were part of this IIA and demonstrated their commitment to these policies within their organisation.

10.	Consider how you will communicate information about this policy/ service change to children and young people and those affected by sensory impairment, speech impairment, low level literacy or numeracy, learning difficulties or English as a second language? Please provide a summary of the communications plan.

A communication plan will be delivered following the IIA to support the dissemination of information.
11.	Is the policy likely to result in significant environmental effects, either positive or negative? If yes, it is likely that a Strategic Environmental Assessment (SEA) will be required and the impacts identified in the IIA should be included in this.
  No, these services will not result in significant environmental effect.

12.	Additional Information and Evidence Required

If further evidence is required, please note how it will be gathered.  If appropriate, mark this report as interim and submit updated final report once further evidence has been gathered.


13.	Specific to this IIA only, what recommended actions have been, or will be, undertaken and by when?  (these should be drawn from 7 – 11 above) Please complete:

	Specific actions (as a result of the IIA which may include financial implications, mitigating actions and risks of cumulative impacts)
	Who will take them forward (name and job title 
	Deadline for progressing
	Review date

	Services that are accessible for all

Improve access to services for lone parents/individuals with child care and other caring commitments (which fall disproportionately on women and thus act as a systematic barrier to access based on gender)






Disability Services – ensure that services are accessible for individuals with a disability   
	


Commissioning of Rehab/Leap 
Neil Stewart/Lorna Watt along with national developments from Scottish Government

Lorna Watt to attend EVOC disability group. Maria Arnold
Lorna Watt has invited LD team to alcohol Harm Group to get views

	


June 2022








March 2022

	


Dec 2022








October 2022


	Service specific for women with Multiple and Complex Needs
Lone- Parents
 
· LW to meet with the homelessness services and Womans aid to look at how we ensure the safety of women whilst accessing services

· Ensuring coordinated interventions between Violence Against women and Substance use services: 


· Focus Groups on Residential Rehab/ Alcohol Harms Group will have a remit of ensuring that services are offered flexibly for those who have caring responsibilities throughout their recovery

· Encouraging the services to offer choice of gender care where possible and access to same gender supportive/ therapeutic groups. Reviewing availability of these across the system of care.

	




Lorna Watt






DW and LW to meet with the VAW partnership and agree a shared plan for joint working 


Lorna Watt/Neil Stewart








	




March 2022






March 2022







March 2022
	



October 2022





October 2022






October 2022

	Sexuality 
· Liaise with LGBT – Waverley Care funded alcohol/drug awareness advice and treatment and talking therapies.
· Meet with LGBT organisation and find out what joint working might be needed. Identify key things that the EADP could progress. Looking at issues around Chem sex etc.
· Ensure that the ERIAs of individual services include descriptions of how they are ensuring that they are accessible to the LGBTQ community (by refreshing and reviewing these plans)

	
Lorna Watt 
	
March 2022
	
October 2022

	· The communication plan must take account of Black and Minority Ethnic people who may find it difficult to access these services if communication and promotion of these services is not effective.
· Ensure that the ERIAs of individual services include descriptions of how they are ensuring that they are accessible to BME communities (by refreshing and reviewing these plans).
· Consulting BME community organisations to explain and consult on the plan

	Lorna Watt
	
	

	· Continue to promote the use of services by providers of specific population groups that have been identified and to make this a priority as part of the contract monitoring process.
	David Williams/Lorna Watt/Neil Stewart
	On-Going 
Contract Monitoring 
	Reviewed through on –going contract monitoring

	· Equality of Access across the city - Post-Code Lottery – Speed of initiation of OST is determined by where you live in the city.







· Data Collection – through Daisy – Make a request that we start to collate Data on equality of access and outcomes


	MATT standards deadlines outlined expectations around same day starts. Scottish government guidelines in place for throughout the Lothians not based on postcode.

LW met with Chin

	March 2022











Jan 2022

	October 2022










July 2022




14.	Are there any negative impacts in section 8 for which there are no identified mitigating actions? N/A

15.	How will you monitor how this proposal affects different groups, including people with protected characteristics?

Part of the findings of this IIA will result in the EADP carrying forward the appropriate action plan which will outlines expectations with regard to gaps and areas of development.   Learning from this IIA will be carried forward in contract monitoring arrangements.

16.	Sign off by Head of Service/ NHS Project Lead 

	Name [image: ]
			Tony Duncan, Service Director, Strategic Planning

	Date	16/06/2022

17.	Publication

Completed and signed IIAs should be sent to
strategyandbusinessplanning@edinburgh.gov.uk to be published on the IIA directory on the Council website www.edinburgh.gov.uk/impactassessments

Edinburgh Integration Joint Board/Health and Social Care  sarah.bryson@edinburgh.gov.uk to be published on the www.edinburghhsc.scot/the-ijb/integrated-impact-assessments/
			10
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PART ONE: INTRODUCTION TO THE
RESOURCE DOCUMENT

Welcome to 'Informing Equality’, a resource document to help all agencies
working with or for people who misuse alcohol or drugs. ‘Informing Equality’
was first written in December 2009 for West Lothian Drug and Alcohol Team.
Since then the Equality Act 2010 (referred to subsequently as the ‘Equality
Act’) has been implemented, bringing additional responsibilities for public
authorities in Scotland.

The intervening period has also seen changes within the field of drug and
alcohol services. Local Drug and Alcohol Teams have been replaced by
Alcohol Drug Partnerships (ADPs). ADPs have responsibility for developing
and implementing local strategies for tackling alcohol and drug misuse. As
public authorities it is important that ADPs are able to meet their
responsibilities under the Equality Act. In order to assist them, and the
services they commission, the three Lothian ADPs: West Lothian (WLDAP),
Mid and East Lothian (MELDAP) and City of Edinburgh (EADP)
commissioned Engender to update the earlier resource document, and to
provide support and mentoring to help build local capacity in undertaking and
assessing Equality Impact Assessments (EQIA).

The resource is intended as a very broad overview of some of the issues to
consider when thinking about your EQIAs and what your service is doing, or
could do more of to eliminate unlawful discrimination, harassment and
victimisation, advance equality of opportunity, and foster good relations
between people who share a protected characteristic and those who do not.

This includes thinking about:

e Factors influencing the levels of need for services, and the sort of things
that may be influential on need, such as the impact of homophobia, or
racist abuse or childhood sexual abuse

e Factors that may impact on how accessible a service is. This is not just
about whether it is physically accessible in terms of geographic location,
but also whether, for example, it can be used by someone with a mobility
or other impairment, when it is provided and how it communicates with
services users

e Whether the model of service is appropriate and sensitive toward the
needs of people who share a protected characteristic, and is experienced
as such

¢ Whether the way the service is designed and delivered achieves equally
positive outcomes for users from different groups.
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Meeting the requirements of the Equality Act is therefore also integral to
meeting the quality ambitions of the ADPs and the services they commission.
In other words, there is no quality without equality.

How to use this resource

Part 2 summarises the legislative and policy context.

Part 3 provides local profiles for each of the three Lothian ADPs, bringing
together available information on the known scale of the need for drug and
alcohol services for each of the groups sharing the protected characteristics.

Part 4 presents a review of evidence drawing attention to:

The risk factors for drug and alcohol abuse to which different groups may
be exposed

The different patterns of drug and alcohol abuse within and across groups
The factors that may act as barriers (or support) take up of services by
different groups

Examples of good practice or promising practice to ensure effective and
equitable access to and outcomes of drug and alcohol services.

Things to bear in mind when using this resource

Throughout this resource a 'social model' of disadvantage is assumed.
That is, where there are identified high rates of 'need' among particular
groups, this is not because, for example, they are black, or female or gay,
but reflects directly or indirectly the social and economic disadvantages or
life experiences that people may experience as a result of discrimination,
prejudice or stigma due to others’ attitudes towards this or these aspects
of their identity.

People have a number of different identities, and may be at risk of
experiencing multiple sources of discrimination or disadvantage. It is also
important not to pigeonhole people on the basis of some assumed identity
— this is also discrimination.

The resource document is not a systematic review of evidence, nor does it
make any claims to comprehensiveness. It is just to help you begin to think
about whether your own service reaches out to and supports people from
different equalities groups, or whether, unintentionally, or indirectly, it may
unwittingly discriminate, or miss opportunities to promote equality of
opportunity or foster good relations between groups because of the way it
is designed, promoted or delivered.

The resource document is illustrative and provisional. It is just as
important that you and those with whom you work feel able to add to it,
update it (or correct it), as you acquire more knowledge through your own
direct contact with individuals or organisations who represent or work for
different equalities groups, either locally, across Lothian or across
Scotland (or beyond).

PART ONE: INTRODUCTION p3





e The focus of the resource document is primarily on service users, and not
service staff and providers. Action to ensure equality of opportunity,
eliminate discrimination and foster good relations applies just as much to
staff as employees and also as management board or committee
members, with implications for recruitment and working practices.
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PART TWO: LEGISLATIVE AND POLICY
CONTEXT

2.1 The Equality Act 2010

The Equality Act 2010 came into force from October 2010. This brought
together a number of existing laws, including the Race Relations Act 1976,
the Sex Discrimination Act 1975 and the Disability Discrimination Act 1994.

Different types of activity are covered by different parts of the Act:

Part 3. Covers discrimination in the provision of services

Part 4: Covers discrimination in relation to premises and housing
Part 5. Covers employment and other work related situations
Part 6: Covers education

Part 7. Covers membership of associations

Obligations the Equality Act imposes on everyone who provides
services to the public

Under the Equality Act it is unlawful for anyone who provides a service
(including goods or premises) to the public whether for payment or not, to
discriminate against someone on the basis of a protected characteristic. The
law applies to public, private and voluntary sector service providers.

The ‘protected characteristics’ are set out in Box 2.1

Box 2.1: The ‘Protected characteristics’

Age

Disability

Gender

Gender reassignment,

Pregnancy and maternity,

Race

Religion or belief, and

Sexual orientation

In relation to eliminating unlawful discrimination in employment, the public
sector equality duty also covers marriage and civil partnerships

For more information on the protected characteristics see:
http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-
quidance/protected-characteristics-definitions/

For guidance in relation to defining disability see also Office For Disability
(2011) Equality Act 2010 Guidance:
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http://www.equalityhumanrights.com/uploaded files/EqualityAct/odi equality
act guidance may.pdf

Discrimination can be direct, indirect, arising from a disability, relating to
pregnancy and maternity or relate to a failure to make a reasonable
adjustment.

e Direct discrimination: This occurs when a person treats someone
else less favourably because of a protected characteristic;

e Indirect discrimination: This may occur when a service provider
applies an apparently neutral provision, criterion or practice which puts
people sharing a protected characteristics at a particular disadvantage;

e Discrimination because of pregnancy or maternity: It is
discrimination to treat a woman unfavourably if she is, or has been
pregnant; she has given birth and the unfavourably treatment occurs
within 26 weeks of her having given birth; she is breastfeeding and the
unfavourable treatment occurs within 26 weeks of her having given
birth;

e Discrimination arising from disability: Service providers and those
who carry out a public function and associations have a duty not to
treat disabled people unfavourably when using their services for
reasons connected to their disability;

e Discrimination due to failure to make reasonable adjustments for
disabled people: The Act places a duty on providers of services,
those who carry out a public function and associations to make
reasonable adjustments for disabled people. This goes beyond
avoiding discrimination to anticipating the needs of potential disabled
customers for reasonable adjustment. The aim is to provide access to
a service as close as reasonably possible to the standard offered to the
wider public.

The Equality Act also prohibits harassment and victimization.
Harassment is defined as conduct that has the purpose or effect of:
e Violating the services user’s dignity or;
e Creating an intimidating, hostile or degrading, humiliating or offensive
environment for the service user.
Three types of harassment are prohibited:
e Harassment related to a ‘relevant protected characteristic’ (specifically

disability, gender re-assignment, race and sex)
e Sexual harassment
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e Less favourable treatment of a service user because they submit to or
reject sexual harassment or harassment related to sex or gender re-
assignment.

The Act prohibits victimization arising if someone has done (or is believed
might do) a ‘protected act’. A ‘protected act’, includes:

e Bringing proceedings under the Equality Act

e Giving evidence or information in connection with proceedings brought
under the Act

e Doing anything related to provisions of the Act

e Making an allegation that another person has done something in
breach of the Act.

For more information on the obligations and duties of all those providing
goods, services or premises to the public see: Services, Public Functions and
Associations. Statutory Code of Practice, (EHRC, 2011)
http://www.equalityhumanrights.com/uploaded_files/EqualityAct/servicescode.

pdf)

Additional duties the Equality Act places on public authorities

In addition to the obligations applied to all providers of services to the public,
Part 11 of the Equality Act places a general public duty on public authorities.
This came into force on 5 April 2011 and requires that public authorities have
‘due regard to’ the need to:

e Eliminate unlawful discrimination, harassment and victimisation and
other prohibited conduct

e Advance equality of opportunity between people who share a relevant
protected characteristic and those who do not

e Foster good relations between people who share a protected
characteristic and those who do not.

The general public duty covers all public authorities named in schedule 19 of
the Equality Act and also in the Equality Act 2010 (Specification of Public
Authorities) (Scotland) Order 2010. This includes the Scottish Government,
NHS, Local Government, educational bodies, police, fire services and a range
of other public sector bodies and agencies (For a list of public sector bodies
covered by the legislation see the Equality Act 2010: Schedule 19
(Consolidated April 2011):
https://www.gov.uk/government/publications/equality-act-2010-schedule-19-
consolidated-april-2011).

The general duty also covers bodies carrying out a public function as defined
by the Human Rights Act 1998. This includes private and voluntary sector
organisations.
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In addition to the general public duty, public authorities in Scotland are
required to meet specific equalities duties. These specific duties were
created by secondary legislation in the Equality Act 2010 (Specific Duties)
(Scotland) Regulations 2012 and came into force on 27 May 2012.

These specific duties require public authorities in Scotland to:

e report on mainstreaming the equality duty

e publish equality outcomes and report progress

e assess and review policies and practices

e gather and use employee information

publish gender pay gap information

publish statements on equal pay

consider award criteria and conditions in relation to public procurement
publish in a manner that is accessible.

Deadlines have been set for public authorities in Scotland to meet some of
these duties.

By 30 April 2013 public authorities will have had to publish:

e a mainstreaming report (which includes employee information);
e equality outcomes, prepared using involvement and evidence;
e gender pay gap information;

e a statement on equal pay and occupational segregation.

Two years after reporting these public authorities will then have to publish:

e a mainstreaming report (which includes employee information);
e areport on progress towards achieving equality outcomes;
e gender pay gap information.

Duties to report on progress are also placed on the Scottish Government:

e By 31 December 2013 Scottish Ministers will have had to publish
proposals for activity to enable better performance of the duty by listed
authorities;

e By 31 December 2015 Scottish Ministers are required to publish a
report on progress.

For more information on the Scottish public sector general and specific duties

see: Equalities and Human Rights Commission (2012) Essential Guidance to
the Public Sector Equality Duty: A guide for public authorities (Scotland)
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statutory-quidance-for-scottish-public-authorities/

2.2 Policy Context: Equalities and Drug and Alcohol Policy

In Scotland there have been a number of national policies and strategies
addressing problematic alcohol and drug use. These are summarized in box
2.2.

Box 2.2. Summary of national policies and strategies for addressing
problematic alcohol and drug use

Scottish Executive (2006) National quality standards for substance misuse
services

Scottish Government/ Scottish Advisory Committee on Drug Misuse (2008b)
Essential Care: A report on the approach required to maximise opportunities
for recovery from problem substance using in Scotland

Scottish Government (2008a) Road to Recovery: A new approach to tackling
Scotland’s drug problem

Scottish Government March (2009) Changing Scotland’s Relationship with
Alcohol: A Framework for Action

Scottish Government and CoSLA (2009) A new framework for local
partnerships on alcohol and drug services

Scottish Government (2010b) A Wait off our Shoulders: A guide to improving
access to recovery focused drug and alcohol treatment services in Scotland

Scottish Government (2010) Health Care Quality Strategy
Scottish Government/Scottish Ministerial Committee on Alcohol Problems

(2011a) Essential Services Working Group, Quality Alcohol Treatment and
Support (QATS) Report

A consistent theme is the need to achieve better quality alcohol and drug
services and improved outcomes for those using these services. To achieve
these quality ambitions means that equalities must be at the heart of the way
services are designed, delivered, monitored and evaluated. This is made
explicit in the early Quality Standards for Substance Misuse Services
(Scottish Executive, 2006) which basis the standards on the principles of
dignity, privacy, choice, safety, realising potential and equality and diversity.
The later QATS report, (Scottish Government 2011a), underlined the
importance of service planning being based on a systematic understanding of
the needs of the populations being served, including among its 14
recommendations, for example:
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e All Alcohol and Drug Partnerships and services should embed the
Healthcare Quality Ambitions, incorporating a person-centred, safe and
effective approach to treatment and support.

e Alcohol and Drug Partnerships must ensure service users and people
in recovery are represented within the partnership and that services
have meaningful service user involvement both in service design and
delivery. Services should be underpinned by a recovery ethos which
supports and builds on the strengths and assets within individuals, and
they should consider adopting the principles contained in the Bill of
Rights.

e All alcohol services delivered locally and supported by public funding
must be commissioned on the basis of delivering evidence-based
interventions according to identified need and subject to adequate and
appropriate outcome measurements.

e All Alcohol and Drug Partnerships and commissioned services must
have, and review on an ongoing basis, robust needs assessments and
Equality Impact Assessments (EglAs) to ensure the needs of all groups
within their community are identified and met, paying particular
attention to those most at risk of harm.

e All specialist alcohol services must undertake routine screening for
harm against women and children as part of a thorough, ongoing
assessment process to ensure provision of a package of support. Staff
should be trained to deliver such screening and to provide effective
support.

(Scottish Government, 2011a)

Similarly, the seven core outcomes for ADPs (box 2.3) can only be fully
realised if based on an understanding of equalities and diversity.

Box 2.3: Core Outcomes for ADPs

1. HEALTH: People are healthier and experience fewer risks as a result of
alcohol and drug use

2. PREVALENCE: Fewer adults and children are drinking or using drugs at
levels or patterns that are damaging to themselves or others

3. RECOVERY: Individuals are improving their health, well-being and life-
chances by recovering from problematic drug and alcohol use

4. FAMILIES: Children and family members of people misusing alcohol and
drugs are safe, well-supported and have improved life-chances:

5. COMMUNITY SAFETY: Communities and individuals are safe from alcohol
and drug related offending and anti-social behaviour:

6. LOCAL ENVIRONMENT: People live in positive, health-promoting local
environments where alcohol and drugs are less readily available:
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7. SERVICES: Alcohol and drugs prevention, treatment and support services
are high quality, continually improving, efficient, evidence-based and
responsive, ensuring people move through treatment into sustained recovery.

Scottish Government (c2011b)
http://www.scotland.gov.uk/Resource/Doc/924/0122646.pdf

The NHS Lothian Equality and Human Rights Scheme can also support local
activity. This draws on the Equality Measurement Framework, developed by
the Equalities and Human Rights Commission (EHRC, 2009), against which
to assess actions and outcomes across a number of dimensions for each
equality group
(http://www.nhslothian.scot.nhs.uk/YourRights/EqualityDiversity/KeyDocumen
ts/Pages/default.aspx). The health board has also recently consulted on its
equality outcome framework which sets out its proposed actions toward
achieving its equalities and health outcomes
(http://www.nhslothian.scot.nhs.uk/YourRights/EqualityDiversity/KeyDocumen
ts/Documents/NHS%20L othian%20Equality%200utcome%20Framework%20
consultation%20draft%20Nov12.pdf).

Dimensions of equality and diversity: overview of resources

There are a number of sources of data for overviews of equalities and
diversity in Scotland. In addition to the population (and council area/health
board area) data produced by National Records Scotland (previously GROS)
(http: http://www.nrscotland.gov.uk/) data relating to each of the equalities
groups can be found via the Scottish Government Equality Finder website
(http://www.scotland.gov.uk/Topics/People/Equality/Equalities). The most
recent High Level Summary of Equality Statistics, was published in 2006
(http://www.scotland.gov.uk/Publications/2006/11/20102424/0). The Scottish
Government has, however, recently published a series of evidence review
papers covering each of the ‘protected characteristics’ (Scottish Government,
2013 a-f) to inform the development of the Government’s equality outcomes
(Scottish Government, 2013g).

As noted earlier, the Equalities and Human Rights Commission developed an
Equalities Measurement Framework (EMF) to help measure progress towards
achieving equality and human rights across 10 domains of contemporary life,
including health. The measurement framework aims to address three distinct
aspects of inequality that can arise between individuals and groups across
these 10 domains:

e Inequality of outcome

¢ Inequality of process

¢ Inequality of autonomy.

Through a 'substantive freedom matrix’, the EMF both illustrates the
complexity and multi-layered nature of equalities as well as providing a way of
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unpacking and thinking about which groups or individuals may be exposed to
which aspect(s) of these three aspects of inequality in which of the important
domains of their lives (http://www.equalityhumanrights.com/fairer-
britain/equality-measurement-framework/).

Specifically in relation to health, the Scottish Public Health Observatory
(ScotPHO) has undertaken analyses of the relationship between population
characteristics and health (Gordon et al, 2010). This includes information for a
number of the ‘protected characteristics’, as well as for other groups such as
prisoners and carers. ScotPHO has also developed health profiles for each
NHS Health Board area and community health partnership in Scotland
(http://www.scotpho.org.uk/comparative-health/profiles/2010-chp-profiles).

Data on patterns of alcohol and drug misuse, on alcohol and drug-related
harms and access to services, can be drawn from a number of sources e.g:
Scottish Health Survey (Scottish Government)

Alcohol Bulletin (ISD)

Drug prevalence statistics (ISD)

Scottish Drugs Misuse Database (ISD)

Scottish Drug and Alcohol Waiting Time database (ISD)

Hospital admission and discharge statistics (ISD)

Mortality statistics (National Records Service (previously GROS))

Scottish Crime and Justice Survey (Scottish Government)

As a review of equality health data needs in Scotland underlined (NHS Health
Scotland, 2012), while data are often available by sex and age, and, to some
extent, for ethnicity, routinely collected data are not always available in
relation to other protected characteristics, such as LGBT, disability, gender re-
assignment, and religion and belief. What is even more difficult to find is
evidence of the effectiveness of different approaches to ensuring equality of
access, opportunity and outcomes for people sharing the protected
characteristics.

The following draws together some of the available routine data, as well as
information from a range of studies identified in the course of the literature
review. Where examples of ‘good’ or ‘promising’ equalities practice in the
design, implementation or delivery of a drug or alcohol service have been
found these have been included. It is important to bear in mind though that
this is not a systematic review, and these examples are intended just as
illustrations of different ways of approaching equalities in practice. It does
though emphasise the need for evaluations to provide evidence of positive
outcomes for people sharing the protected characteristics.
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PART THREE: ADP PROFILES

Edinburgh ADP profile

The ADP profile brings together available routinely collected data to indicate
the local population profile for people sharing the protected characteristics.

It also provides indicative data of patterns of alcohol and problem drug use by
protected characteristic. Where available this includes indicative data at local

ADP level, or at national level, including data from the Scottish Drugs Misuse

Database, Alcohol Statistics Scotland and Scottish Health Survey.

Where data to local council level are available these are reproduced for
Scotland, Edinburgh Council (coterminous with Edinburgh ADP), as well as
for the three other council areas within Lothian Health Board boundaries.

More detailed information on drug and alcohol use and service need in
Edinburgh is contained in two recently commissioned needs assessments:

Needs Assessment of Drug and Alcohol Problems in Edinburgh City: Report
prepared for Edinburgh Alcohol and Drug Partnership (Figure 8 Consultancy,
2010)

Needs Assessment: Young people’s drug and alcohol services in Edinburgh
City: Final Report (Create Consultancy, 2012)

Both of these reports are available on the Edinburgh ADP website
(http://edinburghadp.co.uk/Resources/EADPPublications/Pages/default.aspx).
No attempt is made it to reproduce the extensive material these contain —
particularly where data are not disaggregated to local council level and/or do
not provide information relating to a protected characteristic.

The following does not include individual studies of alcohol or drug misuse
that may also indicate patterns of need and demand for services among
people sharing the protected characteristics. Examples of these, where
found, are included in parts four and five of the resource document.

1. Age and sex

Table 1. City of Edinburgh Population based on mid-2011 estimates

Age Group | Males Females Total

(years)

0-15 37825 35835 73660

16 — 59 160677 165465 326322

60 — 74 27770 31851 59621
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75+ 13450 22307 35757

Total 239722 255368 495360

Source: National Records Office factsheet:
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/city-of-
edinburgh-factsheet.pdf

There are a number of different national databases containing information on
alcohol and problem drug use, including by age and gender such as the
Scottish Drug Misuse Database, Estimating the National and Local
Prevalence of Problem Drug Use in Scotland, Alcohol Related Hospital
Statistics and Alcohol Statistics Scotland. The Scottish Schools Adolescent
Lifestyle and Substance Use Survey (SALSUS) also provides data on self-
reported drug, alcohol and tobacco use among samples of 13 and 15 year
olds. As noted above, much of this data has been collated in two needs
assessments commissioned by Edinburgh ADP. The following is therefore
primarily to underline some of the possible age and gender differentials in the
experience of drug and alcohol misuse.

Indicative data on drug misuse by age and gender in Scotland

For more detailed information see local needs assessments (Figure 8
Consultancy, 2010; Create Consultancy 2012)

Table 2: Prevalence of Drug Misuse by ADP (15 — 64 years) 2009/10

Estimated Number Estimated prevalence
Scotland 59,600 1.71
Edinburgh 5300 1.55
MELDAP* 1400 1.20
West Lothian 1500 1.29
* East Lothian 810 1.3
* Midlothian 570 1.08

Source: ISD (2011a), Estimating the National and Local Prevalence of
Problem Drug Use in Scotland 2009/10
http://www.drugmisuse.isdscotland.org/publications/abstracts/prevalence2009
10.htm

Note: It is not known why the ADP estimate for MELDAP is lower than the
combined estimates for the two councils.

Table 3: Prevalence of Drug Misuse by Gender by Council area*

Male Female

N % N %
Scotland 42000 2.49 17300 1.00
Edinburgh 3900 2.3 1400 0.83
East Lothian | 510 1.71 290 0.91
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Midlothian 400 1.59 170 0.62

West Lothian | 1100 1.88 420 0.71

Source: ISD (2011a), Estimating the National and Local Prevalence of

Problem Drug Use in Scotland 2009/10,

http://www.drugmisuse.isdscotland.org/publications/abstracts/prevalence2009
10.htm

Data not available for ADP level

Another source of data on drug misuse is the Scottish Crime and Justice
Survey (National Statistics, 2012). For the period 2010-2011 this found that
6.6% of respondents reported using one or more illicit drugs in the last year. A
higher proportion of men than women reported using one or more illicit drugs
in the previous 12-months: 9.5% compared with 3.9%. lllicit drug use also
declines with age: among 16-24 year olds 20.3% reported illicit drug use in
the previous 12 months, compared with 9.2% of people aged 25 — 44 years
and decreasing further among the older age groups.

The numbers of clients receiving a specialist assessment of their drug use
and care needs by local authority and European Age Standardised Rate
(EASR) per 100,000 population is summarised in Table 4.

Table 4: Numbers of new clients receiving specialist assessment for
drug use and care needs by local authority and European Age
Standardised Rate (EASR) per 100,000 population year ending 31 March
2012

Numbers of clients EASR per 100,000
population
Scotland 11380 230
Edinburgh 1202 211
East Lothian 183 250
Midlothian 141 203
West Lothian 376 232

Source: ISD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-
Alcohol-Misuse/Publications/2013-03-26/2013-03-26-SDMDS-
Report.pdf?7450503111

Table 5 indicates the age distribution of individuals assessed by local
authority.

Table 5: Numbers of new clients receiving specialist assessment for
drug use by age group and local authority year ending 31 March 2012

Numbers of clients by age group

All <20 |20 -|25 —-|30 -|35 -—-[40+ | Median
ages 24 29 34 39 age

Scotland | 11363 | 757 1457 | 2143 [ 2555 1972 | 2479 |32

Edinburgh | 1198 | 64 154 234 238 237 271 33
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East 183 17 25 41 54 29 17 30
Lothian
Mid 141 6 26 36 30 25 18 30
Lothian
West 376 59 59 57 66 56 79 30
Lothian

Source: I1SD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-
Alcohol-Misuse/Publications/2013-03-26/2013-03-26-SDMDS-
Report.pdf?7450503111

The percentage of individuals receiving specialist assessment for drug use
and care needs by age and sex is indicated in Table 6. Data are not available
by age and sex by local authority area.

Table 6: Percentage of clients receiving specialist assessment for drug
use and care needs by age group and sex 2011/2012

Clients assessed by age group
%
Sex Total <15 15 —-|120 —-|25 —-{30 —-|35 -—|40+
number 19 24 29 34 39
of clients
assessed
Male 8106 1 6 12 17 22 18 24
Female | 3257 1 5 14 23 23 16 18

Source: (ISD, 2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-
Alcohol-Misuse/Publications/2013-03-26/2013-03-26-SDMDS-
Report.pdf?7450503111

Data on drug related deaths is collected by National Records Scotland
(previously GROS). Table 7 indicates the number of deaths for Scotland and
for each local authority area in Lothian in 2011. The number of drug-related
deaths in Scotland by age and sex is indicated in Table 8.

Table 7. Drug-related deaths for Scotland and by local authority 2011

Number of drug- | Av per 1000 | Number of drug-
related deaths (all | population 2007- | related  deaths:
causes) 2011 underlying cause
drug abuse

Edinburgh 48 0.10 3

East Lothian 8 0.07 0

Midlothian 4 0.07 0

West Lothian 13 0.08 0

Scotland 584 0.10 12

Source: National Records Scotland (2012) Drug Related Deaths in Scotland
2011
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http://www.gro-scotland.gov.uk/files2/stats/drug-related-deaths/2011/drug-
related-deaths2011.pdf)

Table 8: Drug-related deaths by sex and age Scotland 2011

Number of drug-related deaths (all causes)
Sex Age group
All M F Under |25 —|35-44 |45-54 |55+
25 34
years
2011 | 584 429 155 58 184 212 93 36

Source: National Records Scotland (2012) Drug Related Deaths in Scotland
2011
http://www.gro-scotland.gov.uk/files2/stats/drug-related-deaths/2011/drug-
related-deaths2011.pdf

Drawing on data from the Scottish Schools Adolescent Lifestyle and
Substance Use Survey (SALSUS), Table 9 indicates the pattern of self-
reported drug use among 13 and 15 year olds, by gender and ADP.

Table 9: Self-reported use of drugs among 13 and 15 year olds by
gender by ADP

Ever used or taken any of the drugs listed
%
Age Sex
13 years 15 years Boys Girls

Scotland 5 21

Edinburgh 6 21 16 11
MELDAP 5 19 14 10
West Lothian | 5 23 16 13

Source: IPSOS MORI/ISD (2011) Scottish Schools Adolescent Lifestyle and

Substance

Use

Survey

2010,

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS 2010.pdf

Indicative data on alcohol misuse by age and gender in Scotland

An analysis of data collected over four years (2008 — 2011) as part of the
Scottish Health Survey (SHeS), based on self-reported consumption of a
national sample, indicates that men are more likely than women to be
hazardous and harmful drinkers® (Table 10). Men are also more likely to drink

Harmful drinking is defined as drinking to a level that is causing physical, social or
psychological harm; hazardous drinking is defined as drinking to a level that may cause harm
in the future.
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above the recommended daily limit based on heaviest drinking day in the
previous week (Whybrow et al, 2012) .

Table 10 Alcohol consumption by sex

Sex
(%)
Men Women

Drinking to hazardous or | 27 19
harmful levels
Drinking above | 43 34
recommended levels on
heaviest drinking day in
the previous week

Source: Whybrow et al (2012) Scottish Health Survey: Equality Groups
http://www.scotland.gov.uk/Publications/2012/10/8988)

The SHeS aggregated analysis also indicates that people aged 16 — 24 years
were more likely than those in other age groups to be hazardous and harmful
drinkers (Table 11). Men are also more likely to drink above the
recommended daily limit based on heaviest drinking day in the previous week
(Whybrow et al, 2012).

Table 11: Alcohol consumption by age

Age group
%

16-24 | 25-34 |35-44 |45-54 |55-64 |65-74 |75+
Drinking 30 23 23 26 23 18 10
to
hazardous
and
harmful
levels

Source: Whybrow et al (2012)
Scottish Health Survey: Equality Groups
http://www.scotland.gov.uk/Publications/2012/10/8988

For young people aged under 16 years, the main source of evidence on self-
reported consumption by age and gender is the Scottish Schools Adolescent
Lifestyle and Substance Use Survey (SALSUS). This includes a number of
different indicators of alcohol consumption. Table 12 presents indicative data
of the proportions of 13 and 15 year olds who have ever had an alcoholic
drink by age group and gender by ADP.

2 Guidance on alcohol consumption recommends that over a week, women should not exceed
14 units of alcohol and men 21 units
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Table 12: Self-reported alcohol consumption among 13 and 15 year olds
by gender by ADP

Ever had an alcoholic drink
%
Age Sex
13 years 15 years Boys Girls

Scotland
Edinburgh 41 78 59 60
MELDAP 44 83 63 65
West Lothian | 53 80 61 67
Source: Source: IPSOS MORI/IISD (2011) Scottish Schools Adolescent
Lifestyle and Substance Use Survey 2010,

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS 2010.pdf

There are a number of different sources of data collating evidence on alcohol
related harms, such as the Alcohol Related Hospital Statistics and Alcohol
Statistics Scotland®. Data from these sources are collated in the local needs
assessments (Figure 8 Consultancy, 2010; Create Consultancy, 2012) and
are not reproduced here (particularly since few if any break down data by age
and gender by ADP/Local Authority area). Table 13, however, provides one
illustrative example — general acute in-patient/day case discharges with an
alcohol-related diagnosis by council. This also presents the distribution by sex
for Scotland.

Table 13: General Acute In-patient and day case discharges with an
alcohol-related diagnosis 2010/2011 by council* of residence (and by
sex for Scotland)**

Number of discharges EASR*** per 100,000
population

Scotland 38825

Men 27746 1020

Women 11079 395

Edinburgh 2988 605

East Lothian 549 518

West Lothian 1222 682

Midlothian 478 556

Source: ISD (2012a) Alcohol-related Hospital Statistics Scotland 2012
http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-
Misuse/Publications/2012-05-29/2012-05-29-AlcoholHospitalStats2012-
Report.pdf

*Data not available to ADP level

** Gender data not disaggregated to council or ADP level

*** European Age Standardised Rate (EASR)

% Alcohol Focus Scotland have also produced a series of local profiles indicating assessments
of the costs of alcohol-related harms http://www.alcohol-focus-scotland.org.uk/local-cost-
profiles)
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2. Transgender/Gender re-assignment

No data are available at local authority level to indicate the number of people
who are transgender and or who have undertaken or are undertaking gender
re-assignment.

No routinely collected data are available to indicate the pattern of need or
demand for alcohol or drugs services among people who are transgender or
undergoing gender re-assignment. Individual studies suggesting the possible
levels of need are included in parts 4 and 5.

3. People from black and minority ethnic communities

Data on ethnicity collected as part of the 2011 census are not yet available.
This means that the most recent data on numbers of people from black and
ethnic communities is the 2001 census. A housing needs analysis, drawing
on the 2001 data suggests that at that time people from black and ethnic
minority communities comprised around 9.6% of the Edinburgh population
(this includes white Irish and ‘other white’). People from non-white ethnic
groups comprised around 4% of the population (ODS Consulting 2008).

However, given the changing population structure including, for example,
patterns of migration following the accession of the 8 predominantly Eastern
European countries to the European Union, data drawing on the 2001 census
may not be a good indicator of the current population profile.

Other indicators of relevance are the patterns of migration for which there are
a number of different indicators:

National Insurance numbers (NINO) issued to foreign nationals 2002 — 2008

Number of NI numbers
(NINo) issued to foreign
nationals 2002 — 2008

As % of local population
aged 16-59/64

Edinburgh 61,510 19.2
E. Lothian 2010 3.5
Midlothian 1130 2.3
West Lothian 5910 55

Source: Gordon et al, 2010, Dimensions of Diversity: Population differences
and health improvement opportunities,

http://www.healthscotland.com/documents/3988.aspx

Nationalities of NINo allocations to overseas nationals in 2007

Number of nationalities

Top five most common
nationalities
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Edinburgh 79 Poland, India, Spain,
Rep of Ireland, France

E. Lothian 19 Poland, India, Rep of

Ireland, Rep of

Lithuania, Bulgaria

Midlothian 7 Poland, Rep of Latvia,
Spain, Australia,
Romania

West Lothian 20 Poland, India, Rep of

Hungary

Latvia, Slovak Rep,

Source: GRO (2010) Lothian Migration Report
http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-

report.pdf)

Non-UK country of birth for Lothian councils (estimates — 2009)

Numbers non-UK country of
birth estimate
(000s)

Edinburgh 65

E. Lothian 4

MidLothian n/a*

West Lothian n/a*

*Confidence intervals too small

Estimates based on Annual Population Survey and Census 2001
Source: GRO (2010) Lothian Migration Report
http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-

report.pdf

Births to non-UK born mothers as a percentage of total births, 2009

Births to non-UK mothers as a
percentage of total births
2009

Edinburgh 27

E. Lothian 8

MidLothian 9

West Lothian 13

Source: GRO (2010) Lothian Migration Report
http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-

report.pdf
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Pupils from minority ethnic groups 2012

Minority White other Not All pupils
ethnic known/not
given
Edinburgh 5642 3228 695 45049
E. Lothian 331 343 68 13466
Midlothian 333 261 178 11812
West Lothian | 1003 916 791 26105

Source: Scottish Government (2012a) Pupil Census 2012
http://www.scotland.gov.uk/Topics/Statistics/Browse/School-

Education/dspupcensus/pupcensus2012)

Pupils with English as an additional language
There are four categories: the following just indicates those in the category

‘new to English’:

Number of pupils with English as
an additional language — ‘new to

English’
Edinburgh 623
E. Lothian 29
MidLothian 55
West Lothian 280

Source: Scottish Government (2012a) Pupil Census 2012;
http://www.scotland.gov.uk/Topics/Statistics/Browse/School-

Education/dspupcensus/pupcensus2012)

Pupils for whom home language is not English, Doric, Scots, Gaelic or sign

language 2012

Number of pupils | Number of Main three
for whom home languages languages after
language is not English)
English, Doric,
Scots, Gaelic or
sign language
Edinburgh 5631 100 Polish, Urdu,
Arabic
E. Lothian 276 42 Polish, Scots,
Urdu
Mid Lothian 307 47 Polish, Scots,
Urdu
West Lothian 1071 57 Polish, Urdu,

Punjabi, Scots

Source: Scottish Government (2012a) Pupil Census 2012,
http://www.scotland.gov.uk/Topics/Statistics/Browse/School-

Education/dspupcensus/pupcensus2012)
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Asylum seekers and refugees

It has been estimated that there is in the region of 10,000 asylum seekers and
refugees in Scotland, the majority of whom live in Glasgow. In 2012 there
were 1029 asylum applications in Scotland (Scottish Refugee Council
http://www.scottishrefugeecouncil.org.uk/media/facts _and figures/asylum_ ap
plications _uk_figures).

There is very little routinely collected information to indicate patterns of
alcohol or substance abuse among people who are asylum seekers and
refugees. Gordon et al (2010) citing a study in Glasgow, suggest that
patterns of alcohol consumption may be lower than the non-refugee
population. In the context of drug misuse among young refugees and asylum
seekers in London, Patel et al (2004), however, argue that these young
people may be particularly vulnerable to the risk factors for drug misuse, and
that available data may underestimate the levels of need. Risk factors include
the stresses associated with the causes and process of migration, and the
experiences of deprivation and unemployment, or illegal employment in poorly
paid jobs, or sex work once they have arrived in the UK.

The Scottish Refugee Council has produced a health briefing, based on
research it has undertaken as part of it longitudinal refugee integration study
(Scottish Refugee Council, 2011). This describes the barriers people who are
refugees may face accessing healthcare in Scotland.

Gypsy/Travellers

Since 1998 the Scottish Government has undertaken a twice yearly counts of
gypsies/travellers in Scotland. This is based on the site encampment
population and does not include people living in ordinary housing. Although
the counts are still taking place the most recent published report found refers
to the count that took place in July 2009. Table 14 summarises the numbers
of households of gypsies/travellers living on sites provided by the council or
Registered Social Landlords (RSL), private sites, and unauthorised
encampments.

Table 14: Gypsy/Traveller households by local authority

Local authority Total number of households living on
council/RSL, private or unauthorised
sites

Edinburgh 31

East/Midlothian 6

West Lothian 30

Scotland 684

Source: Scottish Government Social Research (2010), Gypsies/Travellers in
Scotland: The twice yearly count. No. 16 July 2009, Scottish Government,
Edinburgh

(http://www.scotland.gov.uk/Publications/2010/08/18105029/0)
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Indicative data on ethnicity and drug misuse in Scotland

National, routinely collected data indicating patterns of alcohol and drug use
by ethnicity are limited, and even where available not necessarily
disaggregated to Local Authority or ADP level. One source of data is the
Scottish Drug Misuse Statistics report. This provides data on the ethnic profile
of ‘new’ individuals — that is people who, ‘at the time of presenting are not
currently in contact with a service that provides a specialist assessment of an
individual's drug use and care needs’ (ISD, 2013). These data are, however,
are not disaggregated to local levels. Table 15 presents the Scotland-wide
data for the year ending 31 March 2012.

Table 15: Ethnic profile of individuals receiving specialist assessment
for drug use and care needs for the year ending 31 March 2012

Ethnic Group Total Number %
Number of new 9741 100
patients/clients for

whom information on

ethnicity is available

White Scottish 9324 96.3
White other British 191 2.0
White Irish 36 0.4
White Other 60 0.6
Mixed Other 15 0.2
Asian Indian 7 0.1
Asian Pakistani 16 0.2
Bangladeshi 1 0.0
Chinese 3 0.0
Asian: Other 9 0.1
Black Scottish or Black | 7 0.1
British

Black Caribbean 7 0.1
Black African 13 0.1
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Black Other 2 0.0

Any Other 31 0.1

Source: ISD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-
Alcohol-Misuse/Publications/2013-03-26/2013-03-26-SDMDS-
Report.pdf?7450503111

Indicative data on ethnicity and alcohol consumption in Scotland

As with data on problem drug use, there are very few sources of routinely
collected data indicating levels of problem drug use among people from black
and minority ethnic communities. Some data are, however available from the
Scottish Health Survey analysis of aggregated data over the four years (2008-
2011). Based on self-reported consumption this indicates that Pakistani (3%),
Chinese (4%), Other Asian (4%) and African, Caribbean or Black respondents
(7%) were all significantly less likely to drink at hazardous or harmful levels
than the national average (23%) (Whybrow et al, 2012). Pakistanis, Chinese,
other Asian, African, Caribbean and Black respondents were all less likely to
exceed daily drinking limits on their heaviest drinking day in the previous week
(Table 16).

Table 16: Percentage of respondents exceeding daily drinking limits by
ethnic group, 2008 — 2011 combined

Ethnicity of respondents

%

Pakistanis | Chinese | Other | African, White | White | White
Asian | Caribbean | British | lrish other

and black
Proportion | 4 4 6 19 40 41 27
exceeding
daily
drinking
limits

Source: Adapted from Whybrow et al (2012), Scottish Health Survey: Equality
Groups
http://www.scotland.gov.uk/Publications/2012/10/8988)

4, People with long-term limiting illnesses or who are disabled

Data on the numbers of people with disabilities come from different sources,
use different definitions, and are collected for different purposes (Macpherson
and Bond, 2009). The Scottish Household Survey (SHS), for example,
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distinguishes between people with a disability, long standing illness or health
problem and those who have both (or neither).

On this basis the findings from the SHS 2011 suggest that just over one-third
of households across Scotland have at least one member with a long-
standing illness, health problem or disability. The proportion increases with
households comprised of older people, but is more or less the same between
men and women (Scottish Government/National Statistics, 2012). Data are
not, however, available to local authority level.

Department of Work and Pensions (DWP) data indicate the numbers of
people claiming welfare benefits due to incapacity or disability living allowance
(see Table 17). These data are, however, only a very crude indicator since
not everyone with a disability will claim a welfare benefit, some may
necessarily meet the specific criteria attached to these benefits, but may still
be considered disabled in the context of the Equality Act 2010*. Some people
may be claiming both Disability Living Allowance (DLA) and Employment
Support Allowance (ESA)/Incapacity Benefit (IB), so there may be a degree of
double-counting in the figures in the table.

Table 17: ESA/Incapacity Benefit and Disability Living Allowance
claimants: City of Edinburgh

Welfare Benefit Claimants

(August 2012)
Employment Support Disability Living
Allowance/Incapacity Allowance (all ages)

Benefit (working age
population only)

Edinburgh 20,380 23,120

(Source: NOMIS
http://www.nomisweb.co.uk/articles/727.aspx)

There is scant routinely collected data indicating alcohol or drug misuse
among people with disabilities. The Scottish Health Survey analysis of
aggregated data for 2008 — 2011 provides some indicative data of alcohol
consumption for those respondents identifying themselves as having a limiting
long-term condition. This group of respondents was less likely to be drinking
to hazardous or harmful levels (19%), compared with respondents who did not
have a limiting long term condition (24%). They were also less likely to be
drinking above the daily recommended limits on their heaviest drinking day in
the previous week (31% compared with 41%) (Whybrow et al, 2012).

5. Sexual orientation

* For the purposes of the equalities legislation, a person has a disability if s/he has a physical
or mental impairment which has a substantial and long-term adverse effect on that person's
ability to carry out normal day-to-day activities (See the Equalities and Human Rights
commission website for more information on the protected characteristics:
http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-
guidance/protected-characteristics-definitions/)
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The only routinely collected data currently available on the numbers
identifying as lesbian, gay or bisexual is the 2001 census which included data
on the number of adults cohabiting as a same-sex household. At that time
Only 6110 adults were recorded as co-habiting as part of a same sex
household for the whole of Scotland. These couples are particularly
concentrated in Edinburgh (7.6 per 1000 living in a couple) and Glasgow (8.0
per 1000 living in a couple) (Gordon et al, 2010). Data analysed by Gordon et
al (2010) suggests that this concentration might reflect migration to the cities
from other parts of Scotland.

Number of civil partnerships conducted in Edinburgh in 2011 were:

Male: 70

Female 54

(Source: National Records Office factsheet:
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/city-of-
edinburgh-factsheet.pdf)

The only routinely collected data available to indicate substance misuse
among those people identifying as lesbian, gay or bisexual in Scotland is the
Scottish Health Survey analysis of aggregated data for the period 2008-2011.
This suggests that respondents who identified as lesbian or gay were more
likely to be drinking to hazardous or harmful levels (34%), than the national
average (23%). Respondents identifying as lesbian or gay (50%) or bisexual
(49%), were also more likely to be drinking above daily recommended levels
on their heaviest drinking day in the previous week, than the average (14%)
(Whybrow et al, 2012).

6. Religion and belief

Indicative data on alcohol and drug misuse among people of different
religions beliefs

Again, there are limited sources of routinely collected data that may indicate
the pattern of need or demand for alcohol or drug services by people of
different religions or beliefs in Scotland. The main source, in relation to
alcohol is the Scottish Health Survey aggregate analysis of four years data
(2008-2011) (Whybrow et al, 2012). This suggests that, based on self-
reported consumption, people who are Muslims, Hindus, and Buddhists were
much less likely to be drinking to hazardous or harmful levels than the
national average (5%, 6%, 10% and 23% respectively). People who indicated
that they did not belong to any religious group were more likely to be drinking
to hazardous or harmful levels than the average (26% compared with 23%).

Only 2% of Muslims, 14% of Hindus and 16% of Buddhists were drinking
above daily recommended limits, compared with 32-40% of Christian faiths
and 41% of people indicating that they did not belong to any religious group.

7. Pregnancy and maternity
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Number of births in Edinburgh in 2011: 5560
(Source: National Records Office factsheet:
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/city-of-

edinburgh-factsheet.pdf)

The Scottish Drugs Misuse database includes information on the number of
maternities recording drug misuse by local authority (data are not presented
by ADP), as well as neo-natal discharges recording drug misuse. These are
indicated in Table 18 below:

Table 18: Maternities and Neo-Natal discharges recording Drug Misuse
by Local Authority (three year aggregate 2007/08 — 2009/10)

Number of Rate per 1000 Number of | Rate per
maternities maternities neo-natal | 1000 live
recording drug discharges | births
misuse recording
(three-year drug
aggregate) misuse
(live
births)
(three year
aggregate)
Scotland 2044 11.9 1025 5.9
Edinburgh 336 21.1
East Lothian 60 21.2 . .
Mid Lothian 62 23.5 . .
West Lothian 87 13.4 33 5.0

Source: ISD (2012b) Drug Misuse Statistics Scotland 2011
http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-

Misuse/Publications/2012-02-28/2012-02-28-dmss2011-report.pdf

Note:

e Numbers supressed to protect confidentiality
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PART THREE: ADP PROFILES (WLDAP profile)
The ADP profile brings together available routinely collected data to indicate
the local population profile for people sharing the protected characteristics.

It also provides indicative data of patterns of alcohol and problem drug use by
protected characteristic. Where available this includes indicative data at local

ADP level, or at national level, including data from the Scottish Drugs Misuse

Database, Alcohol Statistics Scotland and Scottish Health Survey.

Where data to local council level are available these are reproduced for
Scotland, West Lothian ADP, as well as for the other council areas within
Lothian Health Board boundaries.

More detailed information on drug and alcohol use and service need in the
area covered by WLDAP is contained in the IPSOS MORI report Service
needs and service users: a comparison of the prevalence of drug and alcohol
problems and service use in West Lothian, published in 2011. The following
does not to reproduce this material.

The following does not include individual studies of alcohol or drug misuse
that may also indicate patterns of need and demand for services among
people sharing the protected characteristics. Examples of these, where
found, are included in parts four and five of the resource document.

1. Age and sex

Table 1: West Lothian ADP Population based on mid-2011 estimates
Age Group | Males Females Total

(years)

0-15 17,744 17,200 34,944

16 - 59 51,176 52,381 103,557

60 - 74 11,741 12,909 24,680

75+ 3,921 5,888 9809

Total 84,612 88378 172990

Source: National Records Office factsheet: http://www.gro-

scotland.gov.uk/files2/stats/council-area-data-sheets/west-lothian-
factsheet.pdf

(NB a recent census release provides information on resident population by
council on census day 2011 by age and by sex, but not combined by age and
sex by council area — hence mid year estimates have been used).

There are a number of different national databases containing information on
alcohol and problem drug use, including by age and gender such as the
Scottish Drug Misuse Database, Estimating the National and Local
Prevalence of Problem Drug Use in Scotland, Alcohol Related Hospital
Statistics and Alcohol Statistics Scotland. The Scottish Schools Adolescent
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Lifestyle and Substance Use Survey (SALSUS) also provides data on self-
reported drug, alcohol and tobacco use among samples of 13 and 15 year
olds. As noted above, much of this data has been collated in the needs
assessments commissioned by WLDAP (IPSOS/MORI, 2011). The following
is therefore primarily to underline some of the possible age and gender

differentials in the experience of drug and alcohol misuse.

Indicative data on drug misuse by age and gender in Scotland

For more detailed information see the IPSOS MORI report on service use and

service users (IPSOS MORI, 2011)

Table 2. Prevalence of Drug Misuse by ADP (15 - 64 years) 2009/10

Estimated Number Estimated prevalence
Scotland 59,600 1.71
Edinburgh 5300 1.55
MELDAP* 1400 1.20
West Lothian 1500 1.29
* East Lothian 810 1.3
* Midlothian 570 1.08
Source: ISD (201l1a) Estimating the National and Local Prevalence of

Problem Drug Use in Scotland 2009/10,
http://www.drugmisuse.isdscotland.org/publications/abstracts/prevalence2009
10.htm)

*Note: It is not known why the ADP estimate for MELDAP is lower than the
combined estimates for the two councils.

Table 3. Prevalence of Drug Misuse by Gender by Council area*

Male Female

N % N %
Scotland 42000 2.49 17300 1.00
Edinburgh 3900 2.3 1400 0.83
East Lothian | 510 1.71 290 0.91
Midlothian 400 1.59 170 0.62
West Lothian | 1100 1.88 420 0.71
Source: ISD (201l1a) Estimating the National and Local Prevalence of

Problem Drug Use in Scotland 2009/10,
http://www.drugmisuse.isdscotland.org/publications/abstracts/prevalence2009
10.htm

Data not available for ADP level

Another source of data on drug misuse is the Scottish Crime and Justice
Survey (National Statistics, 2012). For the period 2010-2011 this found that
6.6% of respondents reported using one or more illicit drugs in the last year. A
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higher proportion of men than women reported using one or more illicit drugs
in the previous 12-months: 9.5% compared with 3.9%. lllicit drug use also
declines with age: among 16-24 year olds 20.3% reported illicit drug use in
the previous 12 months, compared with 9.2% of people aged 25 — 44 years
and decreasing further among the older age groups.

The numbers of clients receiving a specialist assessment of their drug use
and care needs by local authority and European Age Standardised Rate
(EASR) per 100,000 population is summarised in Table 4.

Table 4: Numbers of new clients receiving specialist assessment for
drug use and care needs by local authority and European Age
Standardised Rate (EASR) per 100,000 population year ending 31 March
2012

Numbers of clients EASR per 100,000
population
Scotland 11380 230
Edinburgh 1202 211
East Lothian 183 250
Midlothian 141 203
West Lothian 376 232

Source: ISD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-
Alcohol-Misuse/Publications/2013-03-26/2013-03-26-SDMDS-
Report.pdf?7450503111

Table 5 indicates the age distribution of individuals assessed by local
authority.

Table 5: Numbers of new clients receiving specialist assessment for
drug use by age group and local authority year ending 31 March 2012

Numbers of clients by age group

All <20 |20 -|25 —-|(30 -|35 —-[40+ | Median
ages 24 29 34 39 age

Scotland | 11363 | 757 1457 | 2143 [ 2555 1972 | 2479 |32

Edinburgh | 1198 | 64 154 234 238 237 271 33

East 183 17 25 41 54 29 17 30
Lothian

Mid 141 6 26 36 30 25 18 30
Lothian

West 376 59 59 57 66 56 79 30
Lothian

Source: I1SD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-

Misuse/Publications/2013-03-26/2013-03-26-SDMDS-Report.pdf?7450503111
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The percentage of individuals receiving specialist assessment for drug use
and care needs by age and sex is indicated in Table 6. Data are not available
by age and sex by local authority area.

Table 6: Percentage of clients receiving specialist assessment for drug
use and care needs by age group and sex 2011/2012

Clients assessed by age Sup
%

Sex Total <15 |15 —-]20 —-|25 —-|30 —-|35 -—|40+

number 19 24 29 34 39

of clients

assessed
Male 8106 1 6 12 17 22 18 24
Female | 3257 1 5 14 23 23 16 18
Source: ISD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-

Misuse/Publications/2013-03-26/2013-03-26-SDMDS-Report.pdf?7450503111

Data on drug related deaths is collected by National Records Scotland
(previously GROS). Table 7 indicates the number of deaths for Scotland and
for each local authority area in Lothian in 2011. The number of drug-related
deaths in Scotland by age and sex is indicated in Table 8.

Table 7. Drug-related deaths for Scotland and by local authority 2011

Number of drug- | Av  per 1000 | Number of drug-
related deaths (all | populatiOn 2007- | related  deaths:
causes) 2011 underlying cause
drug abuse

City of Edinburgh | 48 0.10 3

East Lothian 8 0.07 0

Midlothian 4 0.07 0

West Lothian 13 0.08 0

Scotland 584 0.10 12

Source: National Records Scotland (2012) Drug Related Deaths in Scotland
2011 http://mww.gro-scotland.gov.uk/files2/stats/drug-related-deaths/2011/drug-related-deaths2011.pdf

Table 8: Drug-related deaths by sex and age Scotland 2011

Number of drug-related deaths (all causes)

Sex Age group
All M F Under |25 —|35-44 |45-54 |55+
25 34
years

Source: National Records Scotland (2012) Drug Related Deaths in Scotland

2011

http://www.gro-scotland.gov.uk/files2/stats/drug-related-deaths/2011/drug-related-

deaths2011.pdf
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Drawing on data from the Scottish Schools Adolescent Lifestyle and
Substance Use Survey (SALSUS), Table 9 indicates the pattern of self-
reported drug use among 13 and 15 year olds by gender and ADP.

Table 9: Self-reported use of drugs among 13 and 15 year olds by
gender by ADP

Ever used or taken any of the drugs listed
%
Age Sex

13 years 15 years Boys Girls
Scotland 5 21
Edinburgh 6 21 16 11
MELDAP 5 19 14 10
West Lothian | 5 23 16 13
Source: Source: IPSOS MORI/ISD (2011) Scottish Schools Adolescent
Lifestyle and Substance Use Survey 2010,

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS 2010.pdf

Indicative data on alcohol misuse by age and gender in Scotland

An analysis of data collected over four years (2008 — 2011) as part of the
Scottish Health Survey (SHeS), based on self-reported consumption of a
national sample, indicates that men are more likely than women to be
hazardous and harmful drinkers® (Table 10). Men are also more likely to drink
above the recommended daily limit based on heaviest drinking day in the
previous week SHS, 2012)°.

Table 10: Alcohol consumption by sex

Sex
(%)
Men Women

Drinking to hazardous or | 27 19
harmful levels
Drinking above | 43 34
recommended levels on
heaviest drinking day in
the previous week

Source: Whybrow et al (2012) Scottish Health Survey: Equality Groups

http://www.scotland.gov.uk/Publications/2012/10/8988

The SHeS aggregated analysis also indicates that people aged 16 — 24 years
were more likely than those in other age groups to be hazardous and harmful
drinkers (Table 11). Men are also more likely to drink above the

*Harmful drinking is defined as drinking to a level that is causing physical, social or
psychological harm; hazardous drinking is defined as drinking to a level that may cause harm
in the future.

® Guidance on alcohol consumption recommends that over a week, women should not exceed
14 units of alcohol and men 21 units
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recommended daily limit based on heaviest drinking day in the previous week
(Whybrow et al, 2012).

Table 11: Alcohol consumption by age

Age group
%

16-24 | 25-34 |35-44 |45-54 |55-64 |65-74 |75+
Drinking 30 23 23 26 23 18 10
to
hazardous
and
harmful
levels

Source: Whybrow et al (2012) Scottish Health Survey: Equality Groups

http://www.scotland.gov.uk/Publications/2012/10/8988

For young people aged under 16 years, the main source of evidence on self-
reported consumption by age and gender is the Scottish Schools Adolescent
Lifestyle and Substance Use Survey (SALSUS). This includes a number of
different indicators of alcohol consumption. Table 12 presents indicative data
of the proportions of 13 and 15 year olds who have ever had an alcoholic
drink by age group and by gender.

Table 12: Self-reported alcohol consumption among 13 and 15 year olds
by gender by ADP

Ever had an alcoholic drink
%
Age Sex
13 years 15 years Boys Girls

Scotland
Edinburgh 41 78 59 60
MELDAP 44 83 63 65
West Lothian | 53 80 61 67
Source: Source: IPSOS MORI/ISD (2011) Scottish Schools Adolescent
Lifestyle and Substance Use Survey 2010,

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS 2010.pdf

There are a number of different sources of data collating evidence on alcohol
related harms, such as the Alcohol Related Hospital Statistics and Alcohol
Statistics Scotland’. Data from these sources are collated in the local needs
assessment (IPSOS MORI, 2011) and are not reproduced here. Table 13,
however, provides one illustrative example — general acute in-patient/day

” Alcohol Focus Scotland have also produced a series of local profiles indicating assessments
of the costs of alcohol-related harms http://www.alcohol-focus-scotland.org.uk/local-cost-
profiles
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case discharges with an alcohol-related diagnosis by council. This also
presents the distribution by sex for Scotland.

Table 13: General Acute In-patient and day case discharges with an
alcohol-related diagnosis 2010/2011 by council* of residence (and by
sex for Scotland)**

Number of discharges EASR*** per 100,000
population

Scotland 38825

Men 27746 1020

Women 11079 395

Edinburgh 2988 605

East Lothian 549 518

Midlothian 478 556

West Lothian 1222 682

Source: ISD (2012a) Alcohol related hospital statistics Scotland 2012
http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-Misuse/Publications/2012-05-29/2012-05-29-
AlcoholHospitalStats2012-Report.pdf)

*Data not available to ADP level
** Gender data not disaggregated to council or ADP level
*** European Age Standardised Rate (EASR)

2. Transgender/Gender re-assignment

No data are available at local authority level to indicate the number of people
who are transgender and or who have undertaken or are undertaking gender
re-assignment.

No routinely collected data are available to indicate the pattern of need or
demand for alcohol or drugs services among people who are transgender or
undergoing gender re-assignment. Individual studies suggesting the possible
levels of need are included in parts 4 and 5.

3. People from black and minority ethnic communities

Data on ethnicity collected as part of the 2011 census are not yet available.
This means that the most recent data on numbers of people from black and
ethnic communities is the 2001 census.

A mapping exercise commissioned by West Lothian Community Planning
Partnership analysed where people from ethnic minority communities were
living and working in West Lothian (ODS Consulting, 2008). Based on 2001
census data, this showed that:

e Just under 5,000 people, or around 3% of the population, were identified
as being from an ethnic minority community

e The largest groups were 'other white' and white Irish who comprised one-
third and one-quarter of the ethnic minority community respectively
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e The next largest group were Pakistani, 'mixed’, Chinese and Indian (16%,
7%, 5% and 4% respectively of the ethnic minority community)

e Around half of the people from the six largest ethnic minority communities
were living in Livingston.

(ODS Consulting, 2008)

However, given the changing population structure including, for example,
patterns of migration following the accession of the 8 predominantly Eastern
European countries to the European Union, data drawing on the 2001 census
may not be a good indicator of the current population profile.

Other indicators of relevance are the patterns of migration for which there are
number of different indicators:

National Insurance numbers (NINO) issued to foreign nationals 2002 — 2008

Number of NI numbers
(NINo) issued to foreign
nationals 2002 — 2008

As % of local population
aged 16-59/64

E. Lothian 2010 3.5
Edinburgh 61,510 19.2
Midlothian 11,30 2.3

Source: Gordon et al (2010) Dimensions of Diversity: Population differences
and health improvement opportunities, http:/www.healthscotland.com/documents/3988.aspx

Nationalities of NINo allocations to overseas nationals in 2007

Number of nationalities

Top five most common
nationalities

Edinburgh 79 Poland, India, Spain,
Rep of Ireland, France

E. Lothian 19 Poland, India, Rep of
Ireland, Rep of
Lithuania, Bulgaria

Midlothian 7 Poland, Rep of Latvia,

Spain, Australia,
Romania

Source: GRO (2010) Lothian Migration Report

http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-report.pdf)
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Worker Registration Scheme (for workers from A8 countries)

To identify the numbers of people from the 'A8' countries - i.e. the eight
predominantly Eastern European countries who have joined the European
Union since 20042 - the West Lothian Community Planning Partnership
mapping exercise included an analysis of the numbers from these countries
registering for work in West Lothian. The analysis shows that:

e Over the three financial years 2004/05 to 2006/07 a total of 2,290 people
from the A8 countries registered for work in West Lothian - the largest
numbers registering in 2006/07

e Almost three-quarters of these migrant workers were from Poland (1,700
people)

e Because this is based on registration for work, this may not be an accurate
picture of the actual number of people from these countries in West
Lothian: people may have registered in West Lothian and moved out, or
registered elsewhere and moved in to West Lothian or not registered. The
figures also do not include workers' dependents who do not register (ODS
Consulting, 2008).

Non-UK country of birth for Lothian councils (estimates — 2009)

Numbers non-UK country of birth estimate
(000s)

Edinburgh 65

E. Lothian 4

MidLothian n/a*

West Lothian n/a*

*Confidence intervals too small
Estimates based on Annual Population Survey and Census 2001
Source: GRO (2010) Lothian Migration Report

http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-report.pdf)

Births to non-UK born mothers as a percentage of total births, 2009

Births to non-UK mothers as a percentage of total births
2009

Edinburgh 27

E. Lothian 8

MidLothian 9

West Lothian 13

Source: GRO (2010) Lothian Migration Report

http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-report.pdf

® These countries are Poland, Estonia, Latvia, Hungary, Czech Republic, Lithuania, Slovak
Republic, Slovenia
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Pupils from minority ethnic groups 2012

Minority White other Not All pupils
ethnic known/not
given
Edinburgh 5642 3228 695 45049
E. Lothian 331 343 68 13466
Midlothian 333 261 178 11812

Source: Scottish Government (2012a) Pupil Census 2012

http://www.scotland.gov.uk/Topics/Statistics/Browse/School-Education/dspupcensus/pupcensus2012)

Pupils with English as an additional language
There are four categories: the following just indicates those in the category
‘new to English’:

Number of pupils with English as an
additional language — ‘new to English’

Edinburgh 623
E. Lothian 29
MidLothian 55

Source: Scottish Government (2012a) Pupil Census 2012

http://www.scotland.gov.uk/Topics/Statistics/Browse/School-Education/dspupcensus/pupcensus2012)

Pupils for whom home language is not English, Doric, Scots, Gaelic or sign
language 2012

Number of pupils | Number of Main three

for whom home languages languages after
language is not English)
English, Doric,

Scots, Gaelic or
sign language

Edinburgh 5631 100 Polish, Urdu,
Arabic

E. Lothian 276 42 Polish, Scots,
Urdu

Mid Lothian 307 47 Polish, Scots,
Urdu

Source: Scottish Government (2012a) Pupil Census 2012
http://www.scotland.qgov.uk/Topics/Statistics/Browse/School-
Education/dspupcensus/pupcensus2012)

Asylum seekers and refugees
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It has been estimated that there is in the region of 10,000 asylum seekers and
refugees in Scotland, the majority of whom live in Glasgow. In 2012 there
were 1029 asylum applications in Scotland (Scottish Refugee Council
http://www.scottishrefugeecouncil.org.uk/media/facts _and figures/asylum_ ap
plications _uk_figures).

There is very little routinely collected information to indicate patterns of
alcohol or substance abuse among people who are asylum seekers and
refugees. Gordon et al (2010) citing a study in Glasgow, suggest that
patterns of alcohol consumption may be lower than the non-refugee
population. In the context of drug misuse among young refugees and asylum
seekers in London, Patel et al (2004), however, argue that these young
people may be particularly vulnerable to the risk factors for drug misuse, and
that available data may underestimate the levels of need. Risk factors include
the stresses associated with the causes and process of migration, and the
experiences of deprivation and unemployment, or illegal employment in poorly
paid jobs, or sex work once they have arrived in the UK.

The Scottish Refugee Council has produced a health briefing, based on
research it has undertaken as part of it longitudinal refugee integration study
(Scottish Refugee Council, 2011). This describes the barriers people who are
refugees may face accessing healthcare in Scotland.

Gypsy/Travellers

Since 1998 the Scottish Government has undertaken a twice yearly counts of
gypsies/travellers in Scotland. This is based on the site encampment
population and does not include people living in ordinary housing. Although
the counts are still taking place the most recent published report found refers
to the count that took place in July 2009. Table 14 summarises the numbers
of households of gypsies/travellers living on sites provided by the council or
Registered Social Landlords (RSL), private sites, and unauthorised
encampments.

Table 14: Gypsy/Traveller households by local authority

Local authority Total number of households living on
council/RSL, private or unauthorised
sites

Edinburgh 31

East/Midlothian 6

West Lothian 30

Scotland 684

Source: Scottish Government Social Research (2010), Gypsies/Travellers in
Scotland: The twice yearly count. No. 16 July 2009, Scottish Government,
Edinburgh

(http://www.scotland.gov.uk/Publications/2010/08/18105029/0)
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Indicative data on ethnicity and drug misuse in Scotland

National, routinely collected data indicating patterns of alcohol and drug use
by ethnicity are limited, and even where available not necessarily
disaggregated to Local Authority or ADP level. One source of data is the
Scottish Drug Misuse Statistics report. This provides data on the ethnic profile
of ‘new’ individuals — that is people who, ‘at the time of presenting are not
currently in contact with a service that provides a specialist assessment of an
individual's drug use and care needs’ (ISD, 2013). These data are, however,
are not disaggregated to local levels. Table 15 presents the Scotland-wide
data.

Table 15: Ethnic profile of individuals receiving specialist assessment
for drug use and care needs for the year ending 31 March 2012

Ethnic Group Total Number %
Number of new 9741 100
patients/clients for

whom information on

ethnicity is available

White Scottish 9324 96.3
White other British 191 2.0
White Irish 36 0.4
White Other 60 0.6
Mixed Other 15 0.2
Asian Indian 7 0.1
Asian Pakistani 16 0.2
Bangladeshi 1 0.0
Chinese 3 0.0
Asian: Other 9 0.1
Black Scottish or Black | 7 0.1
British

Black Caribbean 7 0.1
Black African 13 0.1
Black Other 2 0.0
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Any Other 31 0.1

Source: ISD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-
Alcohol-Misuse/Publications/2013-03-26/2013-03-26-SDMDS-
Report.pdf?7450503111

Indicative data on ethnicity and alcohol consumption in Scotland

As with data on problem drug use, there are very few sources of routinely
collected data indicating levels of problem drug use among people from black
and minority ethnic communities. Some data are, however available from the
Scottish Health Survey analysis of aggregated data over the four years (2008-
2011). Based on self-reported consumption this indicates that Pakistani (3%),
Chinese (4%), Other Asian (4%) and African, Caribbean or Black respondents
(7%) were all significantly less likely to drink at hazardous or harmful levels
than the national average (23%) (Whybrow et al, 2012). Pakistanis, Chinese,
other Asian, African, Caribbean and Black respondents were all less likely to
exceed daily drinking limits on their heaviest drinking day in the previous week
(Table 16)

Table 16: Percentage of respondents exceeding daily drinking limits by
ethnic group, 2008 — 2011 combined

Ethnicity of respondents

%

Pakistanis | Chinese | Other | African, White | White | White
Asian | Caribbean | British | lrish other

and black
Proportion | 4 4 6 19 40 41 27
exceeding
daily
drinking
limits

(Source: Adapted from Whybrow et al (2012) Scottish Health Survey:
Equality Groups
http://www.scotland.gov.uk/Publications/2012/10/83988

4, People with long-term limiting illnesses or who are disabled

Data on the numbers of people with disabilities come from different sources,
use different definitions, and are collected for different purposes (Macpherson
and Bond, 2009). The Scottish Household Survey (SHS), for example,
distinguishes between people with a disability, long standing iliness or health
problem and those who have both (or neither).
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On this basis the findings from the SHS 2011 suggest that just over one-third
of households across Scotland have at least one member with a long-
standing iliness, health problem or disability. The proportion increases with
households comprised of older people, but is more or less the same between
men and women (Scottish Government/National Statistics, 2012). Data are
not, however, available to local authority level.

Department of Work and Pensions (DWP) data indicate the numbers of
people claiming welfare benefits due to incapacity or disability living allowance
(see Table 17). These data are, however, only a very crude indicator since
not everyone with a disability will claim a welfare benefit, some may
necessarily meet the specific criteria attached to these benefits, but may still
be considered disabled in the context of the Equality Act 2010°. Some people
may be claiming both Disability Living Allowance (DLA) and Employment
Support Allowance (ESA)/Incapacity Benefit (IB) so there may be a degree of
double-counting in the figures in the table.

Table 17: ESA/Incapacity Benefit and Disability Living Allowance
claimants: West Lothian

Welfare Benefit Claimants

(August 2012)
Employment Support Disability Living
Allowance/Incapacity Allowance (all ages)

Benefit (working age
population only)

West Lothian 9,020 12,380

(Source: NOMIS
http://www.nomisweb.co.uk/articles/727.aspx)

There is scant routinely collected data indicating alcohol or drug misuse
among people with disabilities. The Scottish Health Survey analysis of
aggregated data for 2008 — 2011 provides some indicative data of alcohol
consumption for those respondents identifying themselves as having a limiting
long-term condition. This group of respondents was less likely to be drinking
to hazardous or harmful levels (19%), compared with respondents who did not
have a limiting long term condition (24%). They were also less likely to be
drinking above the daily recommended limits on their heaviest drinking day in
the previous week (31% compared with 41%) (Whybrow et al, 2012).

5. Sexual orientation

% For the purposes of the equalities legislation, a person has a disability if s/lhe has a physical
or mental impairment which has a substantial and long-term adverse effect on that person's
ability to carry out normal day-to-day activities (See the Equalities and Human Rights
commission website for more information on the protected characteristics:
http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-
guidance/protected-characteristics-definitions/)
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The only routinely collected data currently available on the numbers
identifying as lesbian, gay or bisexual is the 2001 census which included data
on the number of adults cohabiting as a same-sex household. At that time
Only 6110 adults were recorded as co-habiting as part of a same sex
household for the whole of Scotland. These couples are particularly
concentrated in Edinburgh (7.6 per 1000 living in a couple) and Glasgow (8.0
per 1000 living in a couple) (Gordon et al, 2010). Data analysed by Gordon et
al (2010) suggests that this concentration might reflect migration to the cities
from other parts of Scotland.

Number of civil partnerships conducted in West Lothian in 2011 were:
Male: 5
Female: 4

(Source: National Records Office factsheet:
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/west-lothian-factsheet.pdf)

The only routinely collected data available to indicate substance misuse
among those people identifying as lesbian, gay or bisexual in Scotland is the
Scottish Health Survey analysis of aggregated data for the period 2008-2011.
This suggests that respondents who identified as lesbian or gay were more
likely to be drinking to hazardous or harmful levels (34%), than the national
average (23%). Respondents identifying as lesbian or gay (50%) or bisexual
(49%), were also more likely to be drinking above daily recommended levels
on their heaviest drinking day in the previous week, than the average (14%)
((Whybrow et al, 2012)

6. Religion and belief

Indicative data on alcohol and drug misuse among people of different
religions beliefs

Again, there are limited sources of routinely collected data that may indicate
the pattern of need or demand for alcohol or drug services by people of
different religions or beliefs in Scotland. The main source, in relation to
alcohol is the Scottish Survey aggregate analysis of four years data (2008-
2011) (Whybrow et al, 2012). This suggests that, based on self-reported
consumption, people who are Muslims, Hindus, and Buddhists were much
less likely to be drinking to hazardous or harmful levels than the national
average (5%, 6%, 10% and 23% respectively). People who indicated that
they did not belong to any religious group were more likely to be drinking to
hazardous or harmful levels than the average (26% compared with 23%).

Only 2% of Muslims, 14% of Hindus and 16% of Buddhists were drinking
above daily recommended limits, compared with 32-40% of Christian faiths
and 41% of people indicating that they did not belong to any religious group.
7. Pregnancy and maternity

Number of births in West Lothian in 2011: 2134
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(Source: National Records Office factsheet:

http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/west-lothian-factsheet.pdf)

The Scottish Drugs Misuse database includes information on the number of
maternities recording drug misuse by local authority (data are not presented
by ADP), as well as neo-natal discharges recording drug misuse. These are
indicated in Table 18 below:

Table 18: Maternities and Neo-Natal discharges recording Drug Misuse

by Local Authority (three year aggregate 2007/08 — 2009/10)

Number of Rate per 1000 Number of | Rate per
maternities maternities neo-natal | 1000 live
recording drug discharges | births
misuse recording
(three-year drug
aggregate) misuse
(live
births)
(three year
aggregate)
Scotland 2044 11.9 1025 5.9
Edinburgh City | 336 21.1
East Lothian 60 21.2 . .
Mid Lothian 62 23.5 . .
West Lothian 87 134 33 5.0

Source: ISD (2012b) Scottish Drug Misuse Statistics, 2011

http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-Misuse/Publications/2012-02-28/2012-02-28-

dmss2011-report.pdf)
Note:

* Numbers supressed to protect confidentiality
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PART THREE: ADP PROFILES
MELDAP profile

The ADP profile brings together available routinely collected data to indicate
the local population profile for people sharing the protected characteristics.

It also provides indicative data of patterns of alcohol and problem drug use by
protected characteristic. Where available this includes indicative data at local

ADP level, or at national level, including data from the Scottish Drugs Misuse

Database, Alcohol Statistics Scotland and Scottish Health Survey.

Where data to local council level are available these are reproduced for
Scotland, MELDAP (or, where not available, by Mid and East Lothian
Council), as well as for the other council areas within Lothian Health Board
boundaries.

More detailed information on drug and alcohol use and service need in the
area covered by MELDAP is contained in the IPSOS MORI report Small area
estimates for health related behaviours, published in 2011.

No attempt is made it to reproduce the material this contains — particularly
where data do not provide information relating to a protected characteristic.

The following does not include individual studies of alcohol or drug misuse
that may also indicate patterns of need and demand for services among
people sharing the protected characteristics. Examples of these, where
found, are included in parts four and five of the resource document.

1. Age and sex

Table 1: MELDAP Population based on mid-2011 estimates

Age Group | Males Females Total
(years)

0-15 17,493 16,969 34,462
16 — 59 49,389 52,886 102,275
60 — 74 13,858 15,479 29,337
75+ 5,730 8,736 14,466
Total 86,470 94,070 180540

Source: National Records Office factsheets:
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/midlothian-factsheet.pdf
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/east-lothian-factsheet. pdf)

(NB a recent census release provides information on resident population by
council on census day 2011 by age and by sex, but not combined by age and
sex by council area — hence mid year estimates have been used).
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There are a number of different national databases containing information on
alcohol and problem drug use, including by age and gender such as the
Scottish Drug Misuse Database, Estimating the National and Local
Prevalence of Problem Drug Use in Scotland, Alcohol Related Hospital
Statistics and Alcohol Statistics Scotland. The Scottish Schools Adolescent
Lifestyle and Substance Use Survey (SALSUS) also provides data on self-
reported drug, alcohol and tobacco use among samples of 13 and 15 year
olds. As noted above, much of this data has been collated in the assessment
commissioned by MELDAP (IPSOS MORI, 2011). The following is therefore
primarily to underline some of the possible age and gender differentials in the
experience of drug and alcohol misuse.

Indicative data on drug misuse by age and gender in Scotland

For more detailed information see local needs assessment (IPSOS MORI,
2011)

Table 2: Prevalence of Drug Misuse by ADP (15 - 64 years) 2009/10

Estimated Number Estimated prevalence
Scotland 59,600 1.71
Edinburgh 5300 1.55
| MELDAP* |
West Lothian 1500 1.29
* East Lothian 810 1.3
* Midlothian 570 1.08

Source: ISD (2011a) Estimating the National and Local Prevalence of
Problem Drug Use in Scotland 2009/10,

http://www.drugmisuse.isdscotland.org/publications/abstracts/prevalence2009 10.htm)

*Note: It is not known why the ADP estimate for MELDAP is lower than the
combined estimates for the two councils.

Table 3. Prevalence of drug misuse by gender by Council area*

Male Female

N % N %
Scotland 42000 2.49 17300 1.00
Edinburgh 3900 2.3 1400 0.83

West Lothian | 1100 1.88 420 0.71

Source: ISD (201l1a) Estimating the National and Local Prevalence of
Problem Drug Use in Scotland 2009/10,

http://www.drugmisuse.isdscotland.org/publications/abstracts/prevalence2009 _10.htm)

* Data not available for ADP level
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Another source of data on drug misuse is the Scottish Crime and Justice
Survey (National Statistics, 2012). For the period 2010-2011 this found that
6.6% of respondents reported using one or more illicit drugs in the last year. A
higher proportion of men than women reported using one or more illicit drugs
in the previous 12-months: 9.5% compared with 3.9%. lllicit drug use also
declines with age: among 16-24 year olds 20.3% reported illicit drug use in
the previous 12 months, compared with 9.2% of people aged 25 — 44 years
and decreasing further among the older age groups.

The numbers of clients receiving a specialist assessment of their drug use
and care needs by local authority and European Age Standardised Rate
(EASR) per 100,000 population is summarised in Table 4.

Table 4. Numbers of new clients receiving specialist assessment for
drug use and care needs by local authority and European Age
Standardised Rate (EASR) per 100,000 population year ending 31 March
2012

Numbers of clients EASR per 100,000
population
Scotland 11380 230
Edinburgh 1202 211
East Lothian 183 250
Midlothian 141 203
West Lothian 376 232
Source: ISD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-

Misuse/Publications/2013-03-26/2013-03-26-SDMDS-Report.pdf?7450503111

Table 5 indicates the age distribution of individuals assessed by local
authority.

Table 5: Numbers of new clients receiving specialist assessment for
drug use by age group and local authority year ending 31 March 2012

Numbers of clients by age group

All <20 |20 -|25 —-[30 -|35 —-[40+ | Median
ages 24 29 34 39 age

Scotland | 11363 | 757 1457 | 2143 [ 2555 1972 | 2479 |32

Edinburgh | 1198 | 64 154 234 238 237 271 33

East 183 17 25 41 54 29 17 30
Lothian

Mid 141 6 26 36 30 25 18 30
Lothian

West 376 59 59 57 66 56 79 30
Lothian

Source: I1SD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-

Misuse/Publications/2013-03-26/2013-03-26-SDMDS-Report.pdf?7450503111
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The percentage of individuals receiving specialist assessment for drug use
and care needs by age and sex is indicated in Table 6. Data are not available
by age and sex by local authority area.

Table 6: Percentage of clients receiving specialist assessment for drug
use and care needs by age group and sex 2011/2012

Clients assessed by age group
%

Sex Total <15 (15 —-|20 —-|25 —-|30 -|35 -—|40+

number 19 24 29 34 39

of clients

assessed
Male 8106 1 6 12 17 22 18 24
Female | 3257 1 5 14 23 23 16 18
Source: ISD (2013) Scottish Drug Misuse Database: Overview of individuals
assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-

Misuse/Publications/2013-03-26/2013-03-26-SDMDS-Report.pdf?7450503111

Data on drug related deaths is collected by National Records Scotland
(previously GROS). Table 7 indicates the number of deaths for Scotland and
for each local authority area in Lothian in 2011. The number of drug-related
deaths in Scotland by age and sex is indicated in Table 8.

Table 7. Drug-related deaths for Scotland and by local authority 2011

Number of drug- | Av  per 1000 | Number of drug-
related deaths (all | populatiOn 2007- | related  deaths:

causes) 2011 underlying cause
drug abuse
City of Edinburgh | 48 0.10 3
West Lothian 13 0.08 0
Scotland 584 0.10 12

Source: National Records Scotland (2012) Drug Related Deaths in Scotland
2011

http://www.gro-scotland.gov.uk/files2/stats/drug-related-deaths/2011/drug-related-deaths2011.pdf

Table 8: Drug-related deaths by sex and age Scotland 2011

Number of drug-related deaths (all causes)
Sex Age group
All M F Under |25 —|35-44 |45-54 |55+
25 34
years
2011 | 584 429 155 58 184 212 93 36

Source: National Records Scotland (2012) Drug Related Deaths in Scotland
2011

http://www.gro-scotland.gov.uk/files2/stats/drug-related-deaths/2011/drug-related-deaths2011.pdf
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Drawing on data from the Scottish Schools Adolescent Lifestyle and
Substance Use Survey (SALSUS), Table 9 indicates the pattern of self-
reported drug use among 13 and 15 year olds, by gender and ADP.

Table 9: Self-reported use of drugs among 13 and 15 year olds by
gender by ADP

Ever used or taken any of the drugs listed
%
Age Sex

13 years 15 years Boys Girls
Scotland 5 21
Edinburgh 6 21 16 11
West Lothian | 5 23 16 13
Source: IPSOS MORI/ISD (2011) Scottish Schools Adolescent Lifestyle and
Substance Use Survey 2010,

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS 2010.pdf

Indicative data on alcohol misuse by age and gender in Scotland

An analysis of data collected over four years (2008 — 20111) as part of the
Scottish Health Survey (SHeS), based on self-reported consumption of a
national sample, indicates that men are more likely than women to be
hazardous and harmful drinkers (Table 10)'°. Men are also more likely to
drink above the recommended daily limit based on heaviest drinking day in
the previous week (Whybrow et al, 2012)*".

Table 10: Alcohol consumption by sex

Sex
(%)
Men Women

Drinking to hazardous or | 27 19
harmful levels
Drinking above | 43 34
recommended levels on
heaviest drinking day in
the previous week

Source: Whybrow et al, (2012) Scottish Health Survey: Equality Groups
http://www.scotland.gov.uk/Publications/2012/10/8988

The SHeS aggregated analysis also indicates that people aged 16 — 24 years
were more likely than those in other age groups to be hazardous and harmful

Harmful drinking is defined as drinking to a level that is causing physical, social or
psychological harm; hazardous drinking is defined as drinking to a level that may cause harm
in the future.

! Guidance on alcohol consumption recommends that over a week, women should not
exceed 14 units of alcohol and men 21 units
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drinkers (Table 11). Men are also more likely to drink above the
recommended daily limit based on heaviest drinking day in the previous week
(Whybrow et al, 2012).

Table 11: Alcohol consumption by age

Age group
%

16-24 | 25-34 |35-44 |45-54 |55-64 |65-74 |75+
Drinking 30 23 23 26 23 18 10
to
hazardous
and
harmful
levels

Source: Whybrow et al, (2012) Scottish Health Survey: Equality Groups

http://www.scotland.gov.uk/Publications/2012/10/8988

For young people aged under 16 years, the main source of evidence on self-
reported consumption by age and gender is the Scottish Schools Adolescent
Lifestyle and Substance Use Survey (SALSUS). This includes a number of
different indicators of alcohol consumption. Table 12 presents indicative data
of the proportions of 13 and 15 year olds who have ever had an alcoholic
drink by age group and by gender.

Table 12: Self-reported alcohol consumption among 13 and 15 year olds
by gender by ADP

Ever had an alcoholic drink
%
Age Sex
13 years 15 years Boys Girls

Scotland

Edinburgh 41 78 59 60

West Lothian | 53 80 61 67

Source: IPSOS MORI/ISD (2011) Scottish Schools Adolescent Lifestyle and
Substance Use Survey 2010,

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS 2010.pdf

There are a number of different sources of data collating evidence on alcohol
related harms, such as the Alcohol Related Hospital Statistics and Alcohol
Statistics Scotland*?. Data from these sources are collated in the local needs

12 Alcohol Focus Scotland have also produced a series of local profiles
indicating assessments of the costs of alcohol-related harms
http://www.alcohol-focus-scotland.org.uk/local-cost-profiles)
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assessment (IPSOS MORI, 2011) and are not reproduced here (particularly
since few if any break down data by age and gender by ADP/Local Authority
area). Table 13, however, provides one illustrative example — general acute
in-patient/day case discharges with an alcohol-related diagnosis by council.
This also presents the distribution by sex for Scotland.

Table 13: General Acute In-patient and day case discharges with an
alcohol-related diagnosis 2010/2011 by council* of residence (and by
sex for Scotland)**

Number of discharges EASR*** per 100,000
population
Scotland 38825
Men 27746 1020
Women 11079 395
Edinburgh 2988 605

West Lothian 1222 682

Source: ISD (2012a) Alcohol-related hospital statistics Scotland 2012

http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-Misuse/Publications/2012-05-29/2012-05-29-
AlcoholHospitalStats2012-Report.pdf)

*Data not available to ADP level
** Gender data not disaggregated to council or ADP level
*** European Age Standardised Rate (EASR)

2. Transgender/Gender re-assignment

No data are available at local authority level to indicate the number of people
who are transgender and or who have undertaken or are undertaking gender
re-assignment.

No routinely collected data are available to indicate the pattern of need or
demand for alcohol or drugs services among people who are transgender or
undergoing gender re-assignment. Individual studies suggesting the possible
levels of need are included in parts 4 and 5.

3. People from black and minority ethnic communities

Data on ethnicity collected as part of the 2011 census are not yet available.
This means that the most recent data on numbers of people from black and
ethnic communities is the 2001 census. However, given the changing
population structure including, for example, patterns of migration following the
accession of the 8 predominantly Eastern European countries to the
European Union, data drawing on the 2001 census may not be a good
indicator of the current population profile.
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Other indicators of relevance are the patterns of migration for which there are
a number of different indicators:

National Insurance numbers (NINO) issued to foreign nationals 2002 — 2008

Number of NI numbers
(NINo) issued to foreign
nationals 2002 — 2008

As % of local population
aged 16-59/64

E. Lothian 2010 35
Edinburgh 61,510 19.2
West Lothian 5910 55

Source: Gordon et al, 2010, Dimensions of Diversity: Population differences
and health improvement opportunities,

http://www.healthscotland.com/documents/3988.aspx

Nationalities of NINo allocations to overseas nationals in 2007

Number of nationalities

Top five most common
nationalities

Edinburgh

West Lothian

79

20

Poland, India, Spain,
Rep of Ireland, France

Poland, India, Rep of
Latvia, Slovak Rep,
Hungary

Source: GRO (2010) Lothian Migration Report

http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-report.pdf)
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Non-UK country of birth for Lothian councils (estimates — 2009)

Numbers
non-UK
country of
birth estimate

Edinburgh 65

West Lothian | n/a*

*Confidence intervals too small
Estimates based on Annual Population Survey and Census 2001
Source: GRO (2010) Lothian Migration Report

http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-report.pdf)

Births to non-UK born mothers as a percentage of total births, 2009

Births to non-
UK mothers
asa
percentage of
total births
2009

Edinburgh 27

West Lothian | 13

Source: GRO (2010) Lothian Migration Report

http://www.gro-scotland.gov.uk/files2/stats/migration/lothian-migration-report. pdf

Pupils from minority ethnic groups 2012

Minority White other Not All pupils
ethnic known/not
given
Edinburgh 5642 3228 695 45049

West Lothian | 1003 916 791 26105

Source: Scottish Government (2012a) Pupil Census 2012

http://www.scotland.gov.uk/Topics/Statistics/Browse/School-Education/dspupcensus/pupcensus2012)

Pupils with English as an additional language
There are four categories: the following just indicates those in the category
‘new to English’:
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Number of
pupils with
English as an
additional
language —
‘new to
English’

623

Edinburgh

West Lothian | 280

Source: Scottish Government (2012a) Pupil Census 2012

http://www.scotland.gov.uk/Topics/Statistics/Browse/School-Education/dspupcensus/pupcensus2012)

Pupils for whom home language is not English, Doric, Scots, Gaelic or sign
language 2012

Number of pupils | Number of Main three

for whom home languages languages after
language is not English)
English, Doric,

Scots, Gaelic or
sign language

Edinburgh 5631 100 Polish, Urdu,
Arabic

West Lothian 1071 57 Polish, Urdu,
Punjabi, Scots

Source: Source: Scottish Government (2012a) Pupil Census 2012
http://www.scotland.gov.uk/Topics/Statistics/Browse/School-Education/dspupcensus/pupcensus2012)

Asylum seekers and refugees

It has been estimated that there is in the region of 10,000 asylum seekers and
refugees in Scotland, the majority of whom live in Glasgow. In 2012 there
were 1029 asylum applications in Scotland (Scottish Refugee Council

http://www.scottishrefugeecouncil.org.uk/media/facts_and_figures/asylum_applications_uk_figures).

There is very little routinely collected information to indicate patterns of
alcohol or substance abuse among people who are asylum seekers and
refugees. Gordon et al (2010) citing a study in Glasgow, suggest that
patterns of alcohol consumption may be lower than the non-refugee
population. In the context of drug misuse among young refugees and asylum
seekers in London, Patel et al (2004), however, argue that these young
people may be particularly vulnerable to the risk factors for drug misuse, and
that available data may underestimate the levels of need. Risk factors include
the stresses associated with the causes and process of migration, and the
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experiences of deprivation and unemployment, or illegal employment in poorly
paid jobs, or sex work once they have arrived in the UK.

The Scottish Refugee Council has produced a health briefing, based on
research it has undertaken as part of it longitudinal refugee integration study
(Scottish Refugee Council, 2011). This describes the barriers people who are
refugees may face accessing healthcare in Scotland.

Gypsy/Travellers

Since 1998 the Scottish Government has undertaken a twice yearly counts of
gypsies/travellers in Scotland. This is based on the site encampment
population and does not include people living in ordinary housing. Although
the counts are still taking place the most recent published report found refers
to the count that took place in July 2009. Table 14 summarises the numbers
of households of gypsies/travellers living on sites provided by the council or
Registered Social Landlords (RSL), private sites, and unauthorised
encampments.

Table 14: Gypsy/Traveller households by local authority

Local authority Total number of households living on
council/RSL, private or unauthorised
sites

Edinburgh 31

East/Midlothian 6

West Lothian 30

Scotland 684

Source: Scottish Government Social Research (2010), Gypsies/Travellers in
Scotland: The twice yearly count. No. 16 July 2009, Scottish Government,

Edinburgh

(http://www.scotland.gov.uk/Publications/2010/08/18105029/0)

Indicative data on ethnicity and drug misuse in Scotland

National, routinely collected data indicating patterns of alcohol and drug use
by ethnicity are limited, and even where available not necessarily
disaggregated to Local Authority or ADP level. One source of data is the
Scottish Drug Misuse Statistics report. This provides data on the ethnic profile
of ‘new’ individuals — that is people who, ‘at the time of presenting are not
currently in contact with a service that provides a specialist assessment of an
individual’s drug use and care needs’ (ISD, 2013). These data are, however,
are not disaggregated to local levels. Table 15 presents the Scotland-wide

data.

Table 15: Ethnic profile of individuals receiving specialist assessment
for drug use and care needs for the year ending 31 March 2012
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Ethnic Group Total Number %
Number of new 9741 100
patients/clients for

whom information on

ethnicity is available

White Scottish 9324 96.3
White other British 191 2.0
White Irish 36 0.4
White Other 60 0.6
Mixed Other 15 0.2
Asian Indian 7 0.1
Asian Pakistani 16 0.2
Bangladeshi 1 0.0
Chinese 3 0.0
Asian: Other 9 0.1
Black Scottish or Black | 7 0.1
British

Black Caribbean 7 0.1
Black African 13 0.1
Black Other 2 0.0
Any Other 31 0.1

Source: I1SD (2013) Scottish Drug Misuse Database: Overview of individuals

assessed in 2011/2012 http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-
Misuse/Publications/2013-03-26/2013-03-26-SDMDS-Report.pdf?7450503111

Indicative data on ethnicity and alcohol consumption in Scotland

As with data on problem drug use, there are very few sources of routinely
collected data indicating levels of problem drug use among people from black
and minority ethnic communities. Some data are, however available from the
Scottish Health Survey analysis of aggregated data over the four years (2008-
2011). Based on self-reported consumption this indicates that Pakistani (3%),
Chinese (4%), Other Asian (4%) and African, Caribbean or Black respondents
(7%) were all significantly less likely to drink at hazardous or harmful levels
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than the national average (23%) (Whybrow et al, 2012). Pakistanis, Chinese,
other Asian, African, Caribbean and Black respondents were all less likely to
exceed daily drinking limits on their heaviest drinking day in the previous week
(Table 16)

Table 16: Percentage of respondents exceeding daily drinking limits by
ethnic group, 2008 — 2011 combined

Ethnicity of respondents

%

Pakistanis | Chinese | Other | African, White | White | White
Asian | Caribbean | British | lrish other

and black
Proportion | 4 4 6 19 40 41 27
exceeding
daily
drinking
limits

(Source: Adapted from Whybrow et al, 2012
http://www.scotland.gov.uk/Publications/2012/10/8988)

4. People with long-term limiting illnesses or who are disabled

Data on the numbers of people with disabilities come from different sources,
use different definitions, and are collected for different purposes (Macpherson
and Bond, 2009). The Scottish Household Survey (SHS), for example,
distinguishes between people with a disability, long standing iliness or health
problem and those who have both (or neither).

On this basis the findings from the SHS 2011 suggest that just over one-third
of households across Scotland have at least one member with a long-
standing illness, health problem or disability. The proportion increases with
households comprised of older people, but is more or less the same between
men and women (Scottish Government/National Statistics, 2012). Data are
not, however, available to local authority level.

Department of Work and Pensions (DWP) data indicate the numbers of
people claiming welfare benefits due to incapacity or disability living allowance
(see Table 17). These data are, however, only a very crude indicator since
not everyone with a disability will claim a welfare benefit, some may
necessarily meet the specific criteria attached to these benefits, but may still
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be considered disabled in the context of the Equality Act 2010, Some
people may be claiming both Disability Living Allowance (DLA) and
Employment Support Allowance (ESA)/Incapacity Benefit (IB), so there may
be a degree of double-counting in the figures in the table.

Table 17: ESA/Incapacity Benefit and Disability Living Allowance
claimants: East and Midlothian

Welfare Benefit Claimants
(August 2012)

Employment Support
Allowance/Incapacity
Benefit (working age
population only)

Disability Living
Allowance (all ages)

East Lothian 4000 5490
Midlothian 3820 5800
Total (MELDAP) 7820 11,290

Source: NOMIS
http://www.nomisweb.co.uk/articles/727.aspx

There is scant routinely collected data indicating alcohol or drug misuse
among people with disabilities. The Scottish Health Survey analysis of
aggregated data for 2008 — 2011 provides some indicative data of alcohol
consumption for those respondents identifying themselves as having a limiting
long-term condition. This group of respondents was less likely to be drinking
to hazardous or harmful levels (19%), compared with respondents who did not
have a limiting long term condition (24%). They were also less likely to be
drinking above the daily recommended limits on their heaviest drinking day in
the previous week (31% compared with 41%) (Whybrow et al 2012)

5. Sexual orientation

The only routinely collected data currently available on the numbers
identifying as lesbian, gay or bisexual is the 2001 census which included data
on the number of adults cohabiting as a same-sex household. At that time
Only 6110 adults were recorded as co-habiting as part of a same sex
household for the whole of Scotland. These couples are particularly
concentrated in Edinburgh (7.6 per 1000 living in a couple) and Glasgow (8.0
per 1000 living in a couple) (Gordon et al, 2010). Data analysed by Gordon et
al (2010) suggests that this concentration might reflect migration to the cities
from other parts of Scotland.

Number of civil partnerships conducted in MELDAP in 2011 were:
Male: 4 (E.Lothian: 4; Midlothian: 0)

13 For the purposes of the equalities legislation, a person has a disability if s/he has a
physical or mental impairment which has a substantial and long-term adverse effect on that
person's ability to carry out normal day-to-day activities (See the Equalities and Human
Rights commission website for more information on the protected characteristics:
http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-
guidance/protected-characteristics-definitions/)

PART THREE: ADP PROFILES (Mid and East) 58




http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-guidance/protected-characteristics-definitions/

http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-guidance/protected-characteristics-definitions/



Female: 6 (E.Lothian: 5; Midlothian: 1)

Source: National Records Office factsheets:
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/midlothian-factsheet.pdf
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/east-lothian-factsheet. pdf

The only routinely collected data available to indicate substance misuse
among those people identifying as lesbian, gay or bisexual in Scotland is the
Scottish Health Survey analysis of aggregated data for the period 2008-2011.
This suggests that respondents who identified as lesbian or gay were more
likely to be drinking to hazardous or harmful levels (34%), than the national
average (23%). Respondents identifying as lesbian or gay (50%) or bisexual
(49%), were also more likely to be drinking above daily recommended levels
on their heaviest drinking day in the previous week, than the average (14%)
(Whybrow et al, 2012).

6. Religion and belief

Indicative data on alcohol and drug misuse among people of different
religions beliefs

Again, there are limited sources of routinely collected data that may indicate
the pattern of need or demand for alcohol or drug services by people of
different religions or beliefs in Scotland. The main source, in relation to
alcohol is the Scottish Survey aggregate analysis of four years data (2008-
2011) (Whybrow et al, 2012). This suggests that, based on self-reported
consumption, people who are Muslims, Hindus, and Buddhists were much
less likely to be drinking to hazardous or harmful levels than the national
average (5%, 6%, 10% and 23% respectively). People who indicated that
they did not belong to any religious group were more likely to be drinking to
hazardous or harmful levels than the average (26% compared with 23%).

Only 2% of Muslims, 14% of Hindus and 16% of Buddhists were drinking
above daily recommended limits, compared with 32-40% of Christian faiths
and 41% of people indicating that they did not belong to any religious group.

7. Pregnancy and maternity

Number of births in MELDAP in 2011: 2105
(East Lothian: 1126; Midlothian: 979)

(Source: National Records Office factsheets:
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/midlothian-factsheet.pdf
http://www.gro-scotland.gov.uk/files2/stats/council-area-data-sheets/east-lothian-factsheet. pdf)

The Scottish Drugs Misuse database includes information on the number of
maternities recording drug misuse by local authority (data are not presented
by ADP), as well as neo-natal discharges recording drug misuse. These are
indicated in Table 18 below:

Table 18: Maternities and Neo-Natal discharges recording Drug Misuse
by Local Authority (three year aggregate 2007/08 — 2009/10)
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Number of Rate per 1000 Number of | Rate per
maternities maternities neo-natal | 1000 live
recording drug discharges | births
misuse recording
(three-year drug
aggregate) misuse
(live
births)
(three year
aggregate)
Scotland 2044 11.9 1025 5.9
Edinburgh City | 336 21.1

West Lothian 87 13.4 33 5.0

Source: ISD (2012b) Drug Misuse Statistics Scotland 2011

http://www.isdscotland.org/Health-Topics/Drugs-and-Alcohol-Misuse/Publications/2012-02-28/2012-02-28-
dmss2011-report.pdf)

Note:
* Numbers supressed to protect confidentiality
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SECTION 4.1: GENDER AND
SUBSTANCE MISUSE

Some facts and figures

The prevalence and impacts of both alcohol and problem drug use are
gendered: that is the extent and nature of substance misuse is different
between men and women, as is the extent and type of harms they
experience.

In relation to drugs misuse, for example:

The Scottish Crime and Justice Survey found that over the period 2010-
2011 found that a higher proportion of men than women reported using
one or more illicit drugs in the previous 12-months: 9.5% compared with
3.9%. (National Statistics, 2012)

Of the men aged 16 years and over reporting illicit drug use in the past
year, 3.9% had used a Class A drug, 8.3% a class B drug and 1.7% a
class C drug. The equivalent figures for women were 1.3%, 3.4% and
0.9% (National Statistics, 2012)

Estimates of prevalence of drug misuse in Scotland (2009/10) suggest that
women comprise under 30% of the total numbers of people misusing
drugs (ISD, 2011)

Data for 2011/2012 indicate that of the 11,363 new individuals assessed
for drug treatment, 71% were men (ISD, 2013)

Men comprised nearly three-quarters of all drug-related deaths in 2011
(National Records Scotland, 2012)

A number of studies have also indicated the different problems and needs that
women and men present when obtaining treatment. These include:

The experience of current and/or past abuse (physical, sexual,
psychological, emotional) among women with problematic drug use. An
American study, for example, found that adolescent girls entering
substance misuse treatment services were more likely than boys to have
experience of “victimization incidents” (Titus et al, 2000).

A literature review examining evidence of suicide risk among young female
substance misusers found that they may be at greater risk compared with
young men, and that assumptions that female gender was a protective
factor may have been overestimated (Webb, 2009)

Another study based on a randomised control trial, found gender
differences in the difficulties being experienced by chronic high risk crack
misusers. Many of the women were involved in street prostitution and
were felt to be vulnerable to further deterioration in their health and well-
being. In particular, compared to the men entering treatment, women had:
poorer physical health, had higher rates of physical and sexual abuse and
experienced more anxiety symptoms (Bongers, et al, 2005).
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e A study of treatment outcomes among men and women attending a
prison-based therapeutic communities for substance misuse in California
found that women were at a substantial disadvantage compared with men
in terms of their employment histories, substance abuse, psychological
functioning and sexual and physical abuse prior to incarceration (Messina
et al, 2006).

In relation to alcohol, available data underline the different patterns of alcohol
consumption and alcohol-related harms between men and women.

e In general, men drink more and more often than women. Estimates of
usual weekly consumption in a typical week suggest that in 2009 over one-
guarter (27%) of all men drank in excess of the recommended limit of 21
units per week and just under one-fifth (19%) of women drank over the
recommended 14 units per week. On average, men drank 17.5 units of
alcohol per week, and women drank 7.8 units. (ISD, 2011b)

Men and women drink different types of alcoholic beverage:

e Based on estimated mean weekly units of alcohol consumed, data for
2009 suggest that for men the majority of units consumed were accounted
for by normal strength beer (8.7 units), wine (5 units) and spirits (3.8 units)
and for women wine (4.2 units) and spirits (2.3 units) (ISD, 2011b).

And they drink in different environments: women are more likely to drink in
private rather than in public spaces (WHO, 2005). A qualitative study of
influences and attitudes towards drinking in Scotland found that:

e Social drinking in domestic situations was particularly common among
women especially in middle-age, and mirrored male social drinking in pub
settings

e Women chose to consume alcohol in home settings for a range of reasons
in addition to cost, including childcare and other domestic responsibilities,
safety considerations, and in some cases a reluctance to mix with men or
to be in public places

e Drinking in pubs was also common in most groups, but especially in
deprived areas, where male drinking predominated.

(MacAskill et al, 2008)

Women and men are also affected differently by health and social alcohol
related harms.

Based on 2011/2012 data, indicators of the gendered pattern of health-related
harms include:

o Of the 26091 patients discharged from a general hospital with an alcohol-
related diagnosis 70% were male
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Approximately three-quarters of discharges from general hospitals for
alcohol-related mental and behavioural disorders were males

Just under 70% of discharges for alcoholic liver disease were males

54% of discharges from general acute hospitals for the toxic effect of
alcohol were females

Of the 4052 discharges from a psychiatric hospital with an alcohol related
diagnosis 67% were males.

(ISD, 2012a)

In 2009, alcohol was an ‘underlying cause’ of 837 deaths for men and 445
deaths for women

The male standardised mortality rate for alcohol related deaths was more
than twice that for women (30.2 per 100,000 population compared to 14.4
per 100,000 population respectively)

(ISD, 2012a)

Although consuming less alcohol than men it has been suggested that the
number of women drinking at harmful levels has significantly increased over
time to the extent that alcohol-related mortality among Scottish women is now
higher that that of English men (McAuley, 2009).

In addition data suggest that:

Over a third of older people who misuse alcohol developed the habit after
the age of sixty. Out of the 1095 alcohol related deaths in the 60+ age
group in Scotland in 2005, 315 were women. This is set to rise given the
increase in alcohol consumption for women in younger age groups (GINA
factsheet)

There is an increased risk of breast cancer among women regularly
drinking as little as seven units per week (Government, 2008b)

Excessive alcohol consumption during pregnancy increases the risk of
adverse health affects on both mother and baby, in particular Foetal
Alcohol Syndrome (FAS) and other Foetal Alcohol Spectrum Disorders
(FASD). However, there are difficulties accurately estimating the incidence
and prevalence of FASD (McAuley, 2009).

The distribution of the social harms associated with alcohol misuse including
offending, road traffic accidents and assaults is also gendered including the
distribution of those who perpetrate these harms and those who are affected:
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e Personal violence is more common among men, especially among
intoxicated men. Among 16 - 24 year olds, for example, assault comprises
one of the top three causes of alcohol attributable deaths (the other two
comprising road traffic accidents and intentional harm) (ISD, 2009)

e Women can also be the target of alcohol-related aggressive behaviours by
men, including domestic violence: 62% of domestic abuse cases involved
alcohol in 2003 (Scottish Government 2008b). The international
GENACIS study, also underlines the consistent connections found
between heavier alcohol use and risk of domestic violence (Wilsnack,
2012).

e Research has suggested that women with alcohol problems are more
likely than other women to be in a violent relationship including being
forced to having sex against their will.

e Adolescent girls as well as adult women who are intoxicated are more
vulnerable to sexual abuse

e 65,000 Scottish children are estimated to live with a parent whose drinking
is problematic, and one quarter of children on the Child Protection Register
are estimated to be there due to parental alcohol or drug misuse (Scottish
Government, 2008b).

Given the gender differentials, in patterns of alcohol misuse and in terms of its
personal, family and community effects, a report by WHO argues that
"Policies must... consider how alcohol use and abuse affects men and
women differently” (WHO 2005).

Because of the gendered nature of both the pattern and impacts of alcohol
and drug misuse the remainder of this section of the resource document is
split into the following sections:

Women and substance misuse

Women and drug misuse

Women and alcohol misuse

Pregnancy and maternity and substance misuse
Implications for substance misuse services

Men and substance misuse
Men and drug misuse
Men and alcohol misuse
Implications for substance misuse services
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Women and substance misuse
Women and drug misuse

Preparatory to International Women's Day in March 2009 EMCDDA published
a collection of narratives from women facing drug-related problems in Europe.
Drawing from research studies, government reports and other 'grey literature'
the report's compilers feel that the quotations and testimonies illustrate one
over-arching theme: "the struggle that female drug users face in fulfilling their
social roles and the need for holistic interventions for female drug users”
(EMCDDA, Fact sheet, 2009).

Particular issues identified are the:

e Confusion and desperation that mothers experience when their own
children develop drug problems

e Deprivation and abuse that characterizes the lives of many women who go
on to develop drug problems

¢ Difficulties faced by drug-using women who are attempting to fulfill societal
roles as mothers and provide the sort of childcare they and ‘society’ wish
for children

e The plight of women drug users in prison — who are among the most
vulnerable of all women

e Stigma, policies and practices that make it generally difficult for women to
access treatment.

These issues, particularly the relationship between experiences of abuse and
the onset, or worsening of drug problems, the vulnerability of women drug
users who enter the criminal justice system, and the barriers to accessing
appropriate treatment, are reflected across the literature. For example:

e Studies suggest that the extent of childhood physical and sexual abuse is
higher among women who misuse drugs than men, and that women can
subsequently be caught up in a cycle of 'victimization' One literature
review, for example, found that women may turn to substance use as a
way of coping with the psychological consequences of abuse. Once they
begin to abuse substances they are at further risk of domestic violence
and sexual assault, which may lead to continued misuse and dependence
on substances (Gutierres and Van Puymbroeck, 2006)

e One study of people accessing drug treatment services in Scotland found
that nearly two thirds (62%) of female drug users reported having been
physically abused and over a third (36%) reported having been sexually
abused. The comparable figures among male drug users were 22% and
7% for physical and sexual abuse respectively (McKeganey, Neale and
Robertson, 2005)
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e It has also been found that in addition to experiencing violence from sexual
partners, women drug users provide sex in exchange for housing,
sustenance and protection and practice unsafe sex, putting them at risk of
sexual transmitted infections, including HIV (Pinkham and Malinowska-
Sempruch, 2008)

e In an American study young low income women who used Ecstasy were
found to have higher levels of stress than non-users. The stress levels
were correlated with drug use and participation in risk sexual behaviours
(Wu et al, 2011)

e The ‘vicious circle’ linking experience of abuse and substance misuse is
also illustrated in a study in South London exploring sex work, substance
misuse and service provision Mosedale et al (2009). Based on interviews
with 12 women who were or had been engaged in sex work and were or
had been drug users, the study found that most had come from abusive
backgrounds including early family lives involving abuse, violence,
insecurity, mental health problems and substance misuse, as well as
experience of violence and abusive partners. Most of the women used
crack cocaine, and for some this was the reason why the engaged in sex
work — to support their own, and sometimes also their partner’s habit.
Several women also spoke of needing to take drugs to be able to work on
the street.

e A conference report produced by Scottish Women’s Aid, also highlights
the links between domestic violence and drug misuse (SWA, 2005). This
notes that women who misuse drug were more likely to experience
domestic abuse: and that women who experienced abuse were more
likely to become dependent on drugs; and that both alcohol and drugs
were used as coping mechanism. In addition to ‘boredom’ and
‘depression’, women interviewed as part of the development work for the
conference, also included among the factors that got them into, or
increased their substance misuse: to help them get through the day, to
numb the abuse, or because they were coerced or forced to by their
partner.

e Studies have also found an association between substance abuse,
victimization and women offending and re-offending (Taylor, 2008). Those
women who misuse drugs and enter the criminal justice system have also
been found to have a different and more severe drug abuse profile than
men, to experience more associated problem behaviours, but also to make
less use of drug treatment. A study in Birmingham of people in police
custody seen by Drug Arrest Referral workers for example found higher
levels of overall risk'* and higher drug spend among the female offenders
who used drugs, but lower levels of treatment engagement than males
(Best et al, 2008; Holloway and Bennett, 2007)

“ Risk was assessed in terms of 'drug spend', current offending and arrest history and three
warning categories of lack of drug treatment engagement, history of violence and/or of
weapons in the last 12 months.
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e The unstable lifestyles women who misuse drugs may also experience
may result in homelessness or problems with housing (Mosedale et al,
2009)

e Some women may experience multiple disadvantages. A small study of
illicit drug use among Bangladeshi women in East London found that
Bengali female drug users constituted a hidden population that engaged in
high-risk behaviours, especially unsafe sex. Cultural constructs relating to
'izzat', honour and gender role expectations resulted in women feeling the
need to conceal their drug problems or risk stigmatization. The need for
concealment presents barriers to treatment. When they did access
services this often involved a coercive element either from their family or
social services (Cottew and Oyefeso, 2005).

Women and alcohol misuse

Because of women's lower absorption of alcohol, which becomes lower still as
women become older, the same amount of alcohol as that drunk by a man will
make a woman more likely to become drunk, more quickly and to potentially
experience harm. But, in looking at the impacts and effects of women's
alcohol misuse it is important not to perpetuate the stigma and discrimination,
or 'double standard' that women experience more than men in relation to
alcohol consumption. It is also important not to 'blame the victim' where
women who have alcohol problems are subject to sexual abuse or violence by
men, including by intimate partners.

Clearly the factors influencing alcohol misuse among women are multiple and
variable. Young women, for example, describe the 'push factors' such as the
pleasure and sense of empowerment that drinking is felt to bring (HEBS,
2000). Others have expressed it in terms of gender equality - of 'drinking like
a guy', but also to emphasis their (hetero) sexuality (Young et al, 2005).
Young women may also feel under pressure to drink more heavily to make an
impression on their male peers (Young et al, 2005).

Among older women factors such as the effects of retirement, bereavement,
widowhood, children leaving home and social isolation have been suggested
as influential on alcohol misuse (GINA fact sheet).

In addition to the impact of social and cultural pressures and the impact of life
transitions, research has demonstrated an association between childhood
abuse and the development of alcohol problems in women (HEBS, 2000). In
studies on women who misuse substances, rates of childhood abuse can
range from 47% to 90% (HEBS, 2000). Childhood abuse is also implicated in
dual diagnosis of psychiatric disorders and substance misuse.

There is a consistent association between heavier alcohol use and the risk of
domestic violence or abuse (see for example, Wilsnack, 2012; SWA, 2005).
The association is, however, far from straightforward and has a number of
dimensions. These include whether the victim and/or the perpetrator are
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misusing substances and/or whether drugs and/or alcohol are implicated in
the abuse itself (Humphreys et al, 2005). Alcohol misuse by victims of
domestic abuse may be a response to the abuse or a personal survival or
coping strategy, and therefore a consequence rather than a cause (Davison,
2007). Substance abuse, however, may increase the risk of being abused.
Women who misuse substances are more likely to have partners who also
misuse substances, which may increase their risks of being abused.

Although significant proportions of perpetrators of domestic violence also
have substance misuse issues the causal relationship between the
disinhibiting effects of alcohol or drug misuse and domestic violence have not
been substantiated (Humphreys et al, 2005).

Pregnancy and maternity

The Equality Act 2010 protects women from discrimination because of their
maternity or pregnancy in the provision of services, exercise of public
functions and associations. This includes in relation to breastfeeding a baby
up to the age of 26 weeks (in relation to breastfeeding a child over this age
the issue may be one of sex discrimination). There is a wealth of studies
examining effective clinical interventions for treating substance misuse in
pregnancy or in the post-natal period, such as those undertaken under the
auspices of the Cochrane collaboration (see for example, Cassidy and Giglia,
2012, Lui et al, 2008, Minozzi et al, 2011 and Terplan and Lui, 2007). The
focus here, however, is on considering the social factors, including unequal
power relationships that may impact on equality of access to appropriate
treatment and equality of outcomes for pregnant and post-natal women who
are affected by substance misuse issues.

The quotations from women who misuse drugs reproduced in the EMCDDA
study referred to earlier illustrate the particular problems experienced by
women who become pregnant and have childcare responsibilities (EMCDDA
Fact sheet, 2009). Accounts given by pregnant drug users, including those of
women in Glasgow, suggest that partners could become abusive or violent
when the women continued using drugs during pregnancy, that drug dealers
could sometimes refuse to sell to women who were visibly pregnant and that
partners, family and friends could put pressure on them to obtain an abortion
(Pinkham and Malinowska-Sempruch, 2008). Pinkham and Malinowska-
Sempruch also found that the stigma experienced by pregnant drug users can
force the women into riskier practices, including injecting alone or getting
someone else to obtain their drugs, attempting to conceal their pregnancy or
engaging in high risk forms of sex work. Women can also experience
difficulties in obtaining appropriate drug treatment and support throughout the
pregnancy or in the post-natal period or of being able to access resources to
enable them to stay with their children while undergoing detoxification or
rehabilitation.

A small study of women who have been or are sex worker and who have or
are currently using drugs, also found that several of the women had not
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received ante-natal care, and that their substance misuse was only
recognized once their babies started withdrawing (Mosedale et al, 2009).
These women also suggested that others may be reluctant to attend clinics
because of concerns about being judged or of having the baby removed.

The potential impact of alcohol on foetal health has meant that one gender
differentiated area that has received a fair amount of attention is women's
consumption of alcohol while pregnant. In Scotland, alcohol consumption
during pregnancy is common, with studies reporting between 25% and 50% of
women drinking whilst pregnant. Despite this, the levels of consumption
appear to be low, although this may be influenced by under-reporting -
particularly given the stigma associated with drinking while pregnant
(McAulay, 2009).

Implications of women’s substance misuse for service delivery

The evidence suggests that across both alcohol and drugs misuse suggest
that, although smaller in number, women who misuse substances have a very
different, and very complex profile of risks and needs from male substance
misusers. Two core issues in particular stand out with implications for the
design and delivery of services:

e Women’s experience of abuse in the past and currently as a factor
impacting on their own substance misuse. Women may also be impacted
by others’ substance misuse, whether parental substance misuse
experienced in childhood and/or partner abuse as an adult;

e Women'’s continued role as principal carer for children may impact both on
their reluctance to seek help particularly if they are concerned their
children will be removed from them.

Yet services tend to be designed around the numerically larger group of male
substance misusers (EMCDDA, 2009; Galvani and Humphries, 2007). In
terms of equity of access and outcome this has a number of implications for
the design and delivery of services.

Factors relevant to service design and delivery for women who misuse drugs

"Whilst most drug services are designed with male drug users in mind
— as they are the predominant client group — it is widely accepted that
drug policy and programme effectiveness is enhanced when sex
differences are acknowledged and the different needs of women and
men are addressed (Hankins, 2008; Becker and Duffy, 2002). Gender
responsiveness is anchored in principles that include the views of drug
users themselves." (EMCDDA, 2009)
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It has been suggested that gender-related factors not only increase women
drug users vulnerability, but also limit their access to harm reduction, drug
treatment and sexual and reproductive health services.

A study commissioned by the National Treatment Agency to explore the
impact of violence and abuse on engagement and retention rates for
substance use treatment suggest (Galvani and Humphries, 2007) indicates
the range of barriers that women may experience to accessing and remaining
in treatment is. A review of the literature and interviews with service providers
suggest the following barriers women face to accessing treatment include:

e Perceived stigma

e Lack of resources to address the dual issues of domestic abuse and
substance misuse

e Poor experiences of previous treatment seeking

The perpetrator of the abuse denying access to treatment, or fear that the

abuser will find out

Fear of children being removed

Concerns about child care

Lack of refuge access for women using substances

Time delays in receiving services

For women in treatment the barriers to completion include:

e Women facing a ‘push-pull’ of wanting to attend treatment but being
pressurised not to by the perpetrator of abuse

e Increased risk of abuse if they do attend

e The enormity for women of trying to cope with both the domestic abuse
and substance abuse

e The practical barriers of a male oriented service

(Galvani and Humphries, 2007)

While there is little information on relapse rates among women using
substances and who are experiencing domestic abuse, Galvani and
Humphries (2007) suggest that if the women use substances to cope with the
abuse, then if they return to the abusive partner this is likely to precipitate
relapse.

In addition to these barriers, women interviewed prior to the SWA conference,
also described how the rules and eligibility criteria for services could act as
barriers to accessing drug treatment services, as well as their own lack of
knowledge about either drug treatment or domestic abuse services (SWA,
2005).

A common theme across studies is the lack of co-ordination/linkage between
domestic abuse and substance misuse services (Galvani and Humpbhries,
2007; SWA, 2005; Wilsnack, 2012). But, in addition to better co-ordination
between harm reduction, drug treatment, rape crisis, women's refuges and
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violence prevention services there is a need for:

e Substance misuse providers to consider the dynamics of the link between
substance misuse and domestic abuse; and

e For domestic abuse services to consider how factors around substance
misuse make it difficult for women to address partner domestic abuse
(SWA, 2005)

Other factors identified across studies as having the potential to improve
women's access to services include:

e Policies that encourage women to seek drug treatment and harm reduction
rather than punishing or stigmatizing them for drug use during pregnancy
or motherhood

¢ Non-judgemental attitudes on the part of specialist and mainstream
service providers such as specialist health visitors providing postnatal
support to women (Smith and Gibb, 2007)

e Creating a woman friendly environment
e Gender-sensitive drug treatment

e Incorporation of sexual and reproductive health and other women's
services into harm reduction programmes

e Flexible, low-threshold services that are more convenient for women with
children.

EMCDDA (2009) and Pinkham and Malinowska-Sempruch, (2008) suggest
that the involvement of women drug-users in the design, planning,
implementation and evaluation of gender-sensitive drug treatment services
not only supports the empowerment of the women, but also helps to improve
service effectiveness and efficiency. In an Australian survey, for example,
women were less likely to drop out of drug treatment programmes that were
flexible, had few rules and offered individualized care (Swift, Copeland and
Hall (1995), cited in Pinkham and Malinowska-Sempruch, 2008).

Factors relevant to service design and delivery for women who misuse drugs

There are 'internal and external’ factors discouraging women's access to
treatment for alcohol problems (Thom, 1986, in HEBS, 2000). Internal factors
include shame, powerlessness, helplessness and fear of losing children. The
external factors relate to health professionals' lack of awareness of alcohol as
an issue for women. In addition there are fewer treatment options, particularly
delivery options that take into account women's caring responsibilities. These
barriers have implications for health prevention/promotion initiatives, early
identification and brief interventions as well as the design and delivery of
specialist alcohol services.

PART 4.1 GENDER 71





According to the WHO (2005), for alcohol prevention strategies to be effective
priority should be given to:

e Developing gender-specific messages
¢ Involving women in the development of prevention programmes
e Incorporating prevention initiatives in services targeted at women.

In addition WHO suggests the need for capacity building among service
providers to identify alcohol misuse and other related problems such as
intimate partner violence (WHO, 2005). Based on consistent evidence from
across a number of different countries, Wilsnack (2012) suggests that
domestic abuse is likely to be a treatment issue for many women who misuse
alcohol. As has been found in relation to drug treatment services, services for
domestic abuse and for addressing alcohol abuse are seldom integrated or
co-ordinated. As suggested in relation to drug misuse — treatment
programmes aimed at domestic abuse also need to take into account the
pervasive role of alcohol (Wilsnack, 2012)

In relation to treatment and rehabilitation services, WHO suggests that:
e Treatment programmes should be gender-specific

e Health workers should be equipped with skills to detect alcohol related
problems among women who have contact with the health care system

e Constructive and non-judgmental programmes to improve health-seeking
behaviour especially among women (WHO 2005).

The HEBS report suggests, that rather than the more restrictive ‘gender-
specific' services, which can also homogenize women's experiences, 'gender
sensitive' services may be more appropriate "This would help ensure that
existing services become more responsive to the needs of both female and
male clients" (HEBS, 2000). As an illustration, the report describes a Health
Visitor service which targeted alcohol screening and brief intervention at
women aged 18 - 45 years (HEBS, 2000).

Moving toward good practice

There are a number of good practice guidelines to support service and
practitioners working with women who misuse substances and may be
experiencing domestic abuse. These have been developed by organisations
in England. Issues relating to the legal, policy and service context may
therefore need to be adapted to the Scottish context. Links to the guidance
are provided in Box 1. The Stella Project toolkit includes guidance for both
domestic violence sectors and substance misuse.
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Box 1 Good practice guidance on substance misuse and domestic
violence

Principles of Good Practice for working with women who misuse substances:
Guidance for local domestic violence services

Women’s Aid UK
http://www.womensaid.org.uk/page.asp?section=00010001001000040002000
20003

Good practice guidelines for working with survivors and/or perpetrators of
domestic violence who also use Drugs

Nottinghamshire County Council and Nottinghamshire Drug and Alcohol
Action Team
http://www.avaproject.org.uk/media/25317/nottinghamshires%20good%20pra
ctice%20quidelines.pdf

Domestic drugs and alcohol: good practice guidance (‘Stella Project Toolkit’)
Stella Project (2007, 2™ edition)
http://www.avaproject.org.uk/our-resources/good-practice-guidance--
toolkits/stella-project-toolkit-%282007%29.aspx

Similarly a recent Drugscope briefing report includes examples of different
projects primarily in the London area, including a Men and Masculinities
project aimed at heterosexual male perpetrators of domestic violence who
have complex drug and alcohol problems, a LGBT Domestic Abuse
partnership and services for children affected by domestic abuse and
substance misuse. The briefing also summarises the Stella Project good
practice guidelines (Drugscope, 2013,
http://www.drugscope.org.uk/Resources/Drugscope/Documents/PDFE/Policy/D

VReport.pdf).

West Lothian alcohol and drug service has developed a screening process for
violence against women. A case study describing how the tool has been used
can be found in the Scottish Ministerial Advisory Committee Quality Alcohol
Treatment and Support report (Scottish Government, 2011a).

NHS Greater Glasgow and Clyde Inequalities Sensitive Practice Initiative:
Maternity Services and Addiction Services

The Greater Glasgow and Clyde Inequalities Sensitive Practice Initiative
(ISPI) ran from 2006 — 2009. Funded as part of the (then) Scottish Executive
Multiple and Complex Needs Initiative, the aim was to explore how
practitioners could support clients to describe sensitive and difficult issues
such as prostitution and domestic violence to respond effectively to these
issues. In Glasgow there was a particular focus was on poverty and gender.
‘Inequalities Sensitive Practice’ itself was not formally defined.
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Four practice settings within the health board were selected to support the
delivery of ISPI:

Maternity services (see Box 2)

Integrated children’s services

Addictions Services (Box 3)

Primary care mental health services.

Box 2 NHS Greater Glasgow and Clyde Inequalities Sensitive Practice
Initiative — Maternity Services

Building on work already established as part of the Women’s Reproductive
Health Service to address the needs of women and families with complex and
multiple needs ISPI aimed to provide support for the development of:

A whole system response to the care of women and their families who have
complex and multiple needs

A life course perspective:

In recognition that the effects of disadvantage, particularly in relation to
poverty and gender based violence and abuse can impact across a person’s
life course

Organisational learning:

Informed by a recognition that systematic multi-agency intervention can
reduce the risks and secure best outcomes for the future health and well-
being of the mother and the baby a multi agency Maternity Working Group
was set up.

Membership included representatives of mainstream and specialist midwifery,
obstetrics, addictions, social work, child protection and gender-based violence
support unit, children and families, health services equalities and learning and
development. The role of the working group was to identify and provide
support for effective interventions.

The Working Group completed a series of eight pregnancy pathways to form
the basis for a learning and development programme and to roll out training.
Two of these pathways addressed the needs of women who misuse drugs or
alcohol (Inequalities Sensitive Practice Initiative Maternity Pathways: women
who misuse drugs; Inequalities Sensitive Practice Initiative Maternity
Pathways: women with problematic alcohol use)

A user survey of women who had experience of the service was developed to
provide a baseline and inform future service design.

The process evaluation of the programme indicated the achievements (and
barriers) to building in Inequalities Sensitive Practice, particularly in terms of
staff development and organisational change. Outcomes for service users
were not assessed as part of the study.

Sources:

PART 4.1 GENDER 74






NHS Greater Glasgow and Clyde (c 2009) Inequalities Sensitive Practice
Initiative: Final Report - Maternity Services

Avanté/NHS NHS Greater Glasgow and Clyde (2009) Inequalities Sensitive
Practice Initiative: Evaluation Report
www.equality.scot.nhs.uk.

Box 3 NHS Greater Glasgow and Clyde Inequalities Sensitive Practice
Initiative —Addictions Services

Building on the work already being undertaken by the Community Addiction
Teams (CATSs), including the development of a Gender and Addictions pilot,
the aim of ISPI was to:

Develop and influence support and planning structures through the
setting up of a Task Group comprising representatives from each of the 11
CATS

Shape practice with a view to embedding an inequalities sensitive focus at
the point of service delivery within the addictions setting. This activity
included:

Piloting routine inquiry for women involved in prostitution

Information and training workshops on income maximisation and gender
issues for addiction staff

Developing and piloting case studies with local CAT teams: creating a model
care pathway for women involved in prostitution

Supporting the distribution and utilisation of a gender toolkit

Setting up sub-groups within individual CATs to support reflective learning

Achievements included practitioners feeling they were bringing an inequalities
focus to their work, including greater gender sensitivity (toward both male and
female clients) and that they were adopting a more holistic approach.

The programme was also felt to have brought strategic level policy and
planning and operational level practice closer together.

The high workload of the team and also the disordered nature of addiction
could, however, result in a more reactive approach. ‘Wrap around care’ may
also be compromised if not all stakeholders held the same understanding or
ethos regarding inequalities sensitive practice.

As will maternity services there are no evaluative data indicating impact or
outcomes on service users.

Sources:
NHS Greater Glasgow and Clyde (c 2009) Inequalities Sensitive Practice
Initiative: Final Report — Community Addictions Services
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Avanté/NHS Greater Glasgow and Clyde (2009) Inequalities Sensitive
Practice Initiative: Evaluation Report
www.equality.scot.nhs.uk.

Meeting the needs of sex workers and people who use crack cocaine

Drugs Action provides a dedicated service for women involved in prostitution
in Aberdeen and Aberdeenshire (Box 4), many of whom may also have
alcohol or drug misuse problems. An evaluation of the service is due for
publication in the Drugs Action annual report during Summer 2013.

Box 4 Quay Services — Services for women involved in prostitution

Quay Services provides dedicated services to women involved in prostitution
in Aberdeen and Aberdeenshire and is part of the range of Drugs Action
services, providing support to women involved in prostitution for over fifteen
years.

The aim of Quay Services is to reduce the immediate harms associated with
prostitution and to provide support to help women make positive changes in
their life.

Quay Services works with women who work ‘on the street’ and ‘indoors’
(escorts/’lap dancing clubs’ etc).

Quay Services offers a regular outreach service, a night-time drop-in
service and individual counselling to women involved in both indoor and
street prostitution regardless of ethnicity, sexuality, age, drug or alcohol use,
religious or cultural background.

This service provides needle exchange, condoms, panic alarms, pregnancy
testing kits, a Dodgy Punters Scheme and a safe space to discuss issues of
concern. In addition, practical support and advocacy can be provided to
ensure women have better access to other services such as primary care,
prescribing, sexual health, mental health and a range of social services.

More information about Quay Services can be found at
www.quayservices.co.uk

For more information on Drugs Action contact: Simon Pringle, Direct Access
Services Manager on 01224 577120 or simon@drugsaction.co.uk

The small study of female sex workers by Mosedale et al (2009) found that
the majority of the women used crack cocaine. Although not a gendered
analysis, an evaluation of a Crack Treatment Delivery Model (CTDM)
implemented in 11 cities in England indicates the outcomes for both men and
women (Arnull et al, 2007) (Box 5).
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Box 5: A Crack Treatment Delivery Model (CTDM)

The CTDM sought to disseminate ‘best practice’ in engagement, retention and
treatment of crack users. The intervention consisted of a package
comprising:

Training for staff and manager

Manual of practice materials

Guidance about service specifications and other frameworks for service
delivery

Two-days consultancy support

The evaluation, which ran from June 2003 — January 2005, included
interviews with 119 service users, of whom 68 patrticipated in a follow up
interview at four months. These interviews found:

For both male and female users the intervention resulted in a statistically
significant decline in the number of days crack and cocaine had been taken
and in heroin use

The wider perceived health-related gains were greater for men than women

For women, in particular (and also people from BME communities), their
perceived appropriateness of the services affected their decision to attend.
Also important was how they were subsequently welcomed into the service.

Childcare and social services’ concerns also provided an impetus for seeking
treatment.

The importance of accessing women-only services, pregnancy services and
specialist sex work services in keeping women engaged in and services kept
them in treatment.

People who felt themselves ‘different’ from those they perceived to be
mainstream users of drug agencies noticed services that offered them
something that made them feel comfortable, where practice was flexible or
where they felt they could identify with the service. This was especially
relevant for women (as well as those from BME communities) and sex
workers.

Nonetheless, at follow-up, two thirds of the women were engaged in sex work,
something that the women themselves attributed to crack. The researchers
suggest this has implications for treatment and harm minimisation

Source:

Arnull, E. et al (2007), An evaluation of the Crack Treatment Delivery Model,
National Treatment Agency

http://www.nta.nhs.uk/uploads/nta_an_evaluation of the crack treatment de
livery _model.pdf

PART 4.1 GENDER 77




http://www.nta.nhs.uk/uploads/nta_an_evaluation_of_the_crack_treatment_delivery_model.pdf

http://www.nta.nhs.uk/uploads/nta_an_evaluation_of_the_crack_treatment_delivery_model.pdf



Men and substance misuse
Men and drug misuse

As the section on women suggests, in some respects men are the default
population in terms of drug misuse: more men than women engage in drug
misuse use and, as a result, comprise a higher proportion of those who die
from drug-related causes and are the greatest users of drug-treatment
services.

Perhaps because of this default position there is less analysis of gender
specific impacts on patterns of male drug misuse, such as gender role
assumptions around 'masculinity’, or the implications of male gender for
service design or delivery. One study was, however, identified, which
describes the outcomes of a regular recreational football programme for men
recovering from drug misuse (Dunn et al, 2011). Focusing on the biological,
psychological and social impacts the study found that participants increased
their overall fitness and psychological well-being. Participants also felt it
provided structure to their otherwise chaotic lives. Through ‘social bonding’
the programme was also felt to help improve the men’s social capital.

Related to this there is also little consideration of the impact of, for example,
the parenting roles or other caring responsibilities of men who misuse drugs
on access to treatment services, or the pattern of (positive) social supports
men can draw upon. The absence of evidence though should not be taken to
mean that there is no issue - just that the question has not been asked.

Men and alcohol misuse

As the statistics indicate, men drink more and more frequently than women,
and at above 'safe’ levels. As a corollary, they are vulnerable to a range of
alcohol related health and social harms: including alcohol attributable mental
and behavioural disorders, alcoholic liver disease, oesophageal cancer and
cardiac arrhythmias. In addition men are vulnerable to injury as a result of
alcohol-attributable assaults (ISD, 2009c).

Although not a specifically gendered analysis, the qualitative study on
'Drinking in Scotland' by MacAskill et al (2008), draws attention to the different
environments in which men and women drink. For men, particularly in
deprived areas, the pub can perform an important social function. This also
emerges in a study of Irish men in London which draws attention both to the
economic role of the pub and alcohol for men in the construction industry, and
its function as a way of coping with isolation, homesickness and a hostile
environment. For this group of men alcohol could be a culturally sanctioned
coping strategy (Tilki, 2006).

Cultural influences on men's drinking are therefore different from those

affecting women's alcohol consumption. The impact on young men,
particularly of issues of masculinity, may also be a factor.
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Young men are more likely to binge drink than other groups, with implications
for negative outcomes, and increased risk of becoming adult binge drinkers.
A study in London found that the sample of young men surveyed had
ambivalent attitudes to drinking (De Visser and Smith, 2006). The study found
that the motives for drinking could also being seen (by the same people) as
motives against drinking. The only motives for not drinking that were not also
seen as reasons for drinking were violence, alcoholism and cost. The study
also revealed differences in motives between the young men: while among
some drinkers, drinking could be seen as part of identity and a way of
demonstrating masculinity, other young men, including people who drank,
rejected this association. The study suggests that in a “wet” culture in which
drinking is normative for young men, it may be difficult to be a non-drinker,
even for those who have a motive not to drink. The researchers suggest that
this ambivalence and the fact that negative motives could also be positive
motives for drinking has implications for the design of health prevention
programmes. They suggest that greater attention is paid to the three
"uncomplicated motives" for not drinking (violence, alcoholism and cost) (De
Visser and Smith, 2006).

Given the higher rates of alcohol misuse among men it is not surprising that
they comprise the highest proportion of alcohol treatment services. There is a
risk though, that this lends itself to 'homogenizing' men in the way that it was
suggested that ‘gender specific' services may under-estimate differences
among women. Men's potential role as carers, for example, may be
overlooked. While studies do not specifically address this it should not be
taken as evidence for reinforcing gender stereotypes.

Moving towards good practice

As noted, there is little material to draw on to demonstrate good practice in
relation to men and substance misuse that addresses specific issues of
gender/gender difference or masculinity.

There is also little on the role of men as ‘carers’ of people who engage in
substance misuse in the literature. Interviews and consultations undertaken
by ADFAM, however identify a number of the barriers preventing men (as
family members or carers of people with substance misuse problems) from
accessing family support. These barriers included:

e Family support services being seen as being primarily for women (and
children), having a ‘feminine’ atmosphere, and having an overly female
focus, including the assumption that the term ‘carer’ applied primarily to
women

e A lack of male staff and volunteers

e The culture and social norms and expectations of masculinity, which may
make it difficult for men to admit they are having problems and seek help
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e Men’s position in the current family structure may make it more difficult for
them to be able to access family support, if they are divorced, separated or
not currently present in the family

e Staff seeing men as responsible for women’s problems; or staff
discouraging men’s involvement because of concerns about antagonising
a female service user

e Family support staff being uncomfortable or intimidated by men because of
sexual/power dynamics, fears of unearthing domestic violence, child
abuse or dysfunctional relationships

e Services having little or no knowledge of what men need or how to help
them

(ADFAM, 2010)

To encourage the engagement of men in family support services ADFAM
recommend that family support services

1. Develop an understanding of the dynamics of providing services to meet
the needs of men (as family members of someone who misuses
substances) including:

a. Understanding what it is like to be a man affected by someone’s
substance misuse

b. Developing an understanding of masculinities and of assumptions
about men’s role within the family — men should be seen as an
integral part of the family

c. Family support services should help men acknowledge their role in
the lives of their children, including as positive role models

d. Services to develop an understanding of issues around domestic
violence and the implications for the safety of families

e. Understanding that men have a need to fix things and deny
emotions that are not masculine. That they may prefer knowledge
based rather than emotional support

2. Making services accessible by:

a. Recruiting male staff and volunteers
b. Staff and volunteers trained to be able to signpost men on to advice
on legal issues etc, which may be particularly pertinent for men

Consult with men on service development

Have flexible opening hours and e-resources

Hold workshops/seminars with ‘expert speakers’

Consider men-only groups if required

g. Be aware of premises are overtly feminine (e.g. décor)

3. Consider promotional information and publications

a. Including images of men in promotional material
b. In waiting areas have magazines appealing to men
(ADFAM, 2010)

~® a0
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SECTION 4.2: AGE AND SUBSTANCE
MISUSE

It is not possible to review all the data on risk factors, patterns of substance
misuse, or effective interventions across all age ranges. The following
presents some generalised data on the indicators of substance misuse across
the age range, but shines a spotlight on the particular experiences of ‘older
people’. This is a group who, although numerically smaller, may have their
needs overlooked either because of a lack of awareness of alcohol misuse
among this group, or because of the ‘double stigma’ of drug misuse and age.

Age and drug misuse

Among young people aged 13 and 15 years, the most recent Scottish Schools
Adolescent Lifestyle and Substance Abuse Survey (SALSUS) (IPSOS
MORI/ISD, 2011) indicates™>:

e 21% of 15 year olds and 5% of 13 year olds reported that they had ever
used drugs. The proportion of boys who had ever used drugs was higher
than for girls among both 15 and 13 year olds.

e 14% of boys aged 15 years reported using drugs in the past month,
compared with 9% of 15 year-old girls. Among 13 year a higher proportion
of boys than girls reported having taken drugs: 9% compared with 3%.
Cannabis was the most frequently reported drug taken.

e 42% of 15-year olds and 16% of 13-year olds reported that they had been
offered at least one drug. Again more boys than girls, in both age groups
reported having been offered drugs.

e Friends were the most commonly reported source of drugs.

A study, commissioned by NHS Health Scotland, summarises the personal,
social and environment factors influential on substance misuse (including drug
misuse) among adolescents in Scotland (Kirby et al, 2008).

Among people aged 16 years and over, the Scottish Crime and Justice
Survey (National Statistics, 2012) demonstrates the skewed pattern of drug
usage by age, with this being predominantly associated with younger people
(Table 1)

Table 1: Proportion of Scottish Crime and Justice survey respondents
reporting that they had ever taken illicit drugs, had taken illicit drugs in
the last year and in the last month, by age group

Taken any | All ages 16 — 24 24 — 44 45 - 59 60+
drug years years years
Ever 23.7 37.2 38.2 19.7 3.8

1% See also information provided in ADP area profiles
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In the last | 6.7 21.0 9.2 2.5 0.2
year
Inthe last | 3.5 9.8 51 1.4 0.1
month

Source: Adapted from National Statistics (2012) Scottish Crime and Justice
Survey 2010/2011: Drug Use
http://www.scotland.gov.uk/Publications/2012/03/2775/0

Over 20% of those aged 16 — 24 years had reported taken an illicit drug in the
previous year, compared with under 10% of those aged 24 — 44, and 2.5% of
those aged 45 — 59. Only 1.4% of those aged 45 — 59 years had taken drugs
in the past month compared with just under 20% of those aged 16 — 24 years.

What, however, trend data is beginning to suggest is that this is an ageing
population - a cohort effect, as the so-called 'Trainspotting Generation' of the
1980s become long-term heroin users. An overview of individuals receiving
an initial specialist assessment for drug treatment services, for example,
reveals that the age profile of people being assessed for their drug use care
needs has changed between 2006/07- 2011/12. In 2006/07, 51% of
individuals were aged 30 years and over. This had increased to 62% by
2011/12 (1SD, 2013). Among those aged 40 years and over, the numbers of
individuals receiving a specialist assessment for drug use care needs
increased from 15% to 22% over the same six-year period.

Data on all types of drug-related deaths also suggest an increase in the
average numbers of deaths in the period 1997/2001 compared with
2007/2011 for all aged groups aged 25 years and over compared with a
decrease among 25 years (National Records Scotland, 2012).

One study of older drug users (people aged 50 - 74 years) in the North-West
of England found that the average age of drug users in contact with treatment
services and agency based syringe programmes was rising: increasing over
the period 1998 - 2004/5 from 80 to 310 male drug users and 46 to 117
female (Beynon et al, 2007). The authors suggest that the assumption that
drug and alcohol use declines with age may be incorrect. Yet, despite the
ageing of the population, Beynon et al argue that drug policies still remain
young-person focused and that older people may face similar barriers to
accessing drug treatment services as people from black and minority ethnic
communities and women. In addition, drug use among older people may be
associated with poor physical health and longer hospital stays.

An American study describing a residential unit specifically for the treatment
of substance misuse among older adults found two distinct subgroups of
people: those who became dependent on drugs during adolescence, and
those who became dependent on drugs after the age of 45 years (Guida et al,
2004). The study describes setting up special groups, including trauma and
bereavement groups for the people who became dependent late in life, and
poly-substance misuse and relapse prevention for lifelong users.

As part of a European wide collaboration examining the future and current
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health and care needs of ‘senior drug users’, the Scottish Drug Forum
published a series of studies. In addition to a review of the literature review,
these studies explore the prevalence and experiences of ‘senior drug
dependents’ (including people aged 35 years and upwards) together with an
examination of the views of service providers (Shaw, 2009; Shaw and Smith,
2009; Brand, c2009). The studies informed the development of guidelines for
service response (SDF, 2010)
(http://www.sdf.org.uk/index.php/resources/reports-and-research/#7)

The issues raised in the course of the data collection with the senior drug
dependents and professionals working with older drug users included.

e The risk of double stigmatization, of being older and a drug misuser.
Professions for example suggested that older drug users were treated
judgmentally by primary and generic health care providers, who could
take the view that older drug users should have stopped taking drugs
years ago. Senior drug dependents too, described experiencing
stigma form medical professionals and also from chemists when
receiving their daily pick up. Senior drug users may also be at risk of
experiencing stigma in residential care homes; stigmatization may also
make employability harder for this group

e The stigma experienced by older drug users may compound existing
mental health problems and isolation;

e Women felt more acute shame, but were more likely to come forward
for help, particularly if they were mothers and this would allow them
access to their children

e Senior drug users may also be reluctant to reveal physical problems to
their GP for fear that it may be read as a ploy to obtain further drugs.

e The potential inappropriateness of specialist drug services designed
around the needs of young people. Community based rehabilitation, for
example could be activity-focused, which may not be so appropriate for
older drug misusers, leaving them feeling alienated and unable to fit in.

The interviews with senior drug dependents and with professionals working
with this group of people informed a series of ‘Guidelines for service
response’ for planners and commissioners of services (SDF, 2010). These
are summarized in box 1.

Box 1: Senior Drug Dependents: Guidelines for service response

Need for future planning

This is a group that is likely to grow in numbers. Specialist services need not
be set up for this group as their needs can be met by adapting existing non-
age specific services

The development of innovative treatment and psycho-social support
approaches might benefit this population as well as age-specific group work.

Social networks and isolation and mental health
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Age and alcohol misuse

Data from the most recent Scottish Schools Alcohol Lifestyle and Substance
Use Survey (SALSUS) (IPSOS MORI/ISD, 2011)*, found that:

e 44% percent of 13 year olds and 77% of 15 year olds have ever had an
alcoholic drink

e Over the period 2008 - 2010 there has been an increase in the proportion
of pupils reporting that they had a drink in the last week. The proportion of
13 year olds increased from 11% to 14% and, for 15 year olds from 31% to
34%

e Of those who had drunk alcohol 54% of 13-year olds and 76% of 15 year
olds reported having been drunk at least once

e The two most commonly reported drink-related effects were: 'vomiting’,
experienced by 21% of 13-year olds and 37% of 15-year olds; and having
an argument, reported by one-fifth of 13 year olds and 34% of 15-year
olds. More girls than boys in both age groups reported vomiting and
‘having an argument’. Boys were more likely to report fighting.

(IPSOS MORI/ISD 2011)

A literature review and secondary analysis of data from the Health Behaviour
of School-aged Children survey (HBSC) identified the different 'substance use
profiles’ for boys and girls (Kirby et al, 2008). Both boys and girls who drink
alcohol weekly reported:

Having friends who use substances

Not liking school

Poor school performance relative to their classmates
Skipping school

Feeling pressured by schoolwork

Lower educational aspirations

Living in a low socio-economic status neighbourhood.

Girls, though, were more likely to report poorer health and low life satisfaction.

Among the older age group of 16-24 year olds, data on alcohol consumption
suggests that:

e In 2009, 35% of men and 28% of women age 16 to 24 years reported
consuming ‘binge drinking’ on their heaviest drinking day in the last week
(more than 6 units for women and more than 8 units for men)

1® See also ADP profiles
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¢ Among women, those aged 16 to 24 years old were most likely to report
drinking more than the recommended weekly limits, with 29% in 2009
drinking more than 14 units a week. Among men, the proportion drinking
more than the weekly recommended limit was also highest in this age
group, with 33% drinking over 21 units a week. Nearly one-third of men
aged 45 — 54 years also drank over the recommended weekly limits.

(ISD, 2011b)

Analysis of the Scottish Health Survey data for each of the equality groups
reveals that among those aged 16 years and over, the prevalence of
hazardous and harmful drinking is greatest among 16 — 24 year olds (30%)
and dropped to between 23 — 26% between the ages of 24 — 64. It falls to
18% for 65 — 74 years among 65 — 74 years and 10% for those aged 75 and
over (Whybrow et al, 2012).

Data on alcohol attributable mortality and morbidity, suggest that among
young men aged 16-24 years:

e The three highest causes of alcohol attributable patient-specific discharges
were mental and behavioural disorders, assaults and fall injuries

e The three top causes of alcohol attributable deaths were road traffic
accidents, intentional self-harm and assault.

For women aged 16 - 24 years:

e The three highest causes of alcohol attributable patient-specific discharges
were mental and behavioural disorders, intentional self harm and epilepsy

e The three top causes of alcohol attributable deaths were intentional self-
harm, road traffic accidents and epilepsy.

(ISD, 2009)

Although consumption of alcohol is lower among older people and the
proportionate number of deaths attributable to alcohol also commensurately
lower, with the coming of (older) age of the 'baby boom' generation, that is
those born between 1945 - 1965, the numbers of older people (those aged
60+) who drink above the recommended levels is expected to increase
(Health Scotland, 2006). This will include both people who have had alcohol
problems for some time as well as ‘'late onset' drinkers. Alcohol abuse also
occurs more frequently among older men, including among frail elderly men.

Physiological changes mean that older people in general, and older women in
particular are more sensitive to the physical effects of alcohol. Negative
interactions between alcohol with other medications may also
disproportionately impact on older people.
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Data from 2003 indicate that among men aged 64 - 74 years, 8.0% of hospital
discharges were alcohol attributable, and for those aged 75 and over, the
figure was just over 6.2%. The equivalent figures for women were 5.0% and
just under 4% respectively (ISD, 2009b). The rate of admissions for alcohol-
related reasons is also increasing over time, as is the rate of alcohol-attributed
deaths (Health Scotland, 2006). Older 'at risk' drinkers may also engage in
other harmful health-related behaviours (Moore et al, 2001) and this may
contribute to self-neglect (Blondell, 1999). Factors influential on alcohol
consumption among older people include:

e The greater acceptability of drinking in public, with particular implications
for women

e Older people see alcohol as an enjoyable social activity and its effects
positive, but are less likely to have heard of alcohol units

e Older people are more likely to drink alone

e Stressful age related life events which may cause relapse for those with
established alcohol problems.

(Health Scotland, 2006)

For older women, isolation and 'lifestyle changes' may also be implicated
(GINA fact sheet).

The nature and extent of alcohol problems among older people, however, has
largely been 'hidden'. In part, because older people drink more often on their
own, but also because alcohol problems may be undiagnosed or
misdiagnosed, particularly among older women. A study commissioned by
the Gender Issues Network on Alcohol (GINA), examines the views of older
people (primarily women) and alcohol (Plant et al, 2009), and also began to
develop a training package for ‘non-vocational’ carers such as support
workers. The majority (80%) of female participants in the study drank alcohol,
mainly as part of social occasions, and predominantly at home or in
restaurants. Although most had seen some information or had some
knowledge about drinking and health, e.g. through newspapers, the qualitative
study revealed that participants had poor and inaccurate understanding of
alcohol units, and often under-estimated how many units were in a drink. They
also had limited understanding of the possible effects of alcohol on
medication. On the basis of their findings, the report proposes a series of
recommendations including:

¢ Development of alcohol information resources for older people,
including paying attention to print size and graphics. These should be
placed in areas relevant to older people

e Delivery of alcohol awareness sessions for older people

e Raised awareness among health professionals on the awareness of
discussing the possible effects of alcohol on medication

e Continued work on awareness training among Carers
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(Plant et al, 2009)

A report from the Royal College of Psychiatrists (RCP) (2011) Our Invisible
Addicts picks up on the largely hidden aspects of older people’s substance
misuse, including alcohol.

Targeted largely at healthcare professionals, the report draws attention to the
fact that although alcohol use declines with age, significant numbers still
consume to dangerous levels. The report also refers to the gendered nature
of age and substance misuse, such as the rates of intentional and
unintentional use of prescription or over the counter medications among
women, while older men are at greater risk of developing alcohol and
substance misuse problems than older women. Batrriers to identifying older
people with substance misuse disorder include the lack of awareness and
knowledge among healthcare professionals of the extent of these problems.

The report sets out recommendations for policy, public health and services
and for training, focusing on screening, assessment, treatment and service
delivery, arguing that “at the ethical level, developing, implementing and
promoting service delivery based on need, but targeted in an age appropriate
way through multi-agency partnership is the way forward” (RCP, 2011, p.10).

From a social work perspective practitioners attached to an older person's
team in Scotland interviewed about their experiences with older people who
misuse alcohol included among their suggestions for age-specific services:

e Providing longer term support in older people's own homes
e Using a specialised support worker

e Increased staff training on alcohol use among older people (Shaw and
Palattiyil, 2008).

A common theme across the studies is that ‘treatments’ for older people need
to be appropriate in terms of content in order to address life stage issues and
in terms of therapeutic style and pace (Epstein et al, 2007). One American
study, for example suggests that age-specific cognitive behavioural
approaches and 'less confrontational’ treatment approaches can help to
achieve positive outcomes for older people with alcohol related problems
(Cummings et al, 2008).

Working toward good practice in relation to older people and substance
misuse

The RCP report (RCP, 2011) notes that there are few examples within the
NHS of services aimed at meeting the needs of older people with substance
misuse problems. The report, does though describe two dual diagnosis
services based in London: The North Southwark Community Mental Health
Team for older people that provides assessment and treatment for older
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people. This includes a specialist service to meet the needs of older people
with mental health problems and alcohol misuse. The second service
similarly provides a service for older people with co-morbid mental health and
related problems within an older people’s psychiatric service.

An example of a support service described briefly in a Good Practice Equality
and Diversity guide produced by Bristol substance misuse team (Thomas,
2012), see box 2.
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SECTION 4.3: DISABILITY AND
SUBSTANCE MISUSE

Disability and drug misuse

The term 'disability’ covers a lot of different experiences and impairments,
across all ages, including, sensory impairments (visual, auditory,
speech/language); learning disabilities, mental health problems, as well as
physical disabilities and conditions such as cancer.

The Crime Survey for England and Wales does include some information on
self-declared drug misuse among people with a ‘long-standing illness or
disability’ (National Statistics, 2012). This suggests that for most of the drugs
listed the rates of self-declared usage tended to be lower among this group of
people than those without a long-standing illness or disability. However, in
relation to amphetamines and cannabis the rates are slightly higher: 1% of
the sample of people with a long-standing illness or disability declared taking
amphetamines and 7.5% reported taking cannabis. Among people with no
long-standing iliness or disability the proportions were 0.7% and 6.2%
respectively. Unfortunately equivalent data are not available from the Scottish
Crime and Justice survey, which does not include the category ‘long-standing
illness or disability’.

Again, however, it should not be assumed that because there is little or no
statistical information on the numbers of people with different disabilities who
misuse drugs (other than perhaps in relation to people with a ‘dual diagnosis'
of mental health problems and substance misuse), nor on the usage by
disabled people of drug treatment services, that this is because disabled
people somehow do not experience difficulties either in relation to drug abuse
or obtaining accessible treatment. On the contrary, studies (particularly from
the US) demonstrate both the risk factors that disabled people experience and
the barriers they face in accessing services. A review of literature
undertaken for the UK Drug Policy Commission, for example, found that
isolation and social exclusion could be key reasons for substance misuse
among people with disabilities, particularly among young people. At the same
time, people with disabilities may find it difficult to access services, either
because information is not available in an accessible form or because
mainstream services find it difficult to meet the needs of people with
disabilities who misuse drugs or alcohol (Beddoes et al, 2010). Although
studies point to some of the difficulties, or indicate what needs to be done,
there is little discussion of specific good practice examples — suggesting
another ‘gap’.

Physical disability
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Although studies in America and Europe disagree about whether drug abuse
is comparatively higher or lower among adolescents with disabilities
compared with their non-disabled peers, at least one American study
suggests that physically disabled students who do misuse substances have
poorer educational outcomes (Hollar and Moore, 2004). Further, some
people may suffer multiple disadvantages, for example people from black and
minority ethnic communities who have disabilities and misuse drugs (Beatty,
2003).

To respond to the needs of disabled people who are at risk of, or who do
misuse drugs has implications both for prevention efforts, particularly those
targeted at young people, as well as for staff training, treatment and
accommodation (McCombs and Moore, 2002; Moore and Lorber, 2004).

Learning disabilities

Data on the prevalence of drug or substance misuse among people with
learning disabilities is not routinely available. It has, however, been
suggested, particularly in relation to adults, that greater community integration
increases access to both alcohol and illicit substances and with it the
increased risk of substance misuse disorders. For the participants in one
small study of people with learning disabilities who did engage in substance
misuse, this was seen as being 'self-medication against life's negative
experiences' - including psychological trauma and social distance from the
community. All those in the study who had been referred for mainstream
substance misuse services described having had negative experiences
(Taggart et al, 2007).

Again the studies indicate the need to consider the implications both for
services for people with learning disabilities and ‘'mainstream’ providers of
drug and alcohol services in terms of prevention and treatment services for
this group of people.

Sensory impairment

A similar story arises in relation to people who have hearing impairments
(including people who are deaf, deafened or hard of hearing) or visual
impairments. There is some evidence of substance abuse among these
groups, but also under-identification and barriers to appropriate treatment.

Studies of young people with hearing impairments studies have found that
they may take illicit drugs as a way of responding to the high levels of
distress, isolation, bullying and exclusion from school culture. Conversely,
they may also take drugs or use alcohol as way of identifying with and getting
the acceptance of non-disabled peers (Beddoes et al, 2010).

But obtaining information about, and support for drug and alcohol misuse may
be hampered because mainstream services are not tailored to the needs of
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people who are hearing impaired. One study, for example, suggests that the
application of services for hearing people to people who are deaf can do more
harm than good (Guthmann and Graham, 2004). The studies argue that there
is a need to consider both the design and delivery of service, including staff
with appropriate training and language skills (e.g. British Sign Language). It
has been pointed out, for example, that words like ‘stoned’ and ‘poppers’ are
not learned in most BSL classes (cited in Beddoes et al, 2010). For young
people in particular there is a need for drug awareness teaching resources
specifically tailored to children with hearing impairments — including
recognising that these young people may use their own slang to describe
particular drugs (Beddoes et al, 2010). What young people with hearing
impairments have indicated they want is drugs information and education that
is: clear, not patronizing, easy to assimilate, direct, visual and does not have
too much content (Beddoes et al, 2010).

To support access to alcohol or drug treatment services, information and
communication has to be readily accessible to people with hearing and visual
impairments. Studies have suggested this could be supported by the
availability of plain language packs, BSL videos, Open | broadcasts, as well
as induction loop systems, text phones, good lighting (for lip reading), all
information provided in minimum font size of 18point, the availability of staff
with BSL skills and BSL interpreters as required (Beddoes et al, 2010).

Mental health

The conclusions from a Scottish study of service provision for people with 'co-
morbid' mental health and substance misuse issues perhaps sums up the
problems experienced by this group of people:

"The picture that emerged from this study was one of a group of people
who struggle daily with the realities of living with co-morbid mental
health and substance misuse problems and for whom existing support
services have often been inappropriate, inadequate and which may
further undermine their already fragile self esteem and coping
strategies... Services for co-morbidity varied in number and quality
across the different research localities...The themes identified were
lack of awareness of available help, lack of clarity about pathways for
help, and a lack of ongoing support." (Hodges et al, 2006)

Again, for some people the disadvantages are multiplied. One small study of
African-Caribbean, black African and white British men in contact with health
and care services in East London who had mental health problems and
substance misuse issues found that their experience of services was variable
- a variation based on the degree to which services addressed social and
cultural needs. Further, the focus of services tended to be more on the mental
health issues than the substance misuse problems. The study concluded that
healthcare providers needed to:
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e Re-consider the cultural capability of their services to engage hard to
reach ethnic groups

e Reconsider the effectiveness of interventions for substance misuse

e Develop skills in a range of interventions that reflect the patterns of
substances used by specific ethnic groups (Warfa et al 2006).

Disability and alcohol misuse

In general people with a disability are more likely to have a less healthy
lifestyle (Macpherson and Bond, 2009). Specifically in relation to alcohol, an
analysis of Scottish Health Survey data suggests that in terms of the mean
number of units consumed in the week before there was little difference
between men with and without limiting long-standing health conditions. There
was, however, a significant difference between women: women with limiting
long-standing conditions drank only 5.1 units compared with 7.1 among
women without a long-term condition. For both men and women though the
relative likelihood of drinking above the recommended limits was lower for
those with limiting long-standing ilinesses (Loretto and Taylor, 2007).

Among young people, however, one European study comparing patterns of
substance abuse among physically disabled and non-disabled adolescents
found that those who were physically disabled drank more often and for
different reasons than their non-disabled peers (Janekovic, 2003).

Whatever the actual level of consumption, people with disabilities who misuse
alcohol may experience multiple risks. An American study found that young
people with mobility impairments, learning disabilities or 'emotional disabilities’
were more involved in a range of risk behaviours (including alcohol). But while
the risk and protective factors were the same between disabled and non-
disabled young people, the young people with disabilities were more exposed
to risk factors and significantly fewer protective factors (Blum et al, 2001).
Another American study of adults suggests that adults who had a disability
and misused substances were more likely to be victimized by physical abuse
and domestic abuse than their non-disabled peers (Wolf-Branigin 2007).

A common theme among the few studies that have looked at the experiences
of people with disabilities who misuse substances (including people with
learning disabilities and mental health problems), are the barriers they
experience both to health promotion/prevention services and also to treatment
services.

The inquiry panel following the formal investigation by the (then) Disability

Rights Commission (DRC) into physical health inequalities experienced by
people with learning disabilities and/or mental health problems commented
that:

"We are alarmed by the apparent lack of appropriate, accessible and
targeted information and support to encourage and enable people with
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learning disabilities and/or mental health problems to improve their
physical health, particularly where they are in residential settings such
as residential care homes and hospitals”. (DRC, 2006)

The panel included among its recommendations that the support offered to
people with learning disabilities and/or mental health problems should include
information, advice and support, in an accessible relevant and targeted form
on how to quit smoking, on good diet, on sexual health, on alcohol, on street
drugs and on physical exercise.

People with disabilities who have alcohol-related problems may also

experience barriers to accessing appropriate treatment. As was described in

the chapter on drug misuse these may include:

¢ Ineffective identification of the problem

e Ineffective treatment that does not fully take into account the disability - for
example, just providing a service for hearing people to people who are
deaf or have hearing impairments

¢ And a lack of knowledge or experience among staff in relation to treating
people with disabilities.

As a result people with disabilities may be indirectly excluded from, or
experience discrimination in access to, appropriate services.
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SECTION 4.4: RACE, ETHNICITY AND
SUBSTANCE MISUSE

As a category the term ‘Black and Minority Ethnic’ (BME), is used as a catch
all to cover a range of different and diverse groups of people, including, for
example, Pakistani, Indian, Bangladeshi, Chinese, Black African, Black
Caribbean, Black, Arab, as well as people who are Irish, Gypsies/ Travellers
or Polish. For the purposes of monitoring, the Scottish Government has
issued guidance on asking questions about ethnic group (Scottish
Government, 2012,
http://www.scotland.gov.uk/Resource/0039/00394314.pdf), which illustrates
the range of different groups for consideration.

Looking across the different sources of data and evidence relating to
substance misuse and people from black and minority ethnic communities, a
number of common themes emerge:

1. The complexity of the factors that may impact on health and health
outcomes. These can include differences in environmental circumstances
during the life course, socio-economic disadvantage, barriers to access to
health services, biological factors for a few conditions and the effects of
racism (Gordon et al, 2010)

2. The absence of up to date data on the different ethnic groups in Scotland,
not just in relation to population numbers and composition, but also in
terms of health outcomes, health-related behaviours and use of services.
There are no routine data, for example, indicative of alcohol-related
morbidity or mortality by ethnic group in Scotland. The data that are
available, and that are referred to here, are often based on quantitative
and qualitative studies undertaken in relation to populations in England
and Wales, and may not reflect the populations in Scotland, or their
experiences of services.

3. There is heterogeneity within and across those groups encompassed by
the term ‘black and minority ethnic’ communities. This includes not just by
ethnic group, but within and across each group by gender, age, religion,
experience of migration, whether first or later generation, as well as by
other aspects of identity such as sexual orientation or religion or disability

4. Related to this is the need for a person-centred response. Describing the
relative advantages and disadvantages of ‘specialist’ services targeted at
minority ethnic communities versus mainstream services, the point has
been made that:

“‘Individuals may have both special and more general shared identities
which embrace characteristics other than their ethnicity, for example,
gender, religion and sexuality, and that a focus on one aspect of their often
complex identities and lives may deny other opportunities for engagement”
(Hurcombe et al 2010).
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Race and ethnicity and drug misuse
Indicators of prevalence

When the first resource document was prepared for West Lothian Drug and
Alcohol Team in 2009, there was little data available to indicate the patterns of
problem drug use across or within different different groups. An EMCDDA
commissioned study of drug misuse across the European Union and Norway,
for example, had found that there was very little routine monitoring: in part due
to lack of recognition or denial of the problem on the part of policy makers and
researchers, and partly due to different communities hiding drug use or
denying the problem due to fear of increased stigma and marginalization.
Insofar as statistics were available they presented a distorted picture: people
from black and ethnic minority communities being under-represented in drug
treatment statistics and over-represented in drug law offence statistics -
patterns which reflect the nature of the discrimination people experience
(Fountain et al, 2004).

In Scotland, the most recent Scottish Crime and Justice Survey (National
Statistics, 2012) does not include information on self-reported drug use by
ethnic group (unlike the Crime Survey for England and Wales (Home Office,
2012)). The Scottish Drugs Misuse Database does, however, provide
information on the ethnic profile of new individuals assessed for specialist
drug services. The most recent report suggests that over the period
2010/2011 nearly 99% of new individuals were white (ISD, 2013). As the
EMCDDA report (Fountain et al, 2004) suggests, it is difficult to know to what
extent this reflects differential levels of need or differential access to
services®’.

A number of literature reviews have drawn together available evidence on
patterns of problematic drug use among people from black and ethnic
communities. Drawing on a number of studies undertaken in England, a
review by Fountain for the National Treatment Agency for Substance Misuse
(NTA), for example, concluded that even though the prevalence of drug
misuse among black and ethnic minority communities was less than for the
white population, it was still significant (Fountain, 2003). Further, that young
people from black and ethnic communities were often exposed to risk factors
which may increase their risk of problematic drug misuse including being
concentrated in inner city areas and at risk of unemployment, educational
disadvantage, and deprivation.

A later review, undertaken by Beddoes et al (2010a) for the UK Drug Policy
Commission (UKDPC), drawing largely on data from an analysis of the British
Crime Survey, also found that, overall, illicit drug use is lower among ethnic
minority populations than among the white population. Although evidence

7 The needs assessment commissioned by EADP (Rome, 2010), provides indicative data on
the ethnic composition of drug and alcohol service users in Edinburgh. For over half of the 23
services this was based on estimates. The data suggest that the great majority of service
users were either ‘white Scottish’ or ‘other white’. Around one-third of the services were not
aware of having any ethnic minority service users.

SECTION 4.4: RACE AND ETHNICITY 96





suggest that it is highest among mixed race groups this is due to the younger
average age of those in these groups — once this is taken into account these
groups have drug levels similar to the white population. The lowest levels of
drug use are reported among people from Asian backgrounds. Cannabis is
the most commonly used drug across all ethnic and age groups. Rates of
Class A drug use are higher among people from white or mixed ethnic
background than other ethnic groups (Beddoes et al, 2010a).

The findings from the Department of Health Black and Minority Ethnic Drugs
Misuse Needs Assessment project in England 2000-2006 have also been
published. These included separate reports on issues surrounding drug use
and drug services among different ethnic minority communities. These
include Kurdish, Turkish-Cypriot, Turkish, South Asian, Black African, Black
Caribbean, Chinese and Vietnamese communities in England (these were
prepared by the University of Central Lanarkshire for the National Treatment
Agency for substance misuse and can be accessed at
http://www.nta.nhs.uk/publications.aspx?category=Equality+and+Diversity).

An analysis by gender, drawing on the British Crime survey, suggests that
white and Asian men are more likely to use drugs compared with women.
Among Asians this is largely because of the higher use of cannabis among
Asian men than among Asian women (Beddoes et al, 2010a). No differences
between men and women in overall drug use were found for other ethnic
groups.

The problem with much of the prevalence data is that it is based on
predominantly English populations. The potentially different size and
composition of ethnic minority groups in Scotland (including their socio-
demographic/age profiles), may make it difficult to generalise to a Scottish
context, and even more so to apply to ADP level.

Some groups, such as gypsy/travellers may also be overlooked in the data
collected for different groups, yet a study of travellers in Ireland suggests that
as a result of the fragmentation of traveller culture traditional anti-drug norms
may be weakening, and as a result drug use, particularly among young
people may be on the increase (van Hout, 2011).

Risk factors

What the literature reviews and studies do indicate are the range of risk
factors to which people from black and minority ethnic communities may be
exposed. Drug misuse, for example, has been linked to social deprivation
and social exclusion, to which people from black and ethnic communities are
disproportionately exposed. People from black and ethnic communities, for
example are at greater risk of living in economically deprived communities
(Beddoes, et al, 2010a). Specific groups, such as refugees and asylum
seekers may be at even greater risk of unemployment, social exclusion and
isolation, which may put them at risk of drug misuse. The experience of war,
torture or trauma prior to coming to the UK may also be influential on drug
misuse among these groups (Fountain, 2003). Patel et al (2004), suggest
that young refugees and asylum seekers may be particularly vulnerable to the
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risk factors for drug misuse, and that available data may underestimate the
levels of need. Risk factors include the stresses associated with the causes
and process of migration, and the experiences of deprivation and
unemployment, or illegal employment in poorly paid jobs, or sex work once
they have arrived in the UK.

Among young people, peer pressure and a desire to fit in have been identified
by some black and ethnic communities as being influential on drug use
among young people (Beddoes et al, 2010a).

People also have a number of identities, some of which because of stigma
and discrimination can leave them multiply disadvantaged, as shown in the
study of Bangladeshi women in East London (Cottew and Oyefeso, 2005), or
the men from black and minority ethnic communities with a 'dual diagnosis' of
mental health problems and substance misuse issues studied by Warfa et al
(2006).

Barriers to accessing services

These and other studies suggest the differences in the drugs used by different
communities, among young people and adults, with implications for
prevention, treatment needs and outcomes (Fountain et al, 2004; Galea and
Rudestine, 2005; Holloway and Bennett, 2008; Rodham et al, 2005).

But what they also reveal are the barriers to services. The reports prepared
for the National Treatment Agency on the experiences of different ethnic
groups, for example, found that, overall, they required more and better
targeted information in order for community members to understand the
impact of drugs on communities and also to help them to access and to trust
drug services when needed
(http://www.nta.nhs.uk/publications.aspx?category=Equality+and+Diversity).

The 'myths, scapegoats and stereotypes', held both by white majority
populations about drug misuse among people from black and minority
communities, as well as held by the different communities in relation to
substance misuse in their own communities can also act as barriers to the
development of services (Fountain, 2004).

The EMCCDA study and also a more recent study by UKDPC (2010) also
draw attention to the reasons behind the under-representation of people from
black and ethnic minorities available drug treatment services. These include:

e Lack of awareness of drug services and what they could provide

The failure of drug services to target people from black and minority ethnic
communities.

Perceived lack of services’ cultural understanding/cultural sensitivity

A lack of confidence that services would maintain confidentiality
Communication problems because of language

A perception that services were not appropriate to their needs

Lack of consideration by services of the needs of families and carers
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e Pride and the desire to avoid stigma and stereotyping (including stigma
from within their own communities.
(Fountain et al, 2004; UKDPC, 2010)

Guidance produced by the Scottish Drugs Forum at the end of the 1990s
suggests that similar barriers to seeking help are experienced people from
black and minority ethnic communities in Scotland (Scottish Drugs Forum,
1999).

This is reinforced by recent studies in Lanarkshire and Glasgow, which both
reveal the under-representation of people from black and minority ethnic
communities among users of local drug and alcohol services. In Lanarkshire,
a needs assessment, including interviews with service providers and with
community groups (particularly representatives from Polish and Pakistani
communities), found that barriers to accessing substance misuse services
included:

e Language, including the cost of interpreters for small voluntary providers

e Lack of awareness among ethnic minority groups about services are
available and where to go for help

e Concerns about confidentiality, including if a provider is from the same
ethnic community
Concerns about stigma, including from within the communities.

(ODS consulting, 2008)

In Glasgow, a study of the South Community Addictions Team (CAT), the only
team in Scotland to provide a specific black and minority ethnic addiction
service, explored through interviews with service users, providers and
community groups some of the barriers to take up of the service. Again,
common themes emerge, these include:

e The taboo nature of addictions among the predominantly Muslim
communities the team serves. This may mean people are reluctant to
accept that they have a problem

e The perception that the South CAT was, on first contact, unapproachable
and insensitive — although the experience improved with continued
contact;

¢ The acceptability of generic teams, but a need for generic team members
to undertake further training so that they are able to understand BME
users’ perspectives and the personal, familial, community and faith-
specific barriers that they have to overcome

¢ Difficulties associated with the interpretation service

e The importance of families as a support for the service user, and the need
to educate and support family members to enable them to help the
recovery of the service user

e The importance of raising awareness among the communities served.

(CRER, 2012)
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The report concludes that services need to work together to build a culturally
competent service, including:

Gathering information about the communities served

Identifying the communities’ priorities and concerns

Developing relationships so the service can build trust with the community
Participate in training to help develop culturally competent skills.

Specifically in relation to drug education/prevention messages, Beddoes et al
(2010a) summarises the views of different community groups consulted as
part of the Department of Health Black and Minority Ethnic Drugs Misuse
Needs Assessment project in England 2000-2006 Needs Assessment.
These suggested the different venues that could be used to delivery
information such as schools and community venues, youth clubs and, for
some groups, gender-specific venues. Different media were also suggested,
such as telephone helplines (particularly if stigma is a concern), and non-
written formats. It was suggested that information could be delivered by peer
educators, positive role models and community organisation workers. While
drug prevention/education messages were important for all groups, it was
suggested that a particular focus should be on young people, parents and
women.

As noted earlier, it is important to also bear in mind that some people may be
experience multiple sources of disadvantage, there is, for example, little
analysis undertaken by gender. Fountain (2003), for example, notes that
there is little in the literature on the development of drug services for black
and minority ethnic women.

Race, ethnicity and alcohol misuse
Indicators of prevalence

The Scottish Health Survey analysis of self-reported alcohol consumption by
ethnic group found that:

e White ethnic groups were broadly similar to each other in terms of weekly
alcohol consumption

e Pakistani, Chinese, other Asian and African, Caribbean or Black
respondents were all significantly less likely to drink to hazardous and
harmful levels than the national average. A similar pattern emerged in
relation to exceeding daily limits.

(Whybrow et al, 2012)

Outwith the Scottish context, a number of literature reviews have been
undertaken which more broadly underline the different patterns of alcohol
consumption and alcohol-related harms within and across different black and
minority ethnic communities, but also different needs for education,
information and treatment services.
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A summary by Jarvis, writing in (2009) indicates that:

e Self-reported consumption of alcohol was much lower among people from
the black and minority ethnic communities surveyed, than among the
general population (NHS Greater Glasgow, 2006)

e More European respondents reported current alcohol consumption than
those in minority ethnic groups such as ‘Indian’, ‘Bangladeshi’, 'Pakistani’
and ‘Chinese’. In surveys which looked at religion fewer Muslim
participants reported drinking alcohol than other groups (Bhopal, et al,
2004)

e A survey of Chinese, Pakistani and Indian young people aged 16 - 25
years living in Glasgow found that Muslim participants had the lowest level
of reported alcohol consumption. However, Muslims who did drink alcohol
reported a higher level of consumption than other religious groups,
although this was only statistically significant when compared to the non-
religious participants (Heim et al, 2004).

e Health Surveys for England run in 1999 and 2004 found that men and
women from all ethnic minority groups (except Irish) were more likely to
report being non-drinkers. All minority ethnic groups who did report
drinking, drank less frequently than the general population. Levels of
alcohol consumption - both weekly and on the heaviest drinking day were
lower among all minority ethnic groups except Irish people.

e Data on alcohol consumption among recent migrants is not currently
routinely available.

Two further reviews underline the different patterns of alcohol consumption
across and within different ethnic groups (Hurcombe, et al, 2010; Thom et al,
2010). Hurcombe et al (2010), for example, also found that overall, most
minority ethnic groups have lower levels of drinking, and also higher
abstinence rates compared with people from white backgrounds. More
specifically they found:

e People from mixed ethnic backgrounds are more likely to drink heavily
compared to other non-white minority ethnic groups, and also less likely to
abstain from alcohol

e Abstinence is high among South Asians, but that Pakistani and Muslim
men who do drink do so more heavily than other non-white minority ethnic
and religious groups

e People from Indian, Chinese Irish and Pakistani backgrounds on higher
incomes tend to drink above recommended limits

e Among Indian women and Chinese men patterns of frequent and heavy
drinking have increased over time

e Among Sikh girls drinking has increased, while second generation Sikh
men may drink less than first generation.

(Hurcombe et al, 2010).
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Risk factors

What the studies also suggest is that the risk and social factors influencing
drinking patterns may though, also be different between groups. Focusing
specifically on Polish migrants, Travellers and South Asian communities
Thom et al (2010) examined the cultural, social and economic factors that
may be associated with alcohol consumption and alcohol related harms.
Where evidence was available it suggests that:

e Polish migrants, were more likely to drink spirits in heavy drinking
sessions and more likely to drink at home or in public space. Further,
that drinking to excess tended to be culturally acceptable. Among the
Polish migrants, however, homelessness may compound their
difficulties, including access to health and social care

e Heavy drinking may also be higher among traveller communities. This
may be a feature among men at celebrations, but also as a coping
mechanism

e Among South Asian communities, alcohol consumption varies by group
and by gender. Among Sikh men, for example, heavy drinking may be
culturally acceptable. Alcohol is however prohibited among Muslims,
which may mean that consumption is more hidden, particularly among
young women and older men. Evidence was also emerging of social
drinking among young Muslim men.

(Thom et al, 2010)

Another study in the West of Ireland also found evidence of problematic
alcohol use among Travellers, particularly among men. From focus groups
with people from Traveller communities, the study suggests that high levels of
alcohol consumption were associated with the dissipation of the traditional
culture, the Travellers experiences of marginalisation, discrimination and
deprivation, illiteracy and poverty. Further, the study found the Traveller
community had difficulties engaging with law enforcement, community health
and addiction services, which made it difficult for them to deal with alcohol-
related difficulties, and that home-detoxification attempts were common (van
Hout, 2010). A small ‘exploratory’ study in England, similarly suggests that
changes in the traditional culture may impact on drinking patterns (Hurcombe
et al, 2013). The Travellers interviewed expressed concerns about the
effects of leaving their nomadic lifestyle to living more ‘settled’ lifestyles. This
was felt to expose young male Travellers into contact with the risky drinking
behaviours of non-Travellers and away from traditional informal controls.

Other studies have noted the differences in the factors that may be associated
with problematic alcohol consumption among young people:

¢ One American study of young people (‘pre-teens’) found that, compared
with other groups, young black people who witnessed violence in their
home before they were aged 10 were three times more likely to start
drinking before they were 13 years. Conversely, white students who
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reported higher levels of social support at school were 50% less likely to
start drinking before they were 13 years (Bossarte and Swahn, 2008).

e A study of British university students found that although British Asian
students consume alcohol at similar levels to British white students they
may be doing so for social rather than 'emotional self-regulatory' purposes
(Spada and Moneta, 2004).

Alcohol related harms

No routine data were identified to indicate the patterns of alcohol attributable

mortality or morbidity within Scotland. The small numbers involved may also

limit what can be published. Other studies, drawing on data for England and

Wales have, however, suggested that some ethnic groups may be at

particular risk of alcohol-related harm. Hurcombe et al for example, found

that:

e As black men drink less alcohol than white men they pose a lower risk of
developing alcohol-related problems

e South Asian men are over-represented as patients with alcohol-related
liver cirrhosis in comparison to other ethnic groups and the general
population. Drinking levels do not account for the high number of alcohol-
related admissions from the Sikh community

¢ In England and Wales, men born in Scotland, Ireland and India have high
rates of alcohol attributable mortality, as do women born in Ireland and
Scotland

e Men and women born in Bangladesh, the Middle East, West Africa,
Pakistan, China and Hong Kong, the West Indies and East Africa, and
women born in North Africa and India have lower than national average
rates of alcohol related mortality.

(Hurcombe et al, 2010)

Barriers to information and treatment

There is very little routinely collected data on use of alcohol treatment
services by people from black and minority ethnic communities (or recent
migrants), it has, however, been suggested that they are under-represented
among people seeking treatment, help or advice for drinking problems
(Hurcombe et al, 2010). The barriers to help seeking are not dissimilar to
those identified in relation to drug services.

A needs assessment in London of provision of drug and alcohol services for
people from black and minority ethnic communities, for example, found:

¢ Differences in access to services by people from minority ethnic groups

e Variations between groups in attitudes towards drug and alcohol misuse
and in the perceived underlying factors

e An expressed need for culturally competent services.
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(Luger and Sookhoo, 2004).
Similarly, Hurcombe et al (2010) identify as barriers:

e Lack of awareness among minority ethnic groups of what is available,
coupled with a reluctance to approach outside agencies

e Hidden drinking, particular among groups, such as young women, who are
expected to be abstinent

e A lack of cultural sensitivity to the religious and cultural backgrounds of
people from black and minority ethnic communities in mainstream
services.

Other studies have revealed concerns relating to confidentiality and
anonymity (e.g. Bakshi et al, 2002, in Jarvis, 2009; Thom et al, 2010). Thom
et al (2010) also draw attention to the failures of services to identify drinking
problems in black and minority ethnic clients and patients, as well as barriers
to accessing universal health and social care services by groups such as
Polish migrants and Travellers.

Drawing on the work of Thom et al (2010) Box 1 summarises the main
barriers to accessing alcohol information, treatment and support services;

Box 1: Barriers to accessing alcohol advice, treatment and support for
people from black and minority ethnic communities

e People not able to recognise that they or someone they know may have a
drinking problem

e Hidden drinking due to lack of family support or separation from family, or
fear of shame or stigma from within the family or community

e Concerns about confidentiality and anonymity, particularly in close knit
communities

e People not knowing about services or not feeling that services are

appropriate or acceptable

Misperceptions about alcohol services or the approaches used

Confidence to approach services

Lack of knowledge about services or eligibility for services

Service provider/professional not identifying a drinking problem in a client

or patient from a black or minority ethnic community

e Language barriers especially among older people or new migrants (e.g. for
to access rehabilitation services

e Service design issues such as lack of service flexibility or the location f
services

Source: adapted from Thom et al, 2010

What the available data suggest is the need to consider the different risk and
promotive factors that different black and minority groups might face in
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relation to excessive alcohol consumption, with implications for health
promotion and prevention messages. For those who do experience problems,
thought also needs to be given to the design and delivery of services to
enable people to access and use services. This will become increasingly
important if there are changes in the influences, behaviours and attitudes
among young people from black and minority ethnic communities growing up
in Scotland compared to that of older generations (Jarvis, 2009). A survey of
Chinese, Indian and Pakistani young people, for example, found that having
friends outside their own ethnic community and having friends within their own
ethnic community who drank alcohol were both positively associated with
alcohol consumption (Heim et al, 2004, in Jarvis, 2009). Young people
included in another study suggested that education campaigns needed to
draw attention to the fact that alcohol problems were not just a white problem,
but that issues of language and culture also needed to be considered (Bakshi
et al, 2002, in Jarvis, 2009).

To support people from black and minority ethnic communities with alcohol-
related problems, the studies underline:

e The importance of community engagement to reach and represent
socially excluded people in both research and in service design

e The need for support and intervention to reflect the preferences of
people from different ethnic groups, including by gender and age.

In terms of service design, Thom et al (2010) and Hurcombe et al (2010)
suggest that both specialist and mainstream approaches have their
advantages and disadvantages. Drawing on the literature, Hurcombe et al
(2010) suggest that a combined approach is required:

“Services should be developed in response to the needs of the
population at local level, with mainstream services continually adapting
to ensure culturally sensitive provision, whilst targeting services where
required” (p.3)

Moving toward good practice®®
Overall, however, what the studies suggest is that there is work to be done by

services to both overcome the barriers to help seeking that some groups may
experience, but also the barriers that services may erect that differentially

18 . - . .

Two further sources focusing specifically on drug treatment in a prison context for people
from black and minority ethnic communities were also identified. Based on experience in
England and Wales consideration would need to be given to the transferability of learning to a
Scottish prison context
Fountain, J. (2007) Issues surrounding the delivery of prison drug services in England and
Wales: with a focus on minority ethnic prisoners, Preston: Centre for Ethnicity and Health,
University of Central Lancaster
Roy, A (2007) Helping prisons to meet the drug service needs of black and minority ethnic
prisoners: A practice guide, Preston: Centre for Ethnicity and Health, University of Central
Lancaster
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exclude some groups. Although not specific to substance misuse a recent
report by the Scottish Parliament Equal Opportunities Committee in relation to
gypsy/travellers, startlingly reveals how the way services are designed and
delivered may effectively systematically unfairly and unjustly exclude some
groups from accessing universal health and social care services (Scottish
Parliament, Equal Opportunities Committee 3" Report, Gypsy/Travellers and
Care, SP Paper 184, Session 4 (2012)
http://www.scottish.parliament.uk/parliamentarybusiness/CurrentCommittees/

54885.aspx).

In relation to another group of people at risk of exclusion from services, a
briefing produced by the Scottish Refugee Council (2011) describes the
barriers people who are refugees may face accessing healthcare in Scotland.

To support equality of access and equality of outcome, the different studies
underline the need for:

e Community engagement: both to learn from different communities to
understand risk factors, levels of need and barriers to accessing
services; and to inform different communities about the availability of
services

e Ensuring that services are culturally appropriate both in terms of what
and how they are delivered: e.g. targeting and designing prevention
campaigns to meet the needs of different communities; designing and
delivering treatment and care services that are sensitive to e.g.
language, religious requirements, timing, mixing of gender, family
structures, as well as potential impacts of the stigma that the individual
or their family may experience associated with substance misuse

e Ensuring ethnic monitoring of access and outcomes of services

e But also recognising that individuals have many identities which may
impact on their needs and experiences — i.e. avoid “seeing people as
one box at a time” (Guasp and Kibirige, c2012).

In addition to underlining the importance of community engagement Adfam
(2010), for example includes as good practice when working with families
from minority ethnic communities:

Carry out ethnic monitoring

Consider the benefits of having a diverse workforce

Address language barriers

Understand the needs of minority ethnic communities including in relation
to family structures, gender and religion (particularly if there are specific
prohibitions relating to drugs or alcohol)

e The need for drug education and awareness in ways that are relevant,
accessible and culturally appropriate for different groups.

To increase awareness of the needs of black and minority ethnic communities
in relation to drug services Aberdeen City Alcohol and Drug Partnership
supported Drugs Action to work in partnership with Multi Ethnic Aberdeen Ltd
(MEAL) to undertake a needs assessment (Box 2):
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Moving towards good practice in drugs misuse services

The EMCCDA study includes examples of good practice projects from across
Europe, including a research project in England that used a community
engagement approach to support community organizations to undertake
research within their own communities (Bashford et al, 2003 in Fountain et al,
2004). Examples of good practice in diversity are also included in a report
from the National Treatment Agency for Substance Misuse in England.
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Selected from services that scored highly on diversity in the joint NTA and
Healthcare Commission Review in 2006/2007, the examples include:

¢ Nottinghamshire DAAT: partnership planning in diversity

e Bexley and Greenwich Drug Partnerships: review of services by user
groups

e South Gloucestershire DAT: Community engagement

e Tower Hamlets, Harbour Recovery Centre: a local residential
detoxification and rehabilitation unit which provides a culturally appropriate
service at an early stage in a users drug career

e Telford and Wrekin community BME outreach worker: role to raise
awareness about local drug treatment services and to increase numbers in
treatment from BME communities. Uses a range of methods, and links
with variety of different community groups and settings including local
mosques and temples, Muslim women’s Sure Start group

e Nottinghamshire DAAT: equality and diversity training embedded into
workforce planning

(National Treatment Agency, 2009)
Moving towards good practice in alcohol misuse services

Thom et al, (2010) include in their study in England a list of good practice
principles in delivery of alcohol misuse services for people from black and
minority ethnic communities. These include:

e Engage and consult with BME groups and undertake a needs
assessment
Monitor provision and engagement with services
Address structural as well as cultural/personal barriers to access
Consider staff need for awareness training
Develop open access, outreach and other innovative means for
engaging with clients

e Ensure appropriate provision
(Adapted from Thom et al, 2010)

Thom et al also provide a number of ‘illustrative’ good practice examples.
These are based on interviews undertaken in the course of their review, and
do not include evaluative evidence. The examples include:
e A dedicated Health Visitor for travellers
e Sermon packs for local Imams and an alcohol/drugs worker based at
each mosque and available for advice after each sermon
e Engaging with managers of fruit farms using seasonal migrant workers
to raise awareness of alcohol problems
e Polish AA group
e A men-only traveller health event.

A HEBS report (2000) summarises the work of the Ethnic Alcohol Counselling

in Harrow (EACH) service. Nearly half of the service users were women,
mostly the partners of male problem drinkers. The services specifically
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targeted at women included créche facilities, women counsellors and women
only groups, and home visits for women who felt they could not attend the
project. Counselling was also available in the five main Asian languages.
Because of unfamiliarity with the concepts of counselling and therapy, the
service worked to increase awareness of the service in the community. Again
evaluative evidence is not available

In Scotland, a number of ADPs are trying different approaches to engaging
with ethnic minority communities. For example:

e Aberdeenshire ADP has contributed funding to a pilot project aimed at
engaging with the gypsy-traveller community. The ADP aimed to both
raise awareness of alcohol units and alcohol-related health implications
among the community and to raise the ADPs own awareness of the
needs of this group of people (for more information on the pilot project
contact: alison.mclaughlin@nhs.net).

e The use of Language Line interpretation services to increase
awareness and access among ethnic communities.

e Provision of Polish language leaflets available for download, including
on alcohol
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SECTION 4.5: RELIGION, BELIEF AND
SUBSTANCE MISUSE

There are limited sources of routinely collected data that may indicate the
pattern of need or demand for alcohol or drug services by people of different
religions or beliefs in Scotland.

Religion, belief and drug misuse

Research in the US suggests that religiosity or spirituality may have
implications both for whether people misuse substances and for drug
treatment outcomes. But in the context of an assessment of the equalities
impacts the key issues are about ensuring people are not directly or in directly
discriminated against on the basis of religion or belief.

In the context of drug misuse and treatment some of the key issues to
consider are:

e Differential patterns of drug misuse. One Scottish study compared young
people of Punjabi origin with non-Asian peers to identify if religion or
culture affected patterns of substance misuse. This found that Asians
were more abstinent at age 14 - 15 years compared with non-Asians, for
alcohol, drugs and smoking - and particularly in relation to alcohol among
Muslims and smoking among Sikhs. The authors argue that continued
abstinence at age 18 - 20 years reflects the "specific influence of ascetic
religious traditions" (Bradby and Williams, 2006).

e The additional stigma and marginalisation that people from faith
communities who do misuse substances may experience both from within
and outwith their communities

e The need for cultural sensitivity in the design and delivery of services.
Religion, belief and alcohol misuse

In relation to alcohol, the main source of information on religion/belief and
substance misuse is the Scottish Health Survey aggregate analysis of four
years data (2008-2011) (Whybrow et al, 2012). This suggests that, based on
self-reported consumption, people who are Muslims, Hindus, and Buddhists
were much less likely to be drinking to hazardous or harmful levels than the
national average (5%, 6%, 10% and 23% respectively). People who indicated
that they did not belong to any religious group were more likely to be drinking
to hazardous or harmful levels than the average (26% compared with 23%).
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Only 2% of Muslims, 14% of Hindus and 16% of Buddhists were drinking
above daily recommended limits, compared with 32-40% of Christian faiths
and 41% of people indicating that they did not belong to any religious group.

Much of the (predominantly American) research on religion and alcohol
misuse is focused on the potential for religious belief to act as a mediator,
reducing the risk of alcohol misuse. A study undertaken in the Lebanon, for
example, comparing alcohol use between Christian, Muslim and Druze
students suggest that religiosity (irrespective of actual religion) may act as a
protective factors against an alcohol use disorder. The study, however, also
found differences between the religious groups with the Christian groups more
likely to have drunk alcohol, to have started drinking earlier, and more likely to
be diagnosed as having an abuse disorder (Ghandour et al, 2009).

Little work has been done on patterns of alcohol consumption across the main
religious and faith groups in Scotland. The one study that does touch on the
impact of religion and alcohol is a survey of Chinese, Indian and Pakistani
young people (16 - 25 years) living in the Greater Glasgow area (Heim et al,
2004, in Jarvis, 2009). Reflecting the findings in the international studies, this
survey found that the self reported importance of religion was negatively
associated with alcohol consumption. The young people who were Muslim
were the least likely to report alcohol consumption while those who were
Christian were the most likely to have drunk alcohol. Among those who did
drink, however, Muslims reported drinking the highest number of units of
alcohol per week (13.7 units) and Christians the least (3.9). The findings are,
however, based on very small samples (Heim et al, 2004, in Jarvis, 2009).

Although the data is sparse, it does suggest different patterns in consumption
between different religious groups: with implications for the nature of
prevention campaigns, but also for ensuring that the design and delivery of
treatment services are sensitive to religion and belief, including the role of
religion and belief in individual recovery.

Working toward good practice in relation to people of different religions
and beliefs and substance misuse

Although not specific to drug treatment, NHS Education for Scotland has
produced an introductory resource on ‘spiritual care matters’ for NHS staff
(NES, 2009). The NHS Health Scotland website also includes links to various
resources in relation to religion and belief
(http://www.healthscotland.com/equalities/religionandbelief.aspx).

No examples of good or promising practice specifically in relation to
substance misuse and religion or belief were, though, identified in the course
of the literature review. Although not specific to substance misuse, and
American in focus, a group of papers drew attention to the ways in which
social work therapeutic interventions, such as cognitive therapy, may reflect
specific value systems, which may conflict or be ‘incongruent’ with, the values
systems of people who are Muslim or Hindu, for example (Hodge, 2004;
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Hodge, 2008; Hodge and Nadir 2008). Hodge argues for the need for
‘spiritually modified cognitive therapy’ — that is therapy that reflects the value
systems of these different groups. Although not an evaluation and specific to
one therapeutic intervention within an American context, what this does is
draw attention to the importance of thinking about the way interventions are
designed and delivered. Encouraging equitable access to services is one
thing, ensuring that the services are designed and delivered in ways to ensure
equitable outcomes is another. Making available the same interventions to
everyone does not necessarily promote equality. It also means recognising
that just because people may self-identify as Christian or Muslim, for example,
they necessarily follow all the tenets of their religion. As Hodge says, just like
other aspects of their lives “client’s spiritual narratives may be nuanced,
fragmented and even contradictory” (Hodge, 2008, p. 189).
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SECTION 4.6: SEXUAL ORIENTATION
AND SUBSTANCE MISUSE

Sexual orientation and drug misuse

Sexual orientation here covers people who are lesbian, gay or bisexual
(LGB)™. As such it is another of those umbrella terms that encompasses a
range of different experiences and identities.

The evidence suggests that LGB people may be more likely to have used
recreational drugs and may have higher levels of substance misuse disorders
and that this applies across the age range (King and McKeown, in Pointon,
2003; Marshal et al, 2009).

e An analysis of the British Crime Survey, for example, suggests that
people who self-identify as LGB are three times more likely to have
taken illicit drugs than heterosexual respondents (quoted in Beddoes et
al, 2010b)

e A GB-wide survey of LGB people’s use of alcohol and drugs over the
period 2009 — 2011 found that drug use within the previous month was
seven times higher than the general population, and 2.5 times higher
among those aged 16 — 24 years (Buffin et al, 2011)

e Another survey, focusing specifically on gay and bisexual men’s health,
found that 44% of gay and bisexual men in Scotland have taken drugs
in the last year compared to 11% of men in the general population
(Guasp, c2011a).

Both women and men who identify as LGB were more likely to take drugs
than their male and female heterosexual peers. A GB-wide survey, for
example, found that lesbian and bisexual women were five times more likely
than women in general to have taken drugs. Around one-third of respondents
had smoked marijuana in the past year - 50% more than women in general.
Further 9% had taken cocaine, compared with 3% of women in general (Hunt
and Fish, 2008).

One American analysis of 18 studies also found that young people who were
lesbian, gay or bisexual were between 2 - 5 times more likely to use drugs
and alcohol than their heterosexual peers (Marshal et al, 2008). A
longitudinal study by the same researchers found that young lesbian, gay or
bisexual people reported higher initial rates of substance use and that this
increased more rapidly over time compared with heterosexual young people.
That is, the extent and nature of substance abuse among people who identify

9 In some contexts, the term used in LGBT to encompass people who are transgender. Here
transgender has been included in the context of gender since this reflects the diversity of
gender and not sexual orientation.
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as LGB is different from that of people who identify as heterosexual (Marshal
et al, 2009).

Closer to home, a needs assessment among users of a Centre for Health and
Well-being in Edinburgh found that 60 people (nearly one-quarter of survey
respondents) used, or sometimes used non-prescription drugs as part of their
home or social life (Aitken et al, 2007).

Drug use is also higher among LGB people who share a number of the
protected characteristics.

e One study found much higher levels of drug use among disabled men
and women who identify as LGB than among men and women in
general. Among disabled LGB women 30% had taken drugs in the last
year — four times more than women in general. Among disabled LGB
men, 55% had taken drugs in the past year compared with 12% of men
in general® (Guasp and Taylor, nda)

e Men and women from black and minority ethnic communities who
identify as LGB were also more likely to have taken drugs over the
previous 12 months than men and women generally?* (Guasp and
Taylor, ndb)

e Even among older LGB people (aged 55 years and over), a further GB-
wide survey, found higher levels of drug use compared with
heterosexual people: 9% of LGB people surveyed indicated that they
had taken drugs over the previous year, compared with 2% of a sample
of heterosexual people (Guasp, ¢ 2011b).

Different patterns both of use and type of recreational drug used have also
been identified within different ‘sub-groups’ of people who identify as LGB.
The most frequently reported drugs used include cannabis, amyl-nitrate
(‘poppers’), cocaine, ecstasy, ketamine, amphetamine, methamphetamine.
According to the evidence reviewed by Beddoes et al (2010b), use of these
drugs appears more common among gay and bisexual men, compared to
other LGBT groups. Poly drug use is also common within LGBT communities,
again particularly among gay and bisexual men (Beddoes et al, 2010b). It has
been suggested that higher levels of drug use among gay men, compared
with heterosexual men could be related to the nature of the gay 'scene’ which
has tended to focus around club and pub culture, and for gay men it can be
difficult to avoid if they want to take part in the 'scene'®.

The literature also suggests associations between drug use and sexual
behaviour, but the link is not necessarily one of cause and effect (Beddoes et
al, 2010b). Pinkham and Malinowska-Sempruch (2008), drawing on research

%% |nformation comparing disabled LGB women and men with disabled heterosexual men and
women was not provided.

2 Again no information was provided comparing LGB people from black and ethnic
communities with heterosexual people from black and ethnic communities

%2 It has also been suggested that because studies often recruit samples of LGB people from
areas where they meet and socialise, this may inflate the data on numbers who misuse
substances - whether drugs or alcohol.
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conducted in the United States, for example, suggest that there is a fairly high
prevalence of same-sex sexual behaviour among women intravenous drug
users and a high prevalence of risky sexual and drug use practices among
women who have sex with women? who also misuse drugs. One study in
particular identified markedly higher HIV rates among women who have sex
with women than among other injectors. This it was suggested was due to the
multiple forms of marginalisation that promote unsafe sexual and injection
practices.

The issue of marginalisation and the experience of homophobia, including
'internalised' homophobia, that is, internalizing societal anti-homosexual
attitudes, are seen as key risk factors for higher rates of drug (and alcohol)
misuse among people who identify as gay or lesbian, impacting on self-
esteem and generating emotional distress
(www.stonewall.org.uk/what_we_do/research_and
_policy/health_and_healthcare/3467.asp).

One American study of lesbians, for example, found that homophobic ‘events’
were significantly related to past-year illicit substance use (and alcohol
dependence symptoms) (Harmon, 2008). Another American study of young
lesbian and bisexual women found that young 'butch’ women reported
drinking alcohol more frequently and in greater quantity, smoking more
cigarettes, and using marijuana more frequently than young femme women
(Rosario et al, 2008). The authors suggest that this was largely due to the
gay-related stressful events, internalized homophobia, and emotional distress
experienced by the butch women. A study of lesbian and gay men in
Glasgow, undertaken at the end of the 1990s, found that among those
reporting an addiction or dependence on alcohol or drugs over one-half felt
this was directly related to their own or others' feelings about their sexuality
(John and Patrick, 1999).

The specific cultural contexts of consumption, such as the clubs, as well as
the specific experiences that may act as risk factors for substance misuse
such as homophobic incidents and internalized homophobia have implications
for prevention and treatment. Studies looking at access to health services
generally have found that LGB people are reluctant to disclose their sexual
orientation to health care professionals because of a fear of discrimination or
negative experience. But it is not just a perception - in some studies people
have reported actual negative experiences of homophobia or discrimination
within health services (see Myers et al, 2005).

Sexual orientation and alcohol misuse
Concern has been expressed about data suggesting comparatively higher

rates of alcohol consumption among people who are lesbian, gay or bisexual
because of the way in which the data are collected. Studies have tended to

% The terms 'women who have sex with women'’, or 'men who have sex with men', do not
necessarily mean that the people concerned self-identify as lesbian or gay. For a glossary of
terms, see Stonewall Scotland (2008) Getting Started: A route map for public services in
Scotland http://www.stonewallscotland.org.uk/documents/routemap_final_version_2.pdf
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rely on samples recruited from the bars and clubs that constitute the 'scene’.
This may inflate the data to some extent. There may also be differences
between and within the different sub-groups collapsed into the category
'lesbian, gay and bisexual'.

Data from recent surveys, however, revealed that

e Binge drinking was twice as common among gay and bisexual males than
the general population and almost twice as common among lesbian, gay
and bisexual women than women in the general population (Buffin et al, ¢
2011). Around 16% of those who consumed alcohol showed some
indication of dependency?®*

e Among gay and bisexual men in Scotland, 72% had had a drink in the
previous week, compared with 70% of men in general, and just over one-
third had had a drink on three or more days over the previous week
(compared with 36% among men in general)® (Guasp, c2011a)

e Lesbians may have higher levels of drinking than heterosexual women.
Data reproduced in the Inclusion Report (Inclusion, 2003) suggests that
49% of lesbian/bisexual women drink more than 14 units of alcohol per
week, 17% drink more than 22 units per week. Fewer lesbian than
heterosexual women abstain from alcohol. A more recent GB-wide survey
found that nearly nine out of 10 lesbian and bisexual respondents drank
alcohol. One one-quarter had not had a drink in the last week, compared
with two-fifths of women in general. Among the lesbian and bisexual
women, two-fifths had drunk on three or more days in a week, compared
with one-quarter of women in general (Hunt and Fish, 2008).

Alcohol use is also higher among LGB people who share a number of the
protected characteristics:

e A survey comparing the experiences of a group of LGB people aged
over 55 years with that of a group of heterosexual people, found that
older LGB people were likely to drink more often than their
heterosexual peers: 45% drank alcohol at least 3 — 4 days per week,
compared to just 31% of heterosexual people (Guasp, c2011b)

e Among lesbian and bisexual women with a disability, a survey found
that 63% had had a drink in the last week and three in 10 drink on
three or more days a week, compared to a quarter of women in
general. Among disabled gay and bisexual men, 69% had had a drink
in the last week and more than one-third (37%) drink on three or may
dayszger week, as do 35% of men in general (Guasp and Taylor,
nda)

e 70% of lesbian and bisexual women from black or ethnic minority group
had a drink in the previous week, and one-third drink on three or more

%! This was based on a self-completion survey completed by over 4000 LGB people in Great
Britain (predominantly England) (Buffin et al, ¢ 2011).

% Based on a self-completion survey completed by 633 men from Scotland as part of a GB-
wide survey of gay and bisexual men’s health ((Guasp, c2011a).

% Data not available for heterosexual men or women with a disability.
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days per week, compared with one-quarter of women in general.
Among gay and bisexual black or ethnic minority men, 69% had had a
drink in the previous week, and 3 in 10 drink on more than three days
per vg7eek, compared with 35% of men in general (Guasp and Taylor,
ndb)

What the studies also reveal are the different risk factors that may be
implicated in alcohol misuse among people who are lesbian, bisexual or gay.
‘risk’ factors identified include:

e The impact of internalised homophobia. There is felt to be a strong link
between the sense of 'shame’ felt due to the internalisation of negative
attitudes toward those who are lesbian, gay or bisexual. This is felt to be
associated with 'self-destructive' behaviours including alcohol abuse.
Alcohol has been described as a way of easing this sense of 'shame’ -
"Alcohol Allows You To Not Be Yourself* (Peralta, 2008)

e The experience of internalized homophobia as well as alcohol abuse may
also extend into older age. One study looking at the mental health of
lesbian, gay and bisexual people aged between 60 - 90 years, found that
compared with the women in the sample, men reported significantly more
internalized homophobia, alcohol abuse and suicidality (D'Augelli et al,
2001)

e In addition is the impact of external homophobia and discrimination. One
study of workplace harassment, gender identity and alcohol found that that
lesbian/bisexual women did not differ significantly from heterosexual
women in their experiences of workplace harassment. But there were
stronger links between this experience of harassment and increased
alcohol consumption and alcohol-related problems than among
heterosexual women. Gay/bisexual men, on the other hand, experienced
significantly more sexual harassment than heterosexual men, but did not
report an associated increase in alcohol use and misuse (Nawyn, et al,
1999)

e Childhood sexual or physical abuse. Studies of lesbian women have
found a relationship between the experience of childhood sexual abuse, or
physical abuse and excessive drinking, or drink related problems in
adulthood. One American study, for example, comparing exclusively
heterosexual, mostly heterosexual, bisexual, mostly lesbian, and
exclusively lesbian women, found that ‘exclusively heterosexual' women
reported less childhood sexual abuse, early alcohol use, and depression.
Bisexual women reported more hazardous drinking indicators and
depression than did exclusively or mostly lesbian. (Wilsnack et al, 2008).
Another study comparing young women and men found a similar pattern
among the young women but that while 'mostly heterosexual' boys were at

2" Data are not available for heterosexual men and women from black and ethnic minority
groups
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greater risk, there was no difference between gay or bisexual boys and
their heterosexual peers (Ziyadeh et al, 2007).

e Impact of culture or the 'scene’. Although possibly changing, the culture of
the 'scene’ around bars and clubs, a response to a lack of alternative
space places for LGB people to meet other LGB people, may have put an
emphasis on alcohol consumption. One Swedish study does suggest, for
example, that alcohol plays a more substantial role at the core of the gay
and lesbian community than for other sub-groups (Bergmark et al, 1999).

Barriers to substance misuse services for people who are lesbhian, gay
and bisexual.

An evidence review found little data available on LGB people’s access to drug
treatment services, and what little there was suggested low take up (Beddoes
et al, 2010b). One survey of LGB people across GB, found that although one-
third had sought advice about substance abuse, the most popular source was
the internet.

Reasons for low take up of services include lack of awareness that they have
a substance misuse problem, but also a perceived barrier accessing services
where they can feel comfortable and confident in the service provider (Buffin

et al, c 2011).

Features of service delivery that may act as a barrier include:

e Preventative health messages and campaigns appearing to only target
heterosexual people and not necessarily address or appear relevant to the
concerns of lesbian, gay or bisexual people
(http://www.stonewall.org.uk/what we_do/research_and_policy/health_an
d_healthcare/3464.asp)

e A view that available services do not cater from some of the commonly
used drug, or that they focus on drugs used less frequently among LGB
people (Beddoes et al, 2010b)

e People who are lesbian, gay or bisexual may be reluctant to disclose their
sexual identity to a health practitioner because they are fearful of
discrimination or receiving a negative response. Additionally they may be
reluctant to disclose that they have a substance misuse problem
compounding barriers to services. A survey specifically of gay and
bisexual men in Scotland, for example, found that one third of the sample
who had accessed healthcare services (not specifically drug or alcohol
services), had had a negative experience related to their sexual
orientation. Also more than one-third of the gay and bisexual men
surveyed were not out to their GP or healthcare worker (Guasp, c2011a).

e Among families where the family and/or the person about whom they are
concerned is LG or B, fear of bullying, homophobia or discrimination may
deter them from seeking help. Adfam’s good practice guidance suggests
that the sort of things that may deter families for access support include:
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o The perceived double stigma of drug/alcohol misuse and sexuality
in predominantly heterosexual environment

o Use of ‘nuclear’ definition of family, which don'’t reflect same sex
relationships or friends of people who are LGB who may fulfil a
family role

o No visible signs reflecting diversity

o Same sex parents feeling less able to access family support if they
feel they are going to be judged on their parenting skills or choice of
lifestyle

o Services being unsure or uncomfortable around language and
terminology. Workers’ unease potentially contributing to the
stigmatisation of families

o Services assuming heterosexuality in their language, advertising an
literature.

(ADFAM, 2010 http://www.adfam.org.uk/cms/docs/idf_toolkit.pdf)

Although not specific to drug and alcohol services, for LGB people from black
and minority ethnic communities additional barriers to services may include:

e Healthcare workers being inadequately trained on issues relating to
sexual orientation and ethnicity, and assuming everyone is
heterosexual, making people reluctant to be either open about their
sexual orientation to services, or to access services at all

e Healthcare workers failing to recognise or acknowledge the existence
of same sex couples

e Culturally appropriate services not always taking sexual orientation or
homophobic discrimination from people within their own communities
into account.

(Guasp and Kiberige, ¢ 2012)

Even when people who are LGB do access services they may be less
satisfied with the treatment they receive, or have potentially poorer outcomes
because of the way say services are delivered. One American study
comparing 120 gay, lesbian and bisexual former clients of a ‘traditional’
substance misuse programme and 107 heterosexual former clients found, for
example, that gay and bisexual respondents reported lower levels of
‘connection’ and ‘satisfaction’ with treatment than heterosexual participants.
Gay and bisexual men were also less likely to have completed treatment
because their needs were not being met, or to have been discharged early
than heterosexual men. The study also found that over one-half of
respondents felt that their sexual orientation had negatively affected their
treatment experiences (Senreich, E., 2009).

Moving toward good practice in substance misuse services for people
who are LGB

A review of the available evidence by Beddoes et al (2010b) found little
evidence in the literature on what constitutes good practice in drug treatment
and prevention, or studies measuring outcomes. It has also not been possible
to identify evidence-based examples of good practice in LGB alcohol
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prevention and treatment services. A number of different studies include
recommendations for service providers (e.g. Stonewall’s survey of gay and
bisexual men (Guasp, c2011a), and the Runnymede Trust/Stonewall study of
LGB people from black and minority ethnic communities (Guasp and Kirbrige,
c2012), there are also an increasing number of guides for good practice, such
as:

e Stonewall's Guide: Sexual Orientation: A guide with action plans for
the NHS (Ashworth, nd). This includes case examples of good practice
as well as action plans offering practical advice to NHS organisations
on how to meet the needs of LGB people, as patients and staff
(http://www.stonewall.org.uk/documents/stonewall guide for_the nhs

web.pdf)

e ADFAM'’s Diversity Toolkit aimed at services for families of people who
misuse substances (http://www.adfam.org.uk/cms/docs/idf toolkit.pdf)

There are number of common themes in these resources, relevant both to
LGB service users and LGB staff, including, for example:

e The need to develop an LGB policy

e The importance of strategic level commitment to understanding LGBT
needs

e The need for service design and delivery to be sensitive to issues of
sexual identity as well as responsive to factors such as direct or indirect
homophobia which may be a factor in the development of substance
misuse problems. Consider too the possible the interaction between
racism and homophobia for example.

e The importance of promoting the visibility of LGB people e.g. in images
and posters to create a welcoming environment

e The importance of encouraging disclosure and making confidentiality
procedures clear

e Understanding the specific needs of LGB people, including, for example,
wider health and emotional needs that reflect the wider contexts within
which alcohol and drug use occur

e Considering issues of language and communication, including information
and literature that is relevant to the LGB community, including, for
example, a broad definition of family

e Avoiding creating a hierarchy of identities between different protected
characteristics (e.g. between sexual orientation and race/ethnicity), and
also recognise that people may have a number of identities

¢ Providing staff training and skills development in LGB issues

e Engaging with the LGB community

e Monitor usage and evaluate impact.

Examples of activities in Scotland, include the development of an LGBT

Charter of Rights by Alcohol and Drugs Support South West Scotland (see
Box 1)
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The Stonewall Guide for the NHS also includes a number of ‘case studies’.
Box 2 describes a drugs and sexual health clinic in Nottinghamshire (this is
included here just for illustration - there is no accompanying information to
indicate its effectiveness).
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SECTION 4.7: SUBSTANCE MISUSE
AND PEOPLE WHO ARE
TRANSGENDER

Drug misuse and people who are transgender?®

Statistical data on drug misuse among people who are transgender is difficult
to find. One study of young lesbian, gay, bisexual and transgender people,
however, found that those who were transgender reported higher levels of
drugs and alcohol misuse than their lesbian, gay and bisexual peers (Carolan
and Redmond, 2003). A recent UK-wide survey of the mental health of trans
people (that is people who identify as transgender, transsexual or gender
variant in any way) also found that 24% of respondents had used drugs in the
last 12-months (n= 557), most commonly cannabis (11%), poppers (3%) and
ecstasy (4%) (McNeil, et al, 2012). This is a higher proportion than the
general population. The estimated prevalence of drug misuse in Scotland in
2009/10, for example, was in the region of 1.7% (and between 1.5 and 1.0%
across the four local authorities in Lothian) (ISD, 2011). Further, only 6.6% of
respondents to the Scottish Crime and Justice Survey self-reported illicit drug
use in the previous 12-months (National Statistics, 2012).

Of the 107 trans people responding to the mental health survey reported
currently using drugs 5% felt that this was a problem, and 18% felt that this
use was sometimes a problem (McNeil, et al, 2012). Among respondents 1%
were currently using drug and/or alcohol services; 6% had used drug and/or
alcohol services; the lifetime prevalence for usage of drug and/or alcohol
services was around 7%.

An (international) literature review on women, harm reduction and HIV
suggests that there is evidence of risky behaviour during illicit drug, hormone
and silicone use by transgender women, for example, injecting drugs using a
needle that was not new or clean. The authors suggest that for a variety of
reasons, including (in some countries) lack of access to affordable, legal
hormone therapy and plastic surgery, some transgender women use
contaminated needles for illicit hormone or silicone injections, putting them at
risk of HIV and other blood-borne illnesses. (Pinkham and Malinowska-

% Under the Equality Act 2010 Gender Re-assignment is a protected characteristic. This
includes people who are proposing to undergo or are undergoing or have undergone a
process (or part of process) to re-assign their sex by changing physiological or other
attributes of their sex. It is a personal process (i.e. moving away from one’s birth sex to the
preferred sex), rather than a medical one. People don’t have to have undergone a medical
gender re-assignment process to be protected by the legislation. Trans is sometimes the term
used for people who identify as transgender, transsexual or gender variant in any way. For
more information on transgender and gender identity, see the Scottish Transgender Alliance
(STA) Introductory Guide
http://www.scottishtrans.org/Uploads/Resources/sta_gender_identity introductory guide.pdf)
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Sempruch, 2008).

Alcohol misuse and people who are transgender

In the study of young LGBT people, referred to in the context of drug misuse,
people who were transgender reported higher levels of alcohol misuse than
their lesbian, gay and bisexual peers (Carolan and Redmond, 2003). A recent
UK-wide survey of the mental health of trans people (that is people who
identify as transgender, transsexual or gender variant in any way) used
AUDIT C to identify the prevalence of alcohol dependency. A score of over 3
on this screening tool indicates that someone is dependent on alcohol or
engaging in alcohol abuse. The survey found that of 576 participants, 62%
scored above 3 on the scale, with 47% scoring between 4 — 12. As the report
comments, this may suggest there may be significant harmful levels of alcohol
abuse among trans people (McNeil, et al, 2012). As described earlier in the
context of drug misuse, the survey also found that about 1% of the
respondents were using and 6% had used drug and/or alcohol services.

Barriers to substance misuse services among people who are
transgender

The literature review also suggests that the stigma experienced by
transgender people can be a barrier to help seeking. The issue of stigma has
also been identified as a barrier to health care more generally, as well as the
perceived lack of transgender friendly and transgender-knowledgeable
service providers. A Europe-wide survey of the transgender experience of
health care (Whittle et al, 2008) reports that trans people avoided accessing
routine healthcare because they anticipated prejudicial treatment from
healthcare professionals. A similar UK study found that nearly 30% of
respondents felt that being trans affected the way they were treated by
healthcare professionals (Whittle et al, 2007). Respondents to the recent
UK-wide Trans Mental Health Study also reported a high level of negative
experiences in their interactions with physical and mental health services and
with Gender Identity Clinics (GICs) (McNeil et al, 2012). Experiences
included health professionals:

Using hurtful or insulting language about trans people

Belittling or ridiculing someone for being trans or having a trans history
Thought the gender listed on someone’s ID or forms was a mistake
Use the wrong pronoun or name on purpose or by mistake

Showed unprofessional levels of curiosity about what someone’s
gender-associated body parts looked like.

In Scotland, a survey undertaken by the Scottish Transgender Alliance (STA),
found that the NHS services people were least satisfied with were NHS 24
and mental health services. Out of hours services were of concern because
of uncertainty about how an unfamiliar NHS person may react to any
revelation about transgender background or identity. In relation to mental
health services respondents described the perceived lack of understanding
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and knowledge on the part of general mental health specialists, potentially
resulting in inappropriate services (STA, 2008). Trans people also
experienced problems getting their health service records updated to correctly
reflect a change in gender - with implications for how people were referred to
by, for example, practice receptionists by pharmacists and/or on prescriptions.

Confidentiality, whether as patients or as members of staff can also be a
concern. Under the Gender Recognition Act 2004 (which applies after
someone has been living as the acquired gender for two years), it is, however,
a criminal offence, to reveal someone's gender history without their consent
(other than under certain specified circumstances).

Moving toward good practice in substance misuse services for people
who are transgender

To support service providers a paper, commissioned by Press for Change, a
campaigning body for trans people (http://www.pfc.org.uk), suggests ways for
evaluating care approaches and services for trans people (Burns, 2005). This
includes seven principles:

Not sick but different

Different ways to be different

Help to be, rather than to 'not be'

Autonomy and independence requires choice
Where care begins and ends, succeeds and fails
Determining responsibility - Achieving partnership
Second opinions

And seven practical tests of services:

Accessibility

Timeliness

Empowerment and choice
Respect and dignity

Equality and partnership
Autonomy and independence
The right to complain.

The Equality and Human Rights Commission has also issued guidance for
public sector authorities on the provision of goods, services and facilities to
trans people®® (ECHR, nd,

http://www.equalityhumanrights.com/uploaded _files/PSD/psd_trans guidance

-pdf).

Specifically in relation to health and care services, the guidance describes the
health and social care goods, facilities and service situations that can have an
impact on trans people include:

2 The guidance was issued before the Equality Act became law, so refers to the Equality Bill.
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e Facilities and services which are single sex

e Services that require trans people to allow another person, such as a
medical professional or social care worker, to see their genitals or
breasts, for example genito-urinary medicine and sexual health
consultations.

e Services that require trans people to give detailed accounts of their
personal histories, especially previous names or details of medical
procedures undergone, for example social work case records and
hospital admission forms.

e Facilities and services which anticipate service users having a
particular risk or need profile predicated by a particular combination of
physical sex characteristics with gender role, for example cervical or
prostate screening services and fertility services.

e (Goods that are usually only provided to people of a particular birth sex,
for example the provision of contraception, sanitary towels and
tampons or provision of drugs which are gender specific.

The guidance underlines that trans people, including those who do not seek to
undergo gender reassignment medical treatment, will need, like everybody
else, to access more general health and social care services. As the Trans
Mental Health Survey suggests, this will include drug and alcohol services.

To assist public authorities the guidance includes a number of good practice
examples, which although not specific to drugs and alcohol services, provide
relevant learning for service providers. This includes a Trans-Specific
Equality and Human Rights Policy developed by NHS Glasgow which sets out
The policy sets out the Health Board’s responsibilities both as a provider of
services, and as an employer of trans people. The policy itself is available at

http://sandyfordtranswomen.tripod.com/NHS Greater Glasgow and Clyde T
ransgender Policy.pdf.

The ECHR guidance describes how the scheme was developed (Box 1)

Box 1: Creation of a trans-specific equality and human rights policy
What was done?

Greater Glasgow and Clyde NHS Board decided to create a trans equality
policy as one of their single equality scheme actions. They approached both
local and national trans organisations and established a working group with
trans people and NHS health board staff to design the trans equality policy.

Greater Glasgow and Clyde NHS Board established their commitment for the
policy to incorporate a human rights approach and to recognise the fullest
diversity of gender identity. They found that most existing trans guidance only
considered equality issues for people undergoing gender reassignment and
therefore they arranged a very successful training day for their corporate
inequalities team and other managers specifically on the lives and equality
and human rights issues of trans people who do not intend to undergo gender
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reassignment.

To enable the best possible understanding of their human rights obligations in
regard to gender identity, they proactively sought legal opinion to inform
development. The resulting guidance addressed single-sex ward placement,
rights to respect for gender identity in the absence of a Gender Recognition
Certificate, and the rights of trans and intersex young people.

What was the outcome?

The corporate inequalities team within Greater Glasgow and Clyde NHS
Board significantly increased their understanding of the issues faced by trans
and intersex people. They have committed to ensuring that the human rights
principles of dignity and respect underpin their policies.

The team has established stronger links with trans groups locally and
nationally who will be involved in further consultation and involvement as the
policy becomes operational and is subject to review.

The range of gender reassignment medical services provided has been
expanded in order to better meet the needs of trans service users. For
example, access is now provided to electrolysis for hair removal which
previously was not recognised as a need.

Source: ECHR (nd) Provision of goods, facilities and services to trans people:
guidance for public authorities on meeting your equality duties and human
obligations, p. 22
http://www.equalityhumanrights.com/uploaded_files/PSD/psd_trans_guidance

-pdf).

Other good practice examples within health and social care described in the
ECHR guidance include:

Improving health survey accessibility to trans people

Improving patient care by promoting trans equality

Acknowledging older and disabled trans peoples’ needs

Inclusion of trans equality within an EQIA

Procedures to respect trans patients’ privacy

Trans inclusion in social care services supporting survivors of rape and
sexual abuse (see Box 2)

Box 2: Developing trans inclusion in social care services supporting
survivors of rape and sexual abuse

What was done?

Edinburgh Women’s Rape and Sexual Abuse Centre re-assessed their
policies with regard to providing goods, facilities and services to trans people
following the change of law in April 2008. They then developed a new policy
on trans inclusion in close consultation with a national trans organisation.
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