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EADP Executive Meeting - Tuesday 6th February 2024 3-5pm

	Present

	Pat Togher
	Chair -

	Linda Irvine-Fitzpatrick (LI-F)
	Strategic Lead Thrive Edinburgh, Substance Use and SRO, Prevention and Early Intervention

	David Williams (DW)
	Joint Programme Manager, EADP

	Mike Massarro-Mallinson
	

	Carey Fuller (CF)
	Head of Justice Services, CEC

	Anna Duff (AD)
	Interim North West Locality Manager

	Patricia Burns (PB)
	SE Mental Health & Substance Misuse Manager

	Deborah Clark
	Development Officer EVOC 

	Adele Hill (AH)
	Chair of SUNE 

	Katriona Paterson (KP)
	Primary Care Addiction & Mental Health Nurse Team Leader

	Jemima Estabrook (JE)
	

	David Happs (DH)
	

	Avril Mackay (AM)
	

	In Attendance

	Neil Stewart (NS)
	Planning and Commissioning Officer, EADP

	Carys Moodie (CM)
	Business Support Administrator, EADP

	Ian Davidson (ID)
	Strategic Commissioning and Planning Officer, EADP 

	Apologies

	Morag Leck
	Principal Solicitor - Licensing, City of Edinburgh Council

	Moira Pringle
	

	Simon Porteous
	Family and Household Support Service Manager

	Absent
	

	David Abernethy
	Governor, HMP Edinburgh, Scottish Prison Service

	Nicolas Fraser
	Senior Solicitor, The City of Edinburgh Council

	Michele Mulvaney
	Strategy Manager (Communities), The City of Edinburgh Council

	Keith Dyer
	Quality Assurance and Compliance Manager, Children, Education and Justice Services, The City of Edinburgh Council

	Stuart Osborough
	Senior Change and Delivery Officer, Corporate Services, City of Edinburgh Council

	Steven McCann
	Offender Outcomes Unit Manager, HMP Edinburgh, Scottish Prison Service

	Jessica Haenow
	Lead Officer - Edinburgh Adult Protection Committee

	Lorna Watt
	







	1.
	Welcome 

	
	Pat welcomed all to the meeting and apologies were noted. 


	2.
	Matters Arising - Minutes of previous meeting – paper 1                                                             
These were agreed as accurate.
Actions from previous meeting were completed – 
David received feedback from questions they circulated.
Core group has changed name to Joint commissioning Group.

	3.
	Decision making Items

	4.
	Putting the voices of lived and living experience at the heart of EADP decision making programme - Proposed way forward (Paper 2) – DW
David spoke briefly to the group about the plan for the programme which has been mandated by the SG and spoke on the process which is: 6 workstreams. 

The EADP are asking the Exec to agree to the following programmes for the strategy: 

1 – Lived-and-Living experience panel: The title of this workstream is in review as people agreed it doesn’t work for this programme. The programme will receive representation directly from the ADP and receive agendas items set by the ADP. The plan for this group is to bring together people who are in recovery or still actively using. This workstream is being led by Deborah and Elil. The request for the Exec is to approve this programme to be commissioned. The panel will include multiple functions: a fully employed person at the centre of it, attend ADP meetings and bringing voices from communities to groups etc. David asked for people to attend this meeting if they can.

2 – Living experience panel: The programme is aimed at people who are still using and involved in homelessness/risk of homelessness. Jason Wallace - SDF and local partners are facilitating the programme by providing a safe space to people which will feed back directly to the ADP.

3 – MAT experiential data gathering process: This programme is currently ongoing with people with lived experience who work within the treatment system interviewing directly with service users as part of the MAT Standards. It is being facilitated by Lorna Watt from the ADP.

4 – Ellipsis: Linda spoke about the wider programme Ellipsis which will be run by people with lived and living experience whose lives may have been disrupted by poverty, poor mental health, racism, etc. It will be funded by the ADP and the research will be led by people with lived and living experience.

5 – Independent Collective Advocacy: The programme is being delivered under contract by the patient’s council as a sub-contractor for Advocard. The group will being able to set their own agendas. It’s a relatively new service which engages people by getting their views and recruiting people to take part in co production. The lead facilitator will also attend exec meetings.

6 – Other ADP processes: The programme as ADP officers is to continue to think through how we produce each piece of work.

See paper 2 for full details on Report.

Actions:
· Young people, children and families will be included as a subgroup under programme 1 - David to make clear in the strategy.
· Finalise potential costs on top of the 42k revenue.


	5.
	CAPSU recommissioning (paper 3) - NS
Neil talked to the group about the Recommissioning process for the children affected by parental substance use contract which is joint with Children, education and justice and has been funded since 2016. Changes within the recommissioning service to improve the service is working together with the Police, third sector, social work and education and evaluating feedback on the services from people with lived and living experience. The feedback will allow the ADP to review if the new specification fits their needs. 

Report will be sent to the procurement board on March 20th and aims to have the specification ready for then also. Funding will be available through the ADP within the revenue budget.
CAPSU contract helps support families with things that social workers don’t have time to do or that they perhaps have bad experiences with.

Actions:
· Neil to bring back the new contract process to exec before sending off to procurement. 
· Neil to create survey to get responses and views from various services to get a range of feedback.
· Outcomes and evaluation from within the CAPSU service over the years could be developed to bring back to Exec.


	6.
	Edinburgh Safer Drugs Consumption Facility and Drug Checking Services – DW
David presented to the Exec a PowerPoint on Safer Drug Consumption Facilities and Drug Checking Services. The paper has been circulated and have had responses back. The researchers estimated it would cost £1m to run over two locations.

Next Steps:
· Councils are requesting the report is published by the 9th February.
· DCS: to join a national group which is developing similar programmes and come back with recommendations in 3 month or so with an outline of implementation.
· SDCF: Report has recommendations after circulation, the next step is to ask the Lord Advocate to approve and pass the service specification on whether the drug consumption feasibility can be permitted.

Way forward/Actions:
· Question SG on their commitment to help fund some of the development and to find out their willingness. -  Pat to meet with the Minister and some councillors to discuss expectations
· David to write draft cover letter summarising proposal.
· David and Avril will write an action plan for what happens next after speaking to the SG.
The group agreed with the proposal going ahead after a discussion is had with the Scottish Government. The Exec group agreed to publish the report which was directed by the councillors and funded by the Exec.

	7.
	MAT Standards (paper 5) – AD
Anna gave an overview of the MAT standards and what position they are at as they are expected to report back to Public Health Scotland in March. Edinburgh MAT 1-5 is in a positive position and is compliant, however it is only one month worth of data. 

Key points:
· Positive reports in MAT standards 6 & 10
· Processes to be put in place to capture the data for the reports with clear protocols written down. 
· Good progress is being made & headed in the right direction. 
· Access clinic patients’ data during Pat’s visit to the centre.


	8.
	Edinburgh Alcohol and Drugs Strategy Development update – DW & LI-F
David presented to the group a PowerPoint presentation on the EADP Strategy Development update. The next step for development is to be completed by April. 6 cross-cutting themes are being split into different consultations/open meetings with an event to put everything together. The group were asked if the themes could be updated/improved. 
David also asked people to come along to the EADP Event on Thursday 21st March if possible.

Actions:
· Contributions from the group are welcomed on where else the EADP can engage with stakeholders

	
	For awareness/discussion


	9.

	Drug Treatment and Testing orders (paper 6) – CF
Carey gave an update on the DTTO papers which she took to COG last week for the review of the service and the COG supported service review which has ambitious timelines also. 
DTTO service challenges: Carey asked members of the group to attend 6 different Leaders early engagement events that DTTO have planned to bring people together on what works well.

	10.
	Agenda Planning and Business Cycle 2024/25 (paper 7)
David asked the group questions on any agenda items they would like to see on the ADP agenda. 

Actions:
· Email David with any topics/items for agendas including strategies or changes to different developments.
· David to re-circulate the draft Terms of reference to the exec group.


	11.
	Any other business
No other business

	12.
	Date of next meeting 
The next meeting will take place on 2nd April 3.00 to 5.00 pm in person
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Executive Meeting Agenda 



Date: Tuesday 6th February 2024

Time: 3pm to 5pm

Venue: Online



		No

		Item

		Led by

		Time 



		1.

		Welcome from the Chair and apologies 

	

		Pat Togher

		3.00 pm



		2.

		Minutes of previous meeting (Paper 1)



		Pat Togher

		3.10 pm 



		3.

		Actions Arising

		David Williams, EADP 

		3.15 pm



		4

		Putting the voices of lived and living experience at the heart of EADP decision making programme - Proposed way forward (Paper 2)



		David Williams 

		3.20 pm



		5

		CAPSU recommissioning (paper 3)

		Neil Stewart, EADP

		3.35



		6

		Edinburgh Safer Drugs Consumption Facility and Drug Checking Services

		David Williams

		3.40



		7

		MAT standards (paper 5)

		Anna Duff, EHSCP and Ian Davidson, EADP 

		4.05



		8

		Edinburgh Alcohol and Drugs Strategy Development update

		Linda Irvine Fitzpatrick, EHSCP and David Williams, EADP

		4.15



		9

		Drug Treatment and Testing orders (paper 6)

		Carey Fuller, Communities, Education and Justice  

		4.30



		10

		Agenda Planning and Business Cycle 2024/25 (paper 7)

		Pat Togher

		4.40



		11.

		Any other business 

		

		4.50



		12.

		Date of Next Meeting – 2 April 2024

		

		5.00







For awareness: paper 8: performance framework 



image1.jpeg

EDINBURGH

Alcohol & Drug
Partnership








image3.emf
Paper 1 EADP Exec  Minutes 05.12 FINAL.docx


Paper 1 EADP Exec Minutes 05.12 FINAL.docx
[bookmark: _Hlk143248626][image: ]

EADP Executive Meeting - Tuesday 5th December 2023 3-5pm



		Present



		Linda Irvine-Fitzpatrick (LI-F)

		Acting Chair - Strategic Lead Thrive Edinburgh, Substance Use and SRO, Prevention and Early Intervention



		David Williams (DW)

		Joint Programme Manager, EADP



		Dzidzai Chipuriro (DC)

		Service Manager, REAS



		Neil Whiteside (NW)

		Chief Inspector, Police Scotland



		Carey Fuller (CF)

		Head of Justice Services, CEC



		Anna Duff (AD)

		Interim North West Locality Manager



		Patricia Burns (PB)

		SE Mental Health & Substance Misuse Manager



		Deborah Clark

		Development Officer EVOC 



		Adele Hill (AH)

		Chair of SUNE 



		Flora Ogilvie (FO)

		PH Consultant, NHSL PH



		Samantha Ainslie (SA)

		Chief inspector, Police Scotland



		Eleonora Ho (EH)

		Finance Manager, EHSCP



		In Attendance



		Neil Stewart (NS)

		Planning and Commissioning Officer, EADP



		Carys Moodie (CM)

		Business Support Administrator, EADP



		Ian Davidson (ID)

		Strategic Commissioning and Planning Officer, EADP 



		Elilajan Jeyakumar (EJ)

		Development Worker: EADP Recovery Community Panel 



		Lorna Watt (LW)

		Change and Delivery Officer EADP



		Apologies



		Morag Leck

		Principal Solicitor - Licensing, City of Edinburgh Council



		Simon Porteous

		Family and Household Support Service Manager



		Absent

		



		Katriona Paterson

		Primary Care Addiction & Mental Health Nurse Team Leader



		David Abernethy

		Governor, HMP Edinburgh, Scottish Prison Service



		Nicolas Fraser

		Senior Solicitor, The City of Edinburgh Council



		Michele Mulvaney

		Strategy Manager (Communities), The City of Edinburgh Council



		Keith Dyer

		Quality Assurance and Compliance Manager, Children, Education and Justice Services, The City of Edinburgh Council



		Stuart Osborough

		Senior Change and Delivery Officer, Corporate Services, City of Edinburgh Council



		Steven McCann

		Offender Outcomes Unit Manager, HMP Edinburgh, Scottish Prison Service



		Jessica Haenow

		Lead Officer - Edinburgh Adult Protection Committee













		1.

		Welcome 



		

		Linda welcomed all to the meeting and apologies were noted. 





		2.

		Matters Arising - Minutes of previous meeting – paper 1                                                                

These were agreed as accurate





		3.

		Decision making Item





		3.1

		Safer Drug Consumption Facility and Drug Checking services Feasibility studies led by Professor James Nicholls, University of Stirling (paper 2, 3 & 4)



Professor Nicholls gave a presentation of information from the comprehensive report.



The research involved analysis of data - The research questions were: 

· what do we know about what works? 

· where are the key areas of harm in the city? 

· what do potential clients want and need? 

· what do decision-makers think is needed and possible?



The team 22 people with lived/living experience and 5 families to  gain an understanding from their perspective  about what would be beneficial. Professional stakeholders were also interviewed to  discuss this within the wider framework of delivery and service provision. 



Key findings of report

· Significant drug-related patterns of use and harms in the city that could be mitigated by an SDCF.

· Drug use and harms is dispersed across the city and not in one single location. 

· Drug use is varied and changing as high levels of cocaine injecting and benzo use has been reported and widespread.

· Lived and living experience peers, families and professional stakeholders support the idea of a SDCF.

· Strong support for hybrid provision.



Possible implications in terms of location is that there is no obvious single hotspot, the data provided aggregated to different geographies. Priorities for SDCF are acute harm reduction and wider benefits. The costs dependent on model and scale, perhaps £1 million p/a as ballpark?



Some recommendations include:

· Continuing engagement with potential service users and launching a community consultation in hotspot areas.

· Develop a communication plan to provide public with information about SDCF provision.

· Consultation with homelessness and drug services to explore option of embedded provision.

· Establishing protocols to share relevant data to track patterns over time.





The key questions posed to   EADP Executive members were:  



1. From an organisational point of view, do you support the positive aspects of the report (i.e. the recommendation that we pursue both interventions)

1. What caveats, conditions, or risks would you want to highlight about further development (e.g. we would support further exploration, but only if external funding can be found

1. Some aspects of the next steps are to form a group and develop the recommendations into a more concrete action plan. Do you have thought either on how this might be done or what involvement you or your organisation should have



There was some limited discussion and feedback with colleagues recognising the depth and breadth of the report.  It was agreed that members with further thoughts on the questions should respond further via email or in a call/ one to one meeting with DW by the 16th of December.  





		3.3

		EADP Draft Terms of Reference– David Williams, EADP( paper 5)

David spoke about the ADP as a broad-based partnership with links to a diverse range of groups and partnerships including  criminal justice, children and families, mental health 



He presented to the group the draft terms of reference and invited members to consider  some key questions: 

· Do the   Core Values resonate and represent the EADP?

· Do proposed financial and reporting arrangements provide sufficient assurance for  Executive members

· Membership and Formal links to other partnerships mutual representation and formal links with the following partnerships/ structures are suggested to 

· Equally Safe Partnership

· Children’s Partnership

· Housing

· Thrive

· Community Safety Partnership

are  there other key partnerships?  How should the links work?

· Elected members – should the Executive include elected members 

· Input is welcomed to the draft business cycle and risk register

· To be support the reforming of the Core group

· Agree that the OJB Chief Officer is the new EADP chair 

· 

It was   agreed that members with further thoughts on the questions should consider the draft TOR and the questions posed and respond via email or in a call/ one to one meeting with DW by the 16th of December  





		3.4

		Developing a Lived and Living experience panel for EADP(final report and   recommendations– Lorna Watt, EADP & Elilajan Jeyakumar, EVOC (paper 6)

Elil spoke to the group about EVOC’s Recovery Community Panel. The Recovery Community Panel is a new panel created by EVOC to involve people with lived and living experiences to share their stories and be able to help others that are struggling.  Elil shared feedback he received around the new panel from people with lived and living experiences, some people said they would prefer it not to be called a ‘panel’.   Subgroups within EVOC were also suggested specifically to support women, family/carers, peer workers and veterans. 

Recommendations were given to EVOC on ways to improve the Recovery Community group, which are: To create their own agendas, training on how to lead the panels.

ACTION: DW to circulate Elil’s presentation for further comment





		3.5

		EADP Strategy Development update– David Williams, EADP (paper 7&8)



[bookmark: _Hlk146805378]David detailed the Strategy draft paper and the Draft Contents (paper 8).  There would be a focus on policy, data including drug & alcohol harm/deaths, trends, how the strategy was developed through co-production, and focus on delivery and monitoring impact and progress.   There are six outcomes proposed: 



1. Outcome 1 - Prevention: Fewer people develop problem drug use

1. [bookmark: _Hlk154657498]Outcome 2 - Harm Reduction: Risk is reduced for people who take harmful drugs

1. Outcome 3 - Access to Treatment: People have access to treatment and recovery

1. Outcome 4 - Quality of Treatment: People receive high quality treatment and recovery services

1. Outcome 5 - QoL: Quality of life is improved by addressing multiple disadvantages

1. Outcome 6 - Children & Families: Children, families and communities affected by substance use are supported



Linda suggested that outcomes 1 and 2 need to included alcohol as well as drugs. 



The timeline for the draft strategy is to have the draft circulated in mid-January with a discussion at the next Exec meeting in early February, with ongoing co-production from mid January to March  with EADP Executive  sign off in April 2023. 



Open drop in meetings/sessions will be arranged to allow practitioners and stakeholders including in police/A&E and people with lived and living experience from all areas  to co-produce the final draft. 



David invited members to consider if the process was inclusive, with realistic timescale and dis the draft outcomes reflect discussion and priorities in line with policy and coproduction to date.  He invited comments by 16 December.

· 



		3.6

		MAT Standards– Anna Duff, EHSCP  (paper 9)

Anna informed the group that both she and David have been working on a detailed plan for monthly reporting with timescales and governance structure to feed into. At the first meeting last week the operational people within the meetings agreed the timescales for the actions are achievable for April 2024. Some of the group’s actions include Increasing capacity and opening the central clinic open to 5 days a week.  Flora raised to the group that a vacant post in Edinburgh which would help support the plan.











		4.

		For awareness/discussion





		4.1



















		Drug related Deaths in Edinburgh, 2022– Flora Ogilvie, Public Health (paper 10)

Flora presented the report of the drug related deaths of 2022.  She highlighted the drug related deaths data within Scotland, comparing the data to previous years and alcohol-specific deaths which are higher than drug-related deaths in Edinburgh. 



The recommendations received from the report included:

· ADPs to continue to implement MAT standards

· ADPs should use learning from areas which have improved further

· ADPs to take action to reduce harm not only from opioids but also other stimulants and prescription medications.

· Substance use services in Lothian should try to improve data collection 

· NHS pharmacies directorate should explore opportunities to strengthen current activity around prescribing 

· NHS public health directorate, analytical services and ADPs should ensure the condition of work to identify vulnerable individuals 

· EADP should continue work to explore potential options for safer drug consumption facilities in Lothian



Linda thanked flora for this helpful report and  reflected that reduction in drug related deaths was a key aim of the developing strategy. 



Linda encouraged members to review and feedback any further comments to Flora. 





		5.

		Any other business 





		5.1

		Funding Decisions

Linda reported that there were two new programmes supported by the EADP which would be in place shortly:

· Expansion of the Cyrenians Hospital Inreach Service for Homeless people who have been admitted to the Royal Edinburgh Hospital, Royal Infirmary and Western General Hospital for three years.

· A specific alcohol  and drugs component to the newly established Ellipsis.. a three year  partnership collecting and analysing people’s stories which will generate new insights to directly influence and changes health and social care for people in Edinburgh 



Members welcomed these new developments. 





		6. 

		Date of next meeting 

The next meeting will take place on 6th February from 3 to 5.00 pm 
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			Present





			Tony Duncan (Chair) (TD)	


			Service Director Strategic Planning





			Neil Stewart (NS)


			Planning and Commissioning Officer EADP





			Dzidzai Chipuriro (DC)


			Service Manager, REAS





			Neil Whiteside (NW)


			Chief Inspector, Police Scotland





			Carey Fuller (CF)


			Head of Justice Services, CEC





			Anna Duff (AD)


			Interim North West Locality Manager





			Patricia Burns (PB)


			SE Mental Health & Substance Misuse Manager





			Deborah Clark


			Development Officer EVOC 





			Adele Hill (AH)


			Chair of SUNE 





			Flora Ogilvie (FO)


			PH Consultant, NHSL PH





			Linda Irvine-Fitzpatrick (LI-F)


			Strategic Lead Thrive Edinburgh, Substance Use and Homelessness





			Moira Pringle (MP)


			Chief Finance Officer, Edinburgh Integrated Joint Board





			Samantha Ainslie (SA)


			Chief inspector, Police Scotland





			Angela Voulgari (AV)


			Equally Safe Edinburgh Committee Lead Officer, Education and Justice Services





			Eleonora Ho (EH)


			Finance Manager, EHSCP





			In Attendance





			Neil Stewart (NS)


			Planning and Commissioning Officer, EADP





			Carys Moodie (CM)


			Business Support Administrator, EADP





			Ian Davidson (ID)


			Strategic Commissioning and Planning Officer, EADP 





			Elilajan Jeyakumar (EJ)


			Development Worker: EADP Recovery Community Panel 





			Lorna Watt (LW)


			Change and Delivery Officer EADP





			Apologies





			Morag Leck


			Principal Solicitor - Licensing, City of Edinburgh Council





			David Williams


			Joint Programme Manager EADP





			Simon Porteous


			Family and Household Support Service Manager





			Absent


			





			Katriona Paterson


			Primary Care Addiction & Mental Health Nurse Team Leader





			Isobel Nisbet


			Access Place Manager





			Kenny Raeburn


			Senior Accountant City of Edinburgh Council





			David Abernethy


			Governor, HMP Edinburgh, Scottish Prison Service





			Nicolas Fraser


			Senior Solicitor, The City of Edinburgh Council





			Michele Mulvaney


			Strategy Manager (Communities), The City of Edinburgh Council





			Shirley McLaren


			Community Safety Manager, Children, Education and Justice Services, City of Edinburgh Council





			Keith Dyer


			Quality Assurance and Compliance Manager, Children, Education and Justice Services, The City of Edinburgh Council





			Stuart Osborough


			Senior Change and Delivery Officer, Corporate Services, City of Edinburgh Council





			Steven McCann


			Offender Outcomes Unit Manager, HMP Edinburgh, Scottish Prison Service





			Jessica Haenow


			Lead Officer - Edinburgh Adult Protection Committee











			1.


			Welcome 





			


			


			





			


			Tony welcomed all to the meeting and apologies were noted. 





			


			


			





			2.


			Matters Arising 





			


			


			





			2.1


			Update on licensing board policy development. 





			


			


			





			


			Fiona  reported that conclusion has yet been reached and the Board is meeting in August for further consideration of the  draft policy statement before  publishing the final policy in November. Whilst this will cover opening hours and extensions, review of areas of over provision will be the subject of a separate consultation and policy.


.


			


			


			





			2.2


			Drug Consumption Room and Drugs Checking feasibility study 





			


			


			





			


			It was noted that this would be a future agenda item. 





			


			


			





			2.3


			Update on Whole Family Approaches


			


			


			





			


			Neil confirmed that from the Scottish Government on expectations of work to develop Whole Family Approaches. Was expected but not yet received. 





			


			


			





			2.4


			Update on CAPSU


			


			


			





			


			Neil reported that consultation work on new specification underway and draft specification will be presented at future meeting. Contract has been extended until June 2024 affording extra time for consultation.





			


			


			





			2.5


			LEAP Outcome Study 


			


			


			





			


			It was noted that  discussion on 4-year outcomes study  will take place at the  next Executive  meeting.











			


			


			





			3.


			Decision making Items.





			


			


			





			3.1


			Draft Annual Performance Report 2022-23 (Paper 2)


			


			


			





			


			Neil gave a brief presentation on the highlights of the annual report.


 


The first part focuses on MAT Standards progress. Progress has been made in all areas however this has been curtailed by difficulties in recruiting staff.  EADP has worked closely with operational partners and agreed development plans, ensuring required is available and  continues to meet on a monthly basis to monitor progress. It is expected that MAT assessment will be fully implemented and will move to green in all areas when recruitment is completed. 





EADP will be working with partners in Children, Education and Justice to address current issues with DTTO.





Work with REAS, LEAP and the Ritson Clinic has successfully increased places to 112 per annum and Health Improvement Scotland (HIS) are supporting pathways development work to improve access for people.





Peer Research in relation to the MAT standards has been very successful and 58 people were interviewed by peers. Work is ongoing to develop a Lived and Living Experience panel. Edinburgh Recovery Activities programme continues to expand and a programme for families has been introduced with Circle.





The report was generally welcomed by members.  Partners agreed that a financial summary should be included. 





Members are asked to contribute any thoughts or additions to the final version  to Linda by 25 August. 





			







































































LIF MP








ALL


			


			





			3.2


			EADP Draft Annual Delivery Plan  2023-24 (Paper 3)





			


			


			





			


			Linda presented on the EADP action plan for the coming year which maps out  the workplan,  She is keen that  leads and timescales are agreed.   She invited members  to review, make comment and identify named persons as leads for the different priorities.  All inputs to be made to Linda by 25 August.  A second draft will then be prepared for sign off by the Executive. 








Linda also reported that Health Improvement Scotland / DTTO Workshop has been set up for 22nd September and she would organise a   Community  Justice MAT Implementation Workshop to be arranged. Linda highlighted that there is great work happening with the . EADP commissioned services and she will reach out to colleagues in Communication to ensure we are highlighting these positive developments. 


 





			











All














LIF




















LIF





			


			





			3.3


			Financial Overview  (Paper 3)





			


			


			





			


			Elea and Moira gave brief presentation highlighting that  EADP  are  in a good position financially this year.  She has created a 3-year spending plan with a breakdown of spending and funding between NHS/City of Edinburgh council and Third sector. Although there is underspend that will used to cover commitments made but  the EADP will need plans in place as the underspend will not cover these indefinitely. 





			


			


			





			3.4


			Funding Request – Community Safety (Paper 4) 





			


			


			





			


			Linda detailed the funding request from Street Assist for £20,000 per annum for a three-year period  to provide help  and assistance through the night to people. The overwhelming majority of harm arising from the night-time economy is related to alcohol and drug use. Street Assist works alongside emergency services to reduce disorder, harm and inappropriate emergency department presentations.  The service is an excellent resource and reduces risk for all people in the city, Colleagues were supportive of this proposal with  Police commenting on the key role Street Assist play in the night time economy in the city centre. 





It was agreed to support the proposal and Linda will  discuss key performance indicators with the service.  This will be useful information for Public H and their dialogue with the Licensing Board.  





			






































LIF


			


			





			3.5


			Equally Safe Committee – Draft position statement on Commercial Sexual Exploitation (Paper 5) 


			


			


			





			


			Angela  introduced the Equally Safe Edinburgh Committee draft  position statement on commercial sexual exploitation  which has been created by a working group. 





The Position Statement aligns with emerging national policy challenging men’s demand to purchase sex. It takes a gendered approach to addressing the harms caused by commercial sexual exploitation, recognising that the victims are overwhelmingly women and girls.  





There was thoughtful; and robust discussion with group members.  Adele raised concern that banning sexual entertainment venues may push sexual exploitation underground with the possibility of putting women and girls at increased risk.  Angela noted  that the evidence from elsewhere was that acceptance put them at more risk and that banning venues reduced this.  Angela agreed to provide more information on the research and invited all to send comments to her.  It was agreed that Angela would circulate a future draft and attend a future EADP to discuss further.  She noted the intent to  have this signed off by CEC. 





			


















































All


AV





			


			





			4.


			Discussion / Awareness Items





			


			


			





			4.1


			Police Scotland Plan and implications for ADP Partners 





			


			


			





			


			Neil provided an overview of various programmes operated by Police Scotland to reduce the harms associated with drugs and alcohol. He highlighted one particular service, Operation Nightguard where police officers are brought in from outer areas to support staff engaging with people and venues on Friday and Saturday nights. The local policing plan is still in review. Alcohol related harm is an ongoing priority within the plan.





Neil offered people the opportunity to go out with the Nightguard team to experience what they do first hand. Members should  email Neil if interested.  Members were invited to read paper and provide NW with comments/observations directly to Neil. 





			





























All


			


			





			4.2


			DTTO Update 





			


			


			





			


			Linda, Carey and Tricia  reported that due to staffing problems the DTTO was suspended,  and courts informed that  a Community Payback Order with drug treatment can be issued. . It was noted that some new staff have now been recruited and there are 69 open DTTO’s in service. A workshop led by HIS is planned for the 22nd September  to discuss a new model and recommendations will be brought to Chief Officers Group  in December.  An update on progress will be give to the next EADP Executive. 








			

















PB CF


LIF DW


			


			





			5.


			Any other business 





			


			


			





			


			Tony reported that he  is retiring, and this was his last meeting, Linda IrvineFitzpatrick will chair EADP Executive meetings on an interim basis pending the appointment of Tony’s replacement. Members thanks ed Tony for all his input and support to the EADP. 





			


			


			





			6.


			Date of next meeting 


The next meeting will take place on 3 October from 3 to 5.00 pm 


			


			


			








					











[bookmark: _MON_1752409059]


Page 2





image1.jpeg


EDINBURGH

Alcohol & Drug
Partnership









image2.emf


PAPER 1 - Minute  EADP Exec 06.06.23.docx






PAPER 1 - Minute EADP Exec 06.06.23.docx


[image: ]



EADP executive Meeting 6th June 2023



				Present







				Tony Duncan	



				







				David Williams



				Joint Programme Manager EADP







				Neil Stewart



				Planning and Commissioning Officer EADP







				Katriona Paterson



				Clinical Nurse manager, Primary care and addictions. 







				Dzidzai Chipuriro



				Service manager, REAS







				Angela Voulgari



				Lead officer: Equally Safe Edinburgh committee 







				Neil Whiteside



				Chief inspector, Police Scotland







				Carey Fuller



				Head of Justice Services, CEC







				Carys Moodie



				Business Support Administrator EADP







				Adele Hill



				Chair of SUNE 







				Flora Ogilvie



				PH Consultant, NHSL PH







				Linda Irvine-Fitspatrick



				Strategic Lead Thrive Edinburgh







				Moira Pringle



				CFO, EIJB







				Samantha Ainslie



				Chief inspector, Police Scotland







				Lorna Watt



				Change and Delivery Officer EADP







				Apologies







				Morag Leck



				Licensing















Summary of developments, detailed action plan 2023 – Forward Plan (DW)







The detailed action plan David presented of expected activities to be reported back to the exec for the next year:







				June







				· [bookmark: _Hlk135129037]MAT Standards results and action plan – 2023/2024







				· Review of alcohol strategy







				· Alcohol treatment system data/QI Plan







				· Lived and living experience panel set up







				







				August







				· National annual ADP Report







				· Phase 1 drug consumption rooms and drug checking services report







				· Residential Rehab pathway improvement plan







				· CAPSU Report (co-produced spec/market report)







				







				October







				· Final DCR/Drug checking report







				· Intermediate care/residential stabilisation (co-produced spec/market report)







				







				December







				· Report: Young people’s early intervention services











	



Contributions to the year’s agendas from members are expected to include



· Drug related deaths annual report to be brought to the exec for discussion (Flora)



· Creating hope together (suicide prevention strategy) to be brought (Linda) 



· Equally safe Strategy is to be reviewed over the year and needs to be reported into this group. (Angela) 







Action: 



DW to gather dates for these to be incorporated into future agendas







Minutes of previous meeting (April 2023) and actions arising (paper 1)



· Revised version of 4/4/2023 minutes to be circulated.



· Nighttime economy to be discussed at August meeting



· AFS statement – conditional support expressed as agreed.



· YP services – Neil updated briefly; first meeting of the steering group has taken place and a plan for consultation agreed; MSc student may be able to support the work, report to come to ADP exec in December – the current funding is unsustainable.







MAT Standards result and action plan 2023/2024 (DW)







David presented the MAT Standards Results for Edinburgh 2022-23







				MAT 



				Final RAGB 10.05.23







				MAT 1



				Provisional Amber







				MAT 2



				Provisional Green







				MAT 3



				Amber 







				MAT 4



				Amber







				MAT 5



				Provisional Green







				MAT 6



				Amber







				MAT 7



				Amber







				MAT 8



				Amber







				MAT 9



				Provisional Amber







				MAT 10



				Amber











	



The EADP is still awaiting Scottish National Report which David will summarise and circulate. It is expected to indicate that, though behind national and local expectations, Edinburgh’s overall performance is relatively typical. 



Action: 



David to circulate National MAT standards Report before June meeting



National benchmarking report on implementation of the medication assisted treatment (MAT) standards: 2022/2023 - National benchmarking report on implementation of the medication assisted treatment (MAT) standards - Publications - Public Health Scotland



Decision making Items.	







Review of Alcohol Strategy Action Plan 2023-24(DW/FO)



















· The paper’s recommendations were agreed. These included completion of an Health Needs Assessment focussing on alcohol related harm and deevlopement of a refreshed Alcohol Strategy from April 2024







Action – 



HNA and refreshed Alcohol Strategy to be submitted to EADP exec within 2023-24



DTTO Review (DW)







· Update on current situation – the clinical aspect of the DTTO is unable to function due to recruitment challenges. Noted as a risk in terms of patient and public health as well as from a governance perspective.











Voice of lived and living experience (LW & Elilajan Jeyakumar elilajan.jeyakumar@evoc.org.uk)



Two workstreams were presented:











· Summary of process and findings of experiential data gathering for MAT standards



54 interviews were carried out with peer researchers to investigate access, options and choices offered. Access Practice – Options – Choice



· Lived and Living experience panel set up



IN line with Scottish Government expectations, ADPs are developing panels of people with lived and living experience to act as reference groups for strategy and service development.  An initial Edinburgh attempt at setting up a panel had limited success - after good initial attendance but the group fell away in a few short months.



It was identified that there needs to be some community development work carried out to bring it to its potential, ensuring the voice of lived experience is heard in the planning, monitoring and evaluation of current and future service provision. This process has a two-staged 



The first stage is to bring in a Recovery Community Development specialist to take on development of the panel; This worker (Elil) has been recruited through EVOC under a contract. His work is to 



· link into key community groups who may be interested in having their views represented and gather their opinions on a feasible model for the panel.



· Review and identify best practice from other areas and SG expectations 



· Co-produce a model for engaging people and representing their views to the exec and other bodies – this model will include the structure of the panel, a description of the support needed by people participating; the routes for identifying and recruiting participants in the panel and the best model for consulting (e.g. have a panel of people who respond to all consultation exercises, hold regular themed events with lived experience)



· Report this to the Executive (as the end point of the 6 month contract)



Stage two will be to develop a working panel with a chair/vice-chair.







Finance Update and Summary 







Finance meeting to be deferred till next Exec meeting 1st August.











Action: re the funding request - DW to return a paper to the next exec with greater clarity on the background, the request, the overall funding package being offered to the organisation and the potential impact. CSP to attend and contribute to the discussion. 







Agenda for 01/08/23



· Annual Report 



· Specification for CAPSU services



· Finance update











DONM 1/8/2023, 3-5 pm 
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REPORT: Review of the Edinburgh Alcohol Strategy 2017-2022 Action plan 









Edinburgh ADP, June 2023




					Executive Summary 




					This paper describes planned actions between now and April 2024 arising from a review of the ADPs alcohol strategy action plan. 




Aspects of the original framework are no longer considered priorities for implementation and the focus of this interim plan is preparatory work for the development of a fuller 



















					Recommendations 




					A proposed set of recommended actions is described in appendix 1



















Situation 




The EADP alcohol strategy and action plan were developed in 2017. They respond to the Scottish Government’s current alcohol strategy(Changing Scotland’s Relationship with Alcohol: A Framework for Action, 2009 and aligns with the updated SG Alcohol Framework (2018). 









Since the publication of the strategy, there have been a number of changes in the strategic picture, including learning from the implementation of the national policy, and a number of intervening events (public health restructuring, loss of ADP capacity, COVID). 









It was agreed at the EADP exec in April 2023 that the strategy itself would be refreshed for April 2024, and that NHSL Public Health and EADP officers should review the current action plan with the aim of identifying feasible interim actions for the remainder of 2023-24 based on the existing plan and available resources. 









Background 




The focus of SG and local alcohol strategy is reducing alcohol-related harm by reducing alcohol consumption through actions directed at the whole population (alongside actions targeted at high-risk groups and individuals). It understands the drivers of alcohol related harm to be 









1) how cheap alcohol is (affordability); 




2) how easy it is to purchase or consume alcohol (availability); and 




3) the social norms (in own home, and outside the home) surrounding its consumption (acceptability)









The focus is broader thannot principally the system of treatment and recovery support which has been developed alongside drugs treatment through more recent SG publications. 









The vision for the strategy is: 




Edinburgh is safe, healthy and has a culture of low- risk drinking. The city is socially, economically and culturally vibrant, and alcohol consumption is incidental to the good quality of life that people enjoy.









And the intended outcomes are: 




Outcome 1: Local environments are supportive of people’s health and well being and reduce the risk of alcohol-related harm and disorder









Outcome 2: Children, adults and their families are not harmed by other people’s drinking or made vulnerable through their own drinking









Outcome 3: Individuals’ health and wellbeing are improved through access to effective early interventions and recovery-focused treatment and care services for those who need them









Actions 




The action plan was reviewed by officers from EADP and NHSL public health. A number of actions which had proved impossible to implement were eliminated and additional actions preparing for a new strategy were agreed.




Recommendations




The recommended actions are described in appendix 1




Implications for Edinburgh ADP




Financial




1. No Significant impacts




Legal/risk implications




1.  




Equality and integrated impact assessment




1. [bookmark: _Hlk136327549]An ERIA will be incorporated into the redeveloped framework. 




Report Author 




David Williams 















Appendix 1: recommended action plan 2023-24




					Outcome




					Indicators




					Action




					Success Measure




					Lead Action Owners









					1.Local environments, including children and young people's environments are supportive of people’s health and wellbeing and reduce the risk of alcohol related harm and disorder



















					Number of licensed premises in Edinburgh




Density of alcohol premises within 400m of schools




Proportion of new license applications approved




Proportion of new license applications approved in areas designated as over-provided for




Number of alcohol advertisements in public spaces




 




 




					1.1 Advocate for national action on price; availability and acceptability




					NHS Lothian response submitted to MUP consultation. 




EADP has expressed public support for AFS led national advocacy.




All partners respond positively to further opportunities to advocate for effective national actions, including responding to relevant national consultations 




					All partners 









					




					




					1.2 Take local action to address availability and through licensing process – making a clear case for action on overprovision 




					Coordinated EADP, NHSL, CEC and Police input provided into new Licensing Policy and framework agreed for partners to respond to individual license applications.









					EADP, NHSL, CEC and Police 









					




					




					1.3 Take local action to address acceptability by reducing alcohol advertising in public spaces




					Identify lLocal options explored for the restriction of alcohol advertising eg. on public sector owned assets such as bus stops and buses scoped, with a view to delivery in 24/25 




					EADP officers and NHSL PH









					




					




					1.4 Promote responsible alcohol retailing through on and off-sales and take effective enforcement action where needed, including on home deliveries




					Ongoing monitoring of trading standards action 




Reviewve of Best Bar None 




					CEC/ Police Scotland









					




					




					1.5 Reduce alcohol related violence and disorder including within the night-time economy and ensure appropriate care for those affected 




					Police and NHSL to report to EADP on management of the night time economy and to highlight any gaps in provision. 	Comment by Mackay, Avril: Does NHSL do this? Do they mean e.g. hospitalisation rates?




EADP to consider funding contribution to voluntary sector work alongside emergency services to reduce disorder, harm and inappropriate emergency department presentations




					Police Scotland









EADP officers 









					2.Children, adults and their families are not made vulnerable through their own drinking or harmed by other people’s drinking




 




 




 




 




 




 




 




					Number of schools engaged in delivering education on substance use to CYP




? Proportion of young people who consume alcohol (School Health Survey)	Comment by Mackay, Avril: Percent – if taking indicator from Health and Wellbeing Census Scotland 2021- 2022 - gov.scot (www.gov.scot)




Number of child protection cases where parental alcohol or drug misuse was involved




Number of alcohol-related crimes




Number of people who do not consider street drinking and alcohol-related disorder to be a problem in their neighbourhood (SHS)




? Percent who feel safe when walking alone in local neighbourhood after dark (SHS)




 




					2.1 Enhance effective prevention work with young people through schools and youth work settings




					Approach to delivering education on substance use to children and young people scoped, in partnership with others to deliver a holistic approach to education strategy, in partnership with others, as part of a holistic approach to risk-taking behaviours, with a view to delivery in 24/25	Comment by David Williams: Neil - this needs to incorporate the national development but I have not got a clear handle on it. What was the deadline for their guidance coming out?




					EADP officers, NHSL PH, CP









					




					




					2.2 Improve provision of substance use interventions for young people




					Develop an options appraisal for the delveriy model, coordination and funding of dedicated young people’s substance use services (currently funded through YPSUS)









					EADP officers









					




					




					2.3 Improve family support for those affected by substance use, including children and young people




					Substance use needs are incorporated into the commissioning of Whole Family Support for children and young people. 




Substance use training is included as part of professional training for those working with families, and training on working with children and families, including on GIRFEC and Child Protection is included for staff working in adult treatment services. 




Existing services for Children Affected by Parental Substance Use (CAPSU) continue to be funded until new services are in place. 




					EADP officers









					




					




					2.4 Improve our understanding of Foetal Alcohol Spectrum Disorders (FASD) in Edinburgh




					Sustain the screening for alcohol consumption in maternity services and pathways to intervention and support. 	Comment by David Williams: This should say ABIs but not sure if we are saying that?	Comment by Ogilvie, Flora: Not sure if we need to use the term ABI – screening for consumption presumably describes the action without tying ourselves to a specific model?




FASD needs are included within the health needs assessment in 3.1, and  consideration is given to opportunities toScope the opportunities to improve the delivery of interventions to reduce FASD, in line with national recommendations, including considering the potential to link with other midwifery interventions




					EADP officers and NHSL PH









					3. Individuals’ health and wellbeing are improved through access to effective early interventions and recovery-focused treatment and care services for those who need them




 




 




					Waiting times for effective alcohol treatment and other metrics of alcohol service responsiveness and capacity (to be identified)




Number of alcohol-related hospital stays




 




Number of alcohol-related deaths




 




 




					3.1 Understand population health needs in relation to alcohol treatment services




					Conduct a health needs assessment in relation to the health harms associated with alcohol use, including Foetal Alcohol Spectrum Disorders (FASD) and Alcohol Related Brain Damage (ARBD) and the services needed to address these harms




					NHSL PH and partners









					




					




					3.2 Understand the factors associated with engagement and disengagement with alcohol services




					Conduct quality improvement work to understanding engagement and disengagement and make recommendations for service improvement	Comment by Ogilvie, Flora: I think at the moment NHSL PH are not able to commit to this QI work – although I think the needs assessment would aim to identify service areas that might benefit from QI




					NHSL PH, EADP, H&SCP and partners









					




					




					3.3 Improve the approach to early intervention to reduce the number of individuals who go on to experience harm




					Use the findings of the national review of Alcohol Brief Interventions to inform a new approach to ensure non-specialists are equipped with the skills to discuss alcohol use and harm as part of a Making Every Opportunity Count approach




					EADP officers/ NHSL PH









					




					




					3.4 Explore using of new approaches to increase people’s engagement with behaviour change / treatment




					Pilot the use of liver fibro-scanning, to alert individuals to the health harm of their alcohol use and encourage behaviour change (business case for funding to be considered)




					EADP officers 









					




					




					3.5 Improve treatment, particularly for people admitted to hospital and in contact with the criminal justice system









					Implement the agreed community detox pathways in all hub settings and evaluate their effectiveness .




Continue to provide targeted support for those most vulnerable to long term alcohol use and harm (e.g. trauma response, intergenerational trauma, CAPSU), and review this provision in light of Needs Assessment findings




					EH&SCP 









					 




					 




					Improving holistic offer of care alongside alcohol treatment, including through linkages to income maximisation, smoking cessation and other health services, as well as harm reduction including interventions to reduce the risk of accidental injury and fire









					Ensure that gains through MAT standards (holistic care, access to psychological therapies etc) also benefit those seeking alcohol treatment, and . 




Ensure that substance use is a key consideration as part of new Street Begging strategy. Ensure that alcohol service providers are empowered to discuss clients’ holistic health and wellbeing needs and make referrals to other relevant services, including smoking cessation.




Ensure that substance use is a key consideration as part of new Street Begging strategy.




					EADP officers / H&SCP / NHSL PH
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Lorna Watt 




Change and Delivery Officer




                     LIVED EXPERIENCE



















Peer Researcher









					ADP:																				




					Service/setting(s) 					No of people interviewed, by service/ setting					No of people interviewed, by group:
People accessing treatment (PAT)
Service providers (SP)
Family member/nominated person (FMNP)					Date(s) interviewed, by service/setting 
 
eg Service 1: 5 July to 1 Sept 22 					No of locality interviewers who carried out interviews, by service/setting
 




					Northeast 					10
1
1					PAT          
Service Provider
Carer					Oct 21– March 2022					people – PAT
All SP – DW & LW
Carers –Vocal 




					Northwest					9               
1
1					PAT
Service Provider
Carer					Same as above					2 CGL – JL & H




					South West					1
1
1					PAT
Service Provider
Carer					Same as above					1 – CGL - LC




					City Centre
Access Practice
LTMP					29
 
2
1					PAT
 
Service Provider (LTMP)
Carer					Same as above					JC,LW,AH – 3 PEOPLE INTERVIEWING PAT
 




					South East					4
1
0
 					PAT
Service Provider
Carer					Same as above					1 – CGL - SL



















PEER RESEARCHER INTERVIEWS -  NOV  22  – MARCH 2023





WHAT PEOPLE WHO ACCESS THE SERVICE SAID









ACCESS, OPTION, CHOICE




STAYING IN TREATMENT




SUPPORT OFFERED



















ACCESS, OPTION, CHOICE




ACCESS




 Access Practice – less wait to get on a prescription. 




 Hubs – some frustrations around long waits.-Easy enough to find out about the service; different ways; i.e word of mouth




Choice – most people felt they were listened to; but choice was restricted by waiting times




INFORMATION – Mixed Response; needs more work 




STAYING IN TREATMENT – 




Holistic; most people were given info on holistic service;  approx. ½ mentioned peers, CGL/Simpson House




SUPPORT OFFERED - mainly positive regarding the support that is offered. 














Grades From MIST



















LIVED EXPERIENCE PANEL




Lorna Watt &  Elilajan Jeyakumar (Evoc)














Where we are?




Background; several meetings held with people with lived experience and providers




It was identified that there was a  need for some community development work to be  carried out to bring the panel to its potential; ensuring the voice of lived experience is heard in the planning, monitoring and evaluation of current and future service provision.
























Initial Plan




Two stage plan;




The first stage was to bring in a Recovery Community Development specialist to take on the recruitment and engagement of the recovery communities. This person would also work with ERA, EADP, AdvoCard, SRC and other interested parties to utilise their services and expertise, establish means of engagement with a variety of processes such as Conversation Cafe's and other events (6months): output at that point = report with recommendations.




0.6 senior Comm Development lead with funding for events




If useful, funding to encourage participation - part of the output of phase 1 would be a consulted and agreed on position on meeting the expenses of/ incentivising participation in events (i.e. whether we bring people in by making it fun, paying them for their time, paying their costs etc). 




EVOC have now appointed Elilajan Jeyakumar to this role





























Structure 



















Where we are now?




Update from Elilajan Jeyakumar 














Stage Two




Stage two develops the group into a working panel with a chair/vice-chair and looks to appoint or recruit a support/development worker to support the panel going forward. (18 months)
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Network/
Outer panel

Steering group/
inner panel

Panel
Facilitator

* Attend events
* Respond to consultations

* Voice views through facilitator and
other routes

» National and local advisory partners +
PWLE (who get formal recognition and
training opportunties etc)

¢ Plan events and attend to hear
feedback

* Ensure that decision makers engage
and respond

* 0.6 senior comm dev worker
* Organise the events

¢ input into the exec in liaison with Lorna
and steering group
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REPORT: EADP Financial Update 22/23 and Financial Plan 23/24




Edinburgh ADP, June 2023




					Executive Summary 




					The report presents the financial position for both recurring and non-recurring sources of funding for the financial year 2022/23 including the balance of the ADP reserves. It also shows the proposed spending plan for 2023/24 for earmarked recurring sources of funding.
























					Recommendations 




					1. That the ADP note the financial position for the current financial year and the reserve balances carried forward via the IJB reserves.




2. That the ADP note the approved non-recurring spending plans.




3. That the ADP note the spending plan for 2023/24.



















Report Overview




The following report will present the year end position for the Edinburgh ADP for financial year 2023/24 broken down by funding stream. It will also present for noting the reserve balances. 




The final section of the report presents the spending plan against all earmarked recurring funding streams as well as a forecast for the current financial year 2023/24. 









Financial Position and Reserve Balances 2022/23




Table 1 shows the 2022/23 spend against the different funding streams allocated to address drug and alcohol harms in Edinburgh. 




During the last financial year, the Scottish Government allocated funding to the Edinburgh IJB based on the predicted spend against each of the allocations and the level of reserves carried forward and not, the full share of the allocation. This has led to a reduction in the overall level of reserve and funding available for further non-recurring spending in future years.




In total the EADP has received £1.9m out of the £4.2m of earmarked recurring funding available, with the Scottish Government retaining the balance of £2.3m.




Table 1- Financial Position for 2022/23[footnoteRef:1] [1:  Breakdown of Earmarked Recurring and Non-Recurring Funding:
Additional Programme for Government was agreed in 2018/19 and is expected to become recurring
£5m to support National Mission – Agreement until 2027/28
£5m to support access to Residential Rehab – Agreement until 2027/28
£3.5m to support the implementation of the Whole Family Approach – Agreement until 2027/28
Lived and living experience panels/forums allocations - Agreement until 2027/28] 





[image: ]




The final Reserve balance for the ADP is of £2.8m with a predicted non-recurring spend against future plans of around £3.3m. This leaves a shortfall of funding of £0.5m. Slippage has been identified from recurring spending plans that will offset additional non-recurring spend.




A breakdown of the non-recurring spend approved for 23/24 and 24/25 is provided in Appendix 1.









EADP Spending Plan 2023/24




The spending plan for all earmarked recurring and non-recurring sources of funding for 2023/24 is given in Table 2. 




Most of the funding streams identified in the spending plan have been confirmed for the next four years (see note 1). Recruitment against these funding streams is to be carried out on a permanent basis to improve the likelihood of filling the posts and to allow for a better management of the services. A small risk remains that funding streams will end while permanent posts are filled, however the risk is mitigated by the current environment of high vacancies across the system.




The exact value of each of the allocations has not been confirmed and is pending review from the Scottish Government further to the pay-uplifts in 22/23 and 23/24. For the purpose of the paper the allocations have been retained at 21/22 level with pays uplifted to 23/24 showing the impact of the pay increases since 22/23. Under the current plans if the allocations are not uplifted in 23/24 the ADP has an imbalance of £0.38m. For 23/24, on the basis of an initial forecast of spend, the under-spend is expected to be around £0.5m, offsetting non-recurring spending plans.









Table 2 - EADP Spending Pland and Spend Forecast 23/24




[image: ]



















[image: cid:image002.png@01D5B9A2.83335E80]









2









Implications for Edinburgh ADP




Financial:




As set out in this report




Legal / risk implications




The 2022/23 Financial Plan is subject to 2 main areas of risk:




· Confirmation from the Scottish Government around the uplift of allocations linked to the pay uplifts for 22/23 and 23/24. If no further funding is made available then the ADP will need to consider options to remain in balance long term.




· A significant amount of funding continues to be allocated on a non-recurring basis with posts being filled on a permanent basis. This leaves a small risk of posts becoming unfunded is the allocations are withdrawn. 




Equality and integrated impact assessment:




No specific implications









[bookmark: _Hlk29384028]Report Author




Eleonora Ho – Assistant Finance Manager, EH&SC Partnership




eleonora.ho@nhslothian.scot.nhs.uk





































































Appendix 1 – Non Recurring Spending Plans
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Reference Title 23/24 24/25





NOV-22-07Mental health officer capacity  25,000





21/22-01 Grants Payments 80,000 80,000





21/22-02 Additional EADP Officer (Lorna Post) 13,000 13,000





21/22-03 Business Support Officer 30,000 30,000





21/22-04 Refurb cafe costs 150,000





21/22-06 Peer Support - DTTO 51,000





21/22-08 Criminal Justice - part of contract CGL (Prison Through Care) 40,000





21/22-10 Premises improvement 37,000





21/22-11 Buvidal community pharmacy pilot  25,000





21/22-12 Additional General Nursing capacity for the hubs 45,000 45,000





21/22-13 Clinical research fellow 70,506 70,000





21/22-14 Additional capacity in the hubs and clinical services 65,134 65,134





JUN-22-01 Buvidal drugs funding 250,000 0





MAR-22-01Crew: young people’s service:     30,000 30,000





MAR-22-02Peer navigator at Niddry Street well being centre (Salvation Army) 28,000





MAR-22-04EMORSS (CGL Practitioner, HMPE Recovery Café) 35,000 35,000





JUN-22-01 Reaching out to RSL tenants in crisis - CGL 7,500





JUN-22-01 Reaching out to RSL tenants in crisis - TPS 7,500





JUN-22-01 Research and Evaluation external evaluation for MAT1 clinic and DCR 65,000





JUN-22-01 Additional Premises Costs (Recov comm devolpement) 30,000 30,000





NOV-22-04Cyrenians Peer outreach service  44,000





NOV-22-09Additional Funding Social Isolation NOB 22-9 80,000 80,000





NOV-22-05Clinical psychology: Assistant Psychologist to supp develop (temp, part time)  30,000 30,000





MAR-22-03SW hub: Proposal for improving joint working with Primary care (SWEMS) 63,500 63,500





NOV-22-08Research and Evaluation   60,000





Additional capacity in PCFT – pilot to expand primary care capacity 48,000 24,000





OT for HRT 48,000 24,000





Pharmacy - Expanding treatment capacity 128,000 128,000





NOV-22-06Clinical Research Fellow NOV-22-6 70,506 17,627





NOV-22-03People with alchol related brain damage  55,000 55,000





NOV-22-01Additional clinical psychology to strengthen links to C&PT services  45,000 45,000





NOV-22-10Community Development innovation Fund 30,000





FEB-23-01 Contribution to Street Begging Strategic Co-Ordinator 10,000 10,000





FEB-23-02 Feasibility study for drug Checking services 10,000





FEB-23-03





Additional capacity in the EnCompass programme to expand alongside the 





LEAP programme





6,000 12,000





EADP Officer 60,000 60,000





All hubs: further allocation for patient fund - TPS 15,000 15,000





All hubs: further allocation for patient fund - CGL 25,000 25,000





NOV-22-11Admin to support development in Hubs 61,000 61,000





NOV-22-02Additional assessment capacity in LEAP to work alongside RRT 83,000





FEB-23-03





Additional capacity in the EnCompass programme to expand alongside the 





LEAP programme





6,000 12,000





Milestone House (120K 23/234 Paid from CRRA) 50,000 50,000





Circle PuP training 5,000





FEB-21-05 CREW Expansion of Harm reduction interventions for young people  49,000





Total 2,166,646 1,110,261
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Reserve 





Opening 





Balance





In year 





Allocation





Total 





Funding





22/23 





Recurring 





Spend





22/23 NR 





Spend





Total 





Spend





22/23 





Reserve 





Balance





FYs 





Committed 





Spend





Baseline Funding 215 5,066 5,281 4,894 387 5,281 0 0





Additional PfG Uplift 1,825 1,397 3,222 1,272 604 1,876 1,346 2,900





Taskforce Respond fund 314 0 314 0 0 0 314 0





Additional National Mission  799 0 799 394 0 394 405 0





MAT Standards 502 43 545 85 0 85 459 122





General Spend Total 3,440 1,440 4,880 1,752 604 2,355 2,524 3,022





Residential Rehab 199 367 566 0 365 365 201 201





Whole Family Approach 235 0 235 49 98 146 89 54





Lived and Living Experiences 0 42 42 42 0 42 0 0





Total Non-Baseline 3,874 1,849 5,723 1,842 1,453 2,909 2,814 3,277





Grand Total 4,090 6,914 11,004 6,736 1,840 8,190 2,814 3,277
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Allocation





Planned 





Spend





Variance





Forecast 





Spend 





23/24





23/24 





Variance





Additional PfG Uplift 1,422 1,401 21 1,401 21





Taskforce Respond fund 314 200 114 200 114





Additional National Mission  920 1,161 (241) 818 102





MAT Standards 753 913 (160) 398 355





General Spend Total 3,410 3,675 (265) 2,817 592





Residential Rehab 418 499 (81) 468 (50)





Whole Family Approach 293 325 (33) 325 (33)





Lived and Living Experiences 42 47 (5) 47 (5)





Total Spend 4,163 4,547 (384) 3,658 505
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[bookmark: _Toc140656300]Edinburgh Alcohol and Drug Partnership 



Annual Delivery Plan 2023-24







[bookmark: _Toc107587029]



Introduction  







Alcohol and Drug Partnerships (ADP) were established at local authority level to develop responses to alcohol and drug related problems. Membership of Edinburgh ADP (EADP) includes lead officers from Police Scotland, NHS Lothian, the Third Sector, Scottish Prison Service, and the City of Edinburgh Council.  







This report outlines planned EADP activity for 2023-24 in each of the following areas:







· Governance 



· Workforce Development



· Outcome area 1: Prevention and Early Intervention



· Outcome area 2: Developing Recovery Orientated System of Care



· Outcome area 3: Getting it right for Children, Young People and Families



· Outcome area 4: A Public Health Approach to Justice



· Alcohol Framework



· EADP Strategy Review 























Page | 2







1.	Governance 











				Ref No



				Action



				Lead



				Key Time Scales







				G1



				The ADP papers will be published on the website and the content of the website will be reviewed 







				EADP Programme manager



				From August 2023







				G2



				ADP will request a formal scheme of financial delegation from the IJB that includes levels of spending delegated by the IJB to the ADP, its officers and its subgroups.



				IJB Chief Financial officer



				Dec 2023







				G3



				ADP exec will include the 6 monthly financial summaries shared with the SG in its minutes and publish them on its website.



				EADP Programme manager



				From August 2023







				G4



				Continue to promote QI to practitioner groups and to ensure the visibility of the QI academy among the workforce. 







				NHSL Public Health



				Ongoing







				G5



				Use the reporting on MAT standards as an opportunity to ensure that QI is a common language in the senior management of partner organisations.







				NHSL Public Health



				Ongoing







				G6



				Ensure that investments which have been linked to the achievement of QI outcomes are monitored effectively. 







				H&SCP/ 



EADP officers



				Ongoing







				G7



				Redevelop the terms of reference for the ADP Executive, Core Group and  working groups







				EADP Programme manager



				April 2024







				G8



				Develop a single risk register for the ADP, share it online and incorporate it in the H&SCP risk register. It will reflect both the risks to public health and organisational, delivery and governance risks 







				EADP Programme manager



				October 2024







				G9



				Ensure that MAT standards implementation is part of the ADP executive business cycle in addition to the other reporting mechanisms. 







				EADP Programme manager



				



















2.	Workforce Development







				Ref No



				Action



				Standards







					Lead	



				







				W1



				Develop a recruitment  and retention strategy, particularly for registered professionals







				



				H&SCP



				







				W2



				Ensure Training in specialist services







				



				Individual Partner organisations



				







				W3



				· Training for workers in non-specialist services







				



				EADP officers



				
















3.	Outcome Area 1: Prevention and Early Intervention 



				Ref No



				Action



				Standards







				Lead



				Key Time Scales 







				P1



				Pilot the previously developed package of training for temporary accommodation workers.







				



				EADP Officers



				







				P2



				EADP officers will develop a briefing for partners on other strategic plans which require alcohol and drugs workforce development (e.g. what the best practice requirements for housing staff, pharmacy staff are. 







				



				EADP Officers



				







				P3



				Respond to rising use of and harm from Stimulants and Benzodiazepines by contributing to and respond to National development of guidance 







				



				EADP Officers 



				







				P4



				Publish up to date, accessible harm reduction advice for practitioners working with those who use these substances 







				



				NHS Lothian Harm Reduction team



				



























































2.	Outcome area 2: Developing Recovery Orientated System of Care - Community services







				Ref No



				Action



				Standards







				Lead



				Key Time Scales







				C1



				Continue to develop Assertive Outreach/ crisis response through Multi-agency Vulnerable adult groups and Drug related Death reviews



				MAT 3



				H&SCP



				Reporting to SG April 2024







				C2



				Achieve same day ORT treatment access (Via the Central Clinic) for all patients and effective, smooth pathways back to mainstream treatment



				MAT 1



MAT 5 



HEAT A11



				H&SCP



				Reporting to SG April 2024







				C3



				Increase access to Buvidal in secondary and primary care 







				MAT 2



				H&SCP



				Reporting to SG April 2024







				C4



				Ensure that family and nominated persons are able to be involved in care plan (subject to confidentiality)







				MAT passim



				H&SCP and contracted organisations 



				Reporting to SG April 2024







				C5



				All patients to be routinely asked if they have carers who would benefit from support and referrals to be made as needed















				MAT passim



				H&SCP and contracted organisations



				Reporting to SG April 2024







				C6



				All patients to be routinely provided with a clear statement of their rights under MAT standards and offered access to advocacy to secure them. 







				MAT passim



				H&SCP and contracted organisations (primarily Advocard)



				Reporting to SG April 2024







				C7



				100% staff to briefed on roles of Advocacy and family support and each service to have a champion of rights based care







				MAT 8



				H&SCP and contracted organisations (primarily Advocard)



				Reporting to SG April 2024







				C8



				Offer community detox/ referral to Ritson within 3 weeks of presentation unless clinically contraindicated. 







				NA



				EH&SCP



				Initial baseline reporting to ADP in dec 2024







				C9



				Embedding Psychological therapies and delivering trauma informed care in all settings 



				MAT 6



MAT 10



				Clinical Psychology, REAS, H&SCP and contracted organisations 



				Reporting to SG April 2024







				C10







				Implement DAISy (in vol sec, NHS and SW teams)







				NA



				REAS, H&SCP and contracted organisations



				Unclear







				C11



				Provide consistent offer of access to rehab (working alongside RRT and LEAP) 







				NA



				H&SCP and contracted organisations



				TBC







				C12



				Implement local plans for increasing capacity.



· Reducing caseloads in specialist services through recruitment 



· Offering the right level of care at the right time



· Maximising the use of primary care 







				 MAT 5



HEAT A11, 



				H&SCP (in primary and secondary care) 



				Reporting to SG April 2024







				C13



				Review and re-tender Hubs voluntary sector contract







				NA



				EADP officers



				April 2024







				C14



				Respond to the ADP commissioned feasibility studies in Drug Consumption Rooms and Drug checking study/ developments







				NA



				EADP officers



				October 2023







				C15



				Review of non-recurring spending plans in the treatment system







				NA



				EADP officers with support from IJB



				April 2023



















































3.	Outcome area 2 - Putting the voice of lived and living experience at the heart of services and supporting the recovery community. 







				Ref No



				Action



				Standards







				Lead



				Key Time Scales







				L1



				Support the ongoing development of Edinburgh Recovery Activities and its evolution into a recovery community centre.







				NA



				EADP officers in support of Cyrenains



				







				L2



				Developing a Lived and living experience panel 







				SG directive 



				EVOC



				Reporting to SG April 2024







				L3



				Continuing to gather experiential evidence from those who need our services and from their carers



				MAT passim







				EADP officers



				Reporting to SG April 2024



















.4.	Outcome Area 2 - Consolidating and expanding Residential Interventions







				Ref No



				Action



				Lead



				Key Time Scales







				R1



				Continue to support the expansion of LEAP/ Ritson services.







				REAS



				Ongoing







				R2



				Commission a second residential support for people who are attending the LEAP day programme).







				EADP (on behalf of the Lothians ADPs)



				April 2024







				R3



				Complete Residential Rehab pathway improvement work with Healthcare Improvement Scotland.







				REAS, EADP and partners



				April 2024







				R4



				Plan and commission Intermediate care/ residential stabilisation services (currently provided by Milestone House from April 2024).



				EADP officers 



				April 2024











5.	Outcome Area 3 - Developing a Whole Family approach to intervention with Adults 



				Ref No



				Action



				Standards







				Lead



				Key Time Scales







				F1



				Children, Young People and Families Collaborative will complete an audit of services for families and develop plans to promote whole family approaches.



				NA



				EADP officers



				April 2024







				F2



				Recommissioning services for Children Affected by Parental Substance Use.







				NA



				EADP officers



				July 2024















.6.	Outcome Area 4 - A Public Health Approach to Justice 







				Ref No



				Action



				Standards







				Lead



				Key Time Scales







				J1



				Develop a new model of delivery for the DTTO (with Healthcare Improvement Scotland)







				



				CEC Justice 



				







				J2 



				Develop an agreed plan for delveiry of MAT 1-10 in criminal justice settings (Police custody, 



				MAT 1-10



				EADP, MIST and partners



				Reporting to SG April 2024















7.	 Outcome Area 5 =  Responding to Alcohol Use 







				Ref No



				Action



				Standards







				Lead



				Key Time Scales







				A1



				Complete Health Needs Assessment of alcohol harms



				NA



				NHSL PH



				April 2024















8.	Strategy Development







				Ref No



				Action



				Standards







				Lead



				Key Time Scales







				S1



				Develop refreshed EADP strategy  which reflect the National Mission to Reduce Drug Deaths Outcomes Framework, and Alcohol framework  with lived and living experiences at the heart of the  coproduction and codesign process.



				



				EADP officers



With support from



NHSL PH 



				







				S2



				EADP officers to be represented on relevant strategic groups and to encourage operational joint work including 



Violence against Women and girls (Equally Safe Edinburgh, Thrive, Housing/ homelessness, Poverty, Neurodiversity and learning disabilities)



				



				EADP officers
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@] Equally Safe
¥ Edinburgh
(] Committee

City of Edinburgh Council Position Statement on Commercial Sexual
Exploitation

This is a document for the City of Edinburgh Council, created by the Commercial Sexual
Exploitation (CSE) Short-Life Working Group of the Equally Safe Edinburgh Committee (ESEC). The
ESEC is a partnership of statutory and voluntary organisations working together to implement
Equally Safe: Scotland’s Strategy for preventing and eradicating violence against women and girls
in Edinburgh.

With this Position Statement we are aligning with emerging national policy challenging men’s
demand to purchase sex. We recognise that although men can also be affected, the majority of
those who sell sex and sexual entertainment are overwhelmingly women. We further recognise that
within this group, migrant women, transgender and non-binary people can be impacted in complex
ways and can face additional barriers to accessing support and exiting. Lastly, we recognise that
although women might also purchase sex, the overwhelming majority of those who buy sex tend to
be men. This Position Statement commits us to a holistic approach addressing the root causes of
violence against women and girls: gender inequality.

Our Position

We believe that commercial sexual exploitation is a form of gender-based violence which is
caused and perpetuated by gender inequality in society

We reject the view that this is a valid form of work and / or a civil right, which should be
legalised and regulated.

We will provide appropriate support to all those involved to mitigate harm and provide
alternatives for those who want to exit prostitution.

Any work undertaken by ESEC recognises that any form of Commercial Sexual Exploitation is an
abuse of women’s and girls’ rights which impacts their safety, health and wellbeing. ESEC takes a
gendered approach to addressing the harms caused by Commercial Sexual Exploitation, recognising
victims are overwhelmingly women and girls, while those benefiting/profiting from Commercial
Sexual Exploitation are overwhelmingly men. This affirms our commitment to Equally Safe Priority 4:
‘Men desist from all forms of violence against women and girls and perpetrators of such violence
receive a robust and effective response’ and supports our effort to eradicate gender inequality.

This Position Statement highlights our commitment to supporting those affected by Commercial
Sexual Exploitation through consistent, trauma-informed person-centred interventions focusing on
the needs of each individual who seeks support. We recognise that those affected by Commercial
Sexual Exploitation are whole persons on unique journeys into the sex industry and with different
experiences and expectations for the future. In the words of the Equally Safe Strategy, we aspire to a
strong and flourishing Edinburgh ‘where all individuals are equally safe and respected, and where
women and girls live free from all forms of violence and abuse-and the attitudes that help perpetuate
it.’










				Any work undertaken by ESEC recognises that any form of Commercial Sexual Exploitation is an abuse of women’s and girls’ rights which impacts their safety, health and wellbeing. ESEC takes a gendered approach to addressing the harms caused by Commerci...



				This Position Statement highlights our commitment to supporting those affected by Commercial Sexual Exploitation through consistent, trauma-informed person-centred interventions focusing on the needs of each individual who seeks support. We recognise ...
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Responding to Safer Drug Consumption Facility and Drug Checking Services Feasibility Studies 
EADP Executive, December 2023


Included in this briefing paper is the draft report to the Council’s Policy and Sustainability Committee describing the process and findings of two feasibility studies commissioned by EADP at the request of elected members.   


Set out  below are the key findings and recommendations of the Needs Assessment and Feasibility Study for a Safer Drug Consumption Facility in Edinburgh (November, 2023) and the Assessing the Need for, and Views on, Drug Checking Services in Edinburgh (November 2023)


The EADP Executive is recommended to:


· Review the reports’ findings and recommendations. 


· Discuss suitable next steps for implementing the proposed actions





Key findings and recommendations from the needs assessment and feasibility study for a safer drug consumption facility in Edinburgh.


Summary of findings


· There are significant levels of drug-related harm across the city, a number of which could be mitigated by SDCF provision


· Patterns of drug consumption and harm are dispersed across the city, but with identifiable hotspots in some areas


· Patterns of use in the city are varied and dynamic, with particularly high levels of cocaine injecting and benzodiazepine use


· There is a recognised risk of increased harms due to higher levels of synthetic opioids entering the drug supply


· There is strong support for SDCF provision among the people with lived / living experience, family members and professional stakeholders interviewed for the study


· While support for SDCF provision is strong among professional stakeholders, there are mixed views on prioritisation and levels of resource allocation in relation to other relevant services





· SDCF provision is widely viewed as valuable for more than overdose response. Safer injecting support, education, signposting to wider services and support into treatment and recovery are also viewed as key functions


· There is strong support for extensive service delivery by peers / people with lived experience and a degree of informality in service design


· There is also support for trained clinical expertise and clear operating procedures to protect safety and security on-site 


· Strong links between SDCF provision and wider services are seen as critical





Recommendations 


The City of Edinburgh Council and Alcohol and Drug Partnership should take steps to introduce SDCF provision in the city. Given the dispersed patterns of harm, this should ideally include more than one location. To this end, we recommend the following next steps:


  


Consultation 


· Explore the feasibility of provision in identified hotspot areas in depth, including: 


· continuing engagement with potential service users, and others with lived and living experience, on preferences and needs


· launching a community consultation in hotspot areas focusing on experiences of drug-related harm and the potential impacts of an SDCF


· consultation with homelessness and drug services in hotspot areas to explore the option of embedded provision


· establishing protocols to share relevant data at the lowest possible geographies to track patterns over time 


Service development 


· Develop service designs that include:  


· extensive levels of trained peer delivery 


· provision of spaces and support appropriate to a range of drug consumption including opioids, stimulants and benzodiazepines


· creating an inviting and informal atmosphere with psychologically informed design


· clear plans for education provision and wider harm reduction support, including injecting equipment provision, take-home naloxone, wound care, and BBV testing and support


· clear plans for supporting people who use the service into treatment and recovery where appropriate 


· training to support staff to address a range of drug responses effectively and sensitively 


· operating procedures that ensure safety of staff and people using the service 


· clear plans for design coproduction, including people with lived and living experience. 


· clarity on clinical staffing requirements 


· Engage with and learn from other sites for where SDCF are established or in development in Scotland and internationally. 


· Develop an evaluation framework and begin the organised collation of baseline data at the earliest possible point to allow for robust evaluation of outcomes 


Legal considerations 


· Secure bespoke legal advice to ensure proposed operating procedures remain lawful 


· Embark on early engagement with local police and the Crown Office and Procurator Fiscal Service to establish shared principles and work towards the development of shared agreements 





Finance and costs  


· Initiate of discussions with local and national government decision makers to ascertain the potential financial envelope for service provision 


· Liaise with potential providers to explore costs and feasibility of standalone and integrated provision





Communication 


· Develop a communication plan to provide stakeholders and the public with information about SDCF provision, and the place of a potential service in the wider treatment, recovery and harm reduction landscape in Edinburgh.





Key findings and recommendations from the Assessing the need for, and views on, drug checking services in Edinburgh (November 2023). 


Key findings 


Findings relate to three primary themes: the perceived need and demand for DCS in Edinburgh; service delivery considerations; and the planning and implementation process. 


Perceived need and demand for drug checking services 


Participants in both studies (DCS and SDCF) expressed general support for the implementation of DCS, viewing it as an important harm reduction intervention in light of current levels of drug-related harms and death. 


DCS were seen as having a number of potential harm reduction impacts, including:


· providing opportunity for the adoption of safer drug use practices through increasing the availability of information about drug contents  


· increasing uptake of other harm reduction interventions through building trust and engagement 


· providing staff with opportunity to have detailed and specific harm reduction conversations with service users • increasing systemic capacity for drug market monitoring, and •


· the potential to change drug markets 


Despite discussion of the potential benefits of implementation, some participants expressed reservations in relation to the strength of evidence for DCS and described challenges in achieving the above impacts. For example, it was noted that more marginalised individuals, with a range of intersecting vulnerabilities, may face limitations in their capacity to consistently adopt safer drug use practices in light of the information provided by DCS. 


Participants generally felt that many people who use drugs may want to access a DCS as a means of reducing risk and taking care of their health.


 All three participants with experience of drug use noted that they would use a DCS, contingent on it being accessible and delivered in a suitable manner, as did those interviewed for the SDCF study. 


Participants noted that a wide and heterogenous group of individuals may access DCS, across a continuum from ‘recreational’ use to those using more dependently. Given the diversity of potential service users, it was highlighted that services models may need to operate differently to be suitable for different groups. 


Such considerations were reflected in discussion around who DCS should primarily be targeted at. Some felt that DCS should be broadly inclusive and acceptable to wide groups of individuals. 


However, others noted that, given current rates of drug-related deaths and a constrained fiscal environment, there may be a need to focus on engaging those at highest risk.


 Whilst it is not possible to estimate levels of demand from a small sample of largely professional participants, other evidence triangulates need and demand for DCS in a Scottish context, including the data from participants interviewed for the SDCF study. For example, use of WEDINOS in Scotland has increased significantly in recent years, with approximately half of all submitted substances expected to be benzodiazepines. 


Similar trends have been observed for substances submitted to WEDINOS from Edinburgh in recent years. Additionally, provisional data from the Needle Exchange Surveillance Initiative (NESI) in Glasgow has highlighted high willingness to use a DCS amongst respondents. A related study of DCS in Aberdeen, Dundee, and Glasgow has also reported a strong perceived need for, and willingness to engage with, DCS amongst people who use drugs and affected family members. #


Service delivery considerations 


Several different service locations were discussed as potentially suitable for DCS delivery, with a varied benefits and challenges associated with each. 


For those at highest risk of experiencing drug-related harm, recovery hubs, homelessness services and SDCF (if implemented) were thought to be most suitable for the integration of DCS. 


Recovery hubs (multi-agency drop-ins across the city providing drug and alcohol treatment and support services) were often noted as the most intuitive and straightforward setting for DCS delivery, given high levels of existing footfall amongst those at higher risk, the range of harm reduction and treatment options offered on site, and the presence of highly skilled and specialist staff. However, given the potential stigma associated with such services, and their perceived association with the drug treatment landscape, there were doubts whether such settings  would be attractive to people who do not view their drug use as problematic. 


Crew, an existing third sector harm reduction service, was described as an appropriate and inclusive location for wider groups of individuals due to its relaxed and informal environment, and perception of being less associated/integrated with the drug treatment landscape.


DCS in both a pharmacy and a mobile van setting drew mixed responses with varied views on: whether they would afford discretion and confidentiality; whether they were logistically feasible; and which groups/individuals would be most likely to access DCS in such settings. 


The varied perceptions of these two potential service delivery settings suggests a need for further research and exploration. However, it should be noted that a Home Office licence would not currently be granted for DCS in a mobile van. 


In addition to the specific challenges and advantages associated with each model, a number of crosscutting considerations were discussed relating to the need to: 


· ensure that staff had adequate capacity to deliver drug checkin


· ensure that potential service users felt confident about the confidentiality and discretion afforded by the service; 


·  to consider space and layout of settings for DCS delivery.


Findings highlight a general perception that any one model would be limited in its capacity to be appropriate and accessible for all who may wish to use a DCS. 


As discussed, people who may wish to use DCS are likely to vary widely in experiences, preferences, and needs, and may differ in terms of preferred settings and model of delivery. 


Further, participants noted that Edinburgh has a number of dispersed locations of high drug-related harms, further adding to the challenge for one site to be accessible to all. 


Participants interviewed as part of the SDCF study also noted the importance of the DCS being flexible, accessible, and user-friendly, and located in a place that would ensure that those who needed the service most would be able to access it. 


Participants suggested some alternative, lower cost means of expanding access to DCS, including implementing multiple sites for substance collection, where substances can be transported to a central site for testing within a longer timeframe, and postal provision. 


In addition to discussion about specific locations for DCS delivery, participants noted a range of more general considerations around service delivery. 


A central issue was result turnaround time (i.e., length of time required for a service user to receive their results). It was noted across both studies (DCS and SDCF) that many individuals, particularly those using dependently and who are experiencing withdrawal, may require quick results (between 30 minutes and 2 hours), and that longer waiting times (1-7 days) may present a barrier to engagement. However, findings highlight that not all individuals would require quick results. For example, all three participants with experience of drug use in the DCS study described being willing to wait up to a week for results, although those interviewed as part of the SDCF study reported being less willing to do so. It should be noted that there may be a trade-off between speed of testing and comprehensiveness of results. For example, quicker testing (conducted on site at a DCS) may not be able to consistently provide information on substance strength and may, in some cases, be unable to detect or identify novel or emerging substances.


Conversely, where substances are transported to a lab for more detailed and comprehensive testing this may entail a longer timeframe for results. Related to the trade-off between speed of testing and comprehensiveness of results, participants noted that information about substance strength would be valuable for informing dosage and the adoption of risk reduction strategies – a finding in line with the existing evidence base. However, all still described being willing to use a DCS which provided only information about the contents a substance with no information on substance strength. 


Clearly explaining the limitations of testing prior to engagement was described as essential to managing expectations and ensuring the continued engagement of service users. Given the small sample of participants with experience of drug use included in the current study, further consultation is required to gauge optimal service design in light of the described trade-offs (i.e., speed of testing vs comprehensiveness of results). 


A range of further issues relating to service design were discussed including: 


the need for:


· non-judgemental staff with relevant expertise, including peers; 


· DCS to be linked with other harm reduction services; 


· as small an amount of a substance as possible to be used in the testing process; 


· consideration of extended opening hours beyond Monday-Friday 9am-5pm


· further exploration the suitability of a range of methods for communicating results including in-person, over the phone, by text, and online. 


· Participants highlighted the need for ongoing consultation with varied groups of people who use drugs to ensure that service design and delivery is appropriate and inclusive.


· Planning and implementation process


Owing to the complexity entailed in DCS implementation, participants described the need for multiparty dialogue across a wide range of stakeholders. Central parties were described as: third sector and NHS services and staff; people who use drugs; existing DCS; local and national public health staff; local and national police; local and national government; Alcohol and Drug Partnerships (ADPs); the Home Office; staff and services in the wider drug landscape; and local communities and the wider public. 


It is important to note that the DCS planning process in Aberdeen, Dundee, and Glasgow has highlighted the benefit of involving a range of stakeholders in design and implementation. For example, relating to the complex considerations around the testing and analysis process, Scotland is developing expertise and infrastructure around DCS testing. 


Additionally, Police Scotland have been involved in dialogue from an early stage. Such infrastructure, progress, and knowledge could be drawn on for implementation in Edinburgh. 


Participants in the current study described the importance of bringing together a range of expertise, assigning roles and responsibilities, and ensuring shared understanding from an early stage of the implementation process. 


Recommendations 


The City of Edinburgh Council and the Alcohol and Drug Partnership should take steps to introduce drug checking services (DCS) in the city. 


Several models and locations of DCS have the potential to reduce drug related harms in Edinburgh, and approaches serving a range of potential users should be explored. • 


For those at highest risk of drug-related deaths and harms, DCS within recovery hubs, homelessness services, community pharmacy, and safer drug consumption facilities (SDCF) would have the greatest acceptability and impact. For this group, local and quick access to results (ideally with additional lab testing to follow up and provide surveillance) are key considerations •


For wider groups of people who use drugs, sites such as Crew may be more appropriate as they opportunities for a low threshold, drop-in service which may be broadly acceptable and accessible for individuals with a range of experiences and preferences. 


Postal services or multiple drop off locations may supplement this provision. For this group, there may be a lower premium on immediacy of response 


To this end, we recommend the following next steps. 


Consultation 


· Carry out consultations with potential providers to explore feasibility in specific locations •


· Liaise with those leading development of drug checking within Aberdeen, Dundee and Glasgow, and the national implementation group led by Scottish Government, to apply both practice and policy learning 


· Consult further with a range of people who use drugs in the city to explore needs and preferences • 


· Urgently discuss the feasibility of Edinburgh also using the national lab-based testing services that are currently being developed as part of the national implementation work Service development • 


· Explore the creation of multiple drug checking services in locations across the city, or the establishment of a distributed model where a primary site collects samples from other locations for testing  Explore options for the creation of city-wide postal provision 


· Consider the balance between speed of testing results and comprehensiveness of the analyses in developing service design 


Develop service designs that include: - 


· flexibility, ease of access and user-friendly, non-judgmental approaches, including peer support 


· access to other harm reduction interventions 


· operating procedures that ensure safety of staff and people using the service – 


· clear plans for design coproduction, including people with lived and living experience 


Legal considerations 


Ensure planning takes account of Home Office licensing requirements, and other national plans for confirmatory testing 


Finance and costs 


Initiation of discussions with local and national government decision makers to ascertain the potential financial envelope for service provision • 


Liaison with potential providers to explore costs and feasibility of standalone and integrated provision 


Communication 


Develop a communication plan to provide stakeholders and the public with information about drug checking services, and the place of potential services in the wider treatment, recovery, and harm reduction landscape in Edinburgh
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Assessing the Feasibility of an Edinburgh Safer Drug Consumption Facility and an Edinburgh Drug Checking Service – Final Reports


Executive Summary


1.1 This paper updates on the response to councillors’ requests for reports on the feasibility of official trials of an Edinburgh Safer Drug Consumption Facility (SDCF) and an Edinburgh Drug Checking Service (DCS).


1.2 As agreed with the P&S committee, a consortium of external organisations was commissioned to undertake these feasibility studies under the direction of a steering group of local partners. They have now reported and recommended that both SDCFs and DCSs be pursued in Edinburgh. They identify neighbourhoods where there is potential demand for these services and models which might be adopted. Their recommendations, if approved, will form the basis of a local action plan.


Background


3.1	Safer Drug Consumption Facilities (also termed Drug Consumption Rooms) are supervised, legally sanctioned (or tolerated) facilities where individuals can consume their own drugs, supervised by trained people who can intervene to prevent overdose. They also usually offer (or provide pathways to) other interventions to reduce harm. Development of DCRs is explicitly supported by Scottish Government strategy and is recommended by the Drugs Deaths Task Force.  Evidence of the impact of Drug Consumption Rooms (DCRs) is well established internationally (e.g. this review) and indicates that, where DCRs are easily accessible in areas of concentrated public injecting, rates of Drug Related Deaths fall.


3.2	Drug Checking is a harm reduction approach which is available in many countries but not currently unambiguously legal in the UK. It is in a similar, though not identical, position to DCRs– an intervention which would be highly compatible with Edinburgh Alcohol and Drug Partnership (ADP) and  Scottish Government (SG strategy if: the local needs were clear; a suitable, cost-effective model could be identified; the legal status was clearer. Discussions on the legal status of the intervention are ongoing and pilots are being explored in other areas in Scotland and England (The Scottish Drug Checking Project). Exploring how it might be provided in Edinburgh is therefore timely and potentially valuable. 


3.3	At its 20th June 2022 meeting, the City of Edinburgh Council debated the prevention of Drug Deaths and agreed that it “Calls on the Council to work with partners in health and criminal justice to provide a report to the Policy & Sustainability Committee in two cycles into the feasibility of supporting an official Overdose Prevention Centre trial in the City.” This call was welcomed and supported by the Alcohol and Drugs Partnership - a feasibility study is considered consistent with the ADP strategy. Similarly, a later request concerning the potential for Drug Checking Services was welcomed.


3.4	The contract to provide the combined feasibility studies was secured through a tendering process and a very well qualified consortium of researchers lead by Stirling University engaged. Components of each study were:


3.4.1	Desk based summary of the research/ knowledge base on DCRs, Drug Checking and any other innovative interventions to reduce drug related harm, including the aims and outcomes of the interventions and description/ models of how they might be delivered. 


3.4.2	Needs assessment: Desk-based summary of the Edinburgh data on relevant drug related harms to identify neighbourhoods in the city which would potentially benefit from a DCR.


3.4.3	Stakeholder Consultation including those with lived and living experience of problem drug use; their carers; Edinburgh service providers; key decision makers.


3.4.4	Recommendation of new interventions, and of neighbourhood(s) where there is evidence of need and an estimation of the costs and benefits to be expected. 


Main report


1.3 The reports have been completed as planned. The key findings and recommendations of the reports are described in Appendix 1 and links to the published versions of the reports are in “recommended reading” below. These recommendations have been reviewed by the steering group overseeing the project and the EADP Executive and on the basis of them the following actions are proposed for officers: 


1.4  THIS IS THE KEY AREA FOR DISCUSSION BY THE EADP EXEC 


Financial impact


6.1	The cost of securing the feasibility study was met from ADP funding. Securing funding for the services themselves is an essential part of the action plan. 


Stakeholder/Community Impact


7.1	Consultation with current and former drug users and their families has been an important component of the feasibility study. Ongoing co-design with potential users of the service and consultation with local communities are recommendations of the process and expected to be part of the action plan arising from it. 


Background reading/external references


 


Appendices


Appenidx 1: Key findings and recommendations of the SDCF report.


Appendix 2: Key findings and recommendations of the DCS report.
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Needs assessment and feasibility study for a safer
drug consumption facility in Edinburgh

Executive summary

Background

In January 2023 the Edinburgh Alcohol and Drug Partnership commissioned an independent needs
assessment and feasibility study for a safer drug consumption facility (SDCF) in Edinburgh. The
research was carried out by a team based at the University of Stirling, Glasgow Caledonian
University, University of Glasgow and Figure 8 Consultancy. It involved four key work packages:

e areview of the global literature on SDCFs, with a focus on service design and evaluation

e an assessment of available data for drug consumption trends, harms and service provision in
Edinburgh

e interviews with people with lived and living experience of substance use in the city, and
family members affected by substance use

e interviews with key professional stakeholders and decision-makers likely to be involved in
either the commissioning or delivery of a service in the city

This report presents the findings from these four work packages, with recommendation for next
steps.

What we know about safer drug consumption facilities

At the time of writing, over 200 SDCFs operate globally in at least 12 countries. There is extensive
global evidence on the effectiveness of safer drug consumption facilities, including evaluations of a
range of outcomes in a number of settings. While the evidence base is discussed in detail in Section
1, it is broadly accepted that SDCFs can play a key role in:

reducing the risk of overdose for those consuming in the facility

supporting safer injecting practices among people attending the facility

providing harm reduction advice for people attending facilities

signposting and / or referring attendees to wider social support and treatment services
e reducing drug litter in the vicinity and improving public amenity

Research has also pointed to the key role SDCFs can play in tackling experienced stigma, and
supporting compassionate care, by providing non-judgemental spaces for people who use drugs.

In September 2023, it was announced that NHS Glasgow and Clyde would open an SDCF in 2024. This
was made possible following a statement of prosecution policy by the Lord Advocate which accepted
that such a facility could play a role in tackling the specific harms faced in Glasgow. The Glasgow
facility will be subject to detailed evaluation, as required by the Lord Advocate in her statement.

The facility proposed for Glasgow will be co-located with an existing Heroin Assisted Treatment
facility and delivered primarily by NHS staff. As such, it represents one of a wide range of possible
service models for SDCF provision. Section 1 of this report discusses the global evidence on the range







of existing service models and facility designs in detail. Fundamentally, facilities vary on whether they
are fixed or mobile; integrated with existing services or standalone; and on the balance of staffing
between people with lived or living experience and clinically trained professionals. Services also vary
considerably in regard to internal design features, with different facilities aiming to create more or
less informal atmospheres, as well as wide variation in range of ancillary services on offer.

Section 1 describes the advantages and costs associated with different service designs, according to
the available global evidence. It demonstrates that, while there are a number of core elements of
provision that any SDCF can be expected to provide, commissioners may consider a wide range of
possible design approaches, staffing models, and levels of ancillary provision. Ideally, these should
reflect the needs identified in the specific setting and be designed to maximise use while maintaining
appropriate levels of oversight and risk mitigation.

While there is strong evidence that SDCFs can contribute to the reduction of a number of harms,
they only represent one element in the wider harm reduction and treatment landscape for people
who use drugs. This is borne out by the available evidence on outcomes, and is a view strongly
expressed by the interview participants in our study. Furthermore, while overdose prevention is a
key purpose of SDCF provision, their potential for providing wider support, signposting and referral
to other services is vital. Globally, most SDCFs provide some degree of wider support, and there was
very strong agreement across our interview participants that these broader benefits were a critical
aspect of SDCF provision.

None of our participants viewed SDCF provision as a ‘silver bullet’, and the global evidence base does
not suggest that is how they should be viewed. Rather, their adoption should be based on a thorough
assessment of whether they can make a positive, and unique, contribution to the range of harm
reduction and treatment services currently available in any given setting. The evidence presented in
the following report suggests that SDCF provision could make such a contribution in Edinburgh.

Current patterns of use and harm in Edinburgh

Calls for the adoption of SDCF provision in Scotland have been driven by continued increases in drug
related harms, including drug-related deaths, transmission of blood-borne viruses, non-fatal
overdoses and hospital admissions over the preceding decade. While the scale of the public health
crisis across Scotland is widely recognised, there remain debates as to the best balance of measures
and consequent funding allocation to tackle these problems.

Rates of drug-related harm in Edinburgh and the NHS Lothian region have consistently been above
the national average. Section 2 collates the available data for drug consumption trends, harms, and
access to harm reduction and treatment service from across the city. It aims to provide a
comprehensive picture of need within Edinburgh, including an indication of trends over time, and to
identify where areas of harm are concentrated. It reveals a situation in which both consumption and
harm are relatively dispersed across the city, albeit with specific areas of elevated harms including
the city centre, especially around the Old Town, parts of Leith and areas within the EH11 postcode.

Edinburgh does not have a single, geographically specific ‘open drug scene’, and there is not one
outstanding location which obviously presents itself as the natural site for a standalone SDCF.
Instead, there are pockets of increased harm within more widespread areas of elevated
consumption. Both the data analysis and participant interviews point to particularly dense clusters of
harm in the Old Town and parts of Leith. There are also clusters in more outlying areas including
Granton, Gracemount, Niddrie and Wester Hailes, and along the A70 in parts of Gorgie, Dalry and
Fountainbridge.







This has implications for both the possible location and design of a proposed SDCF. Among interview
participants, the balance of opinion fell towards the provision of more than one SDCF in the city, in
order to meet need where it was most acute and address issues around the time needed to travel to
the service. However, there was also a common view that the city centre would provide the best
location for a single service on pragmatic grounds, and because it was also an area of very high harm.

Sections 2 and 3 also draw attention to significant changes in patterns of drug consumption in
Edinburgh, especially within the city’s more marginalised populations. In particular, many
participants highlighted a rapid increase in the levels of cocaine (sometimes referred to as ‘prop’)
injecting in the city, as well as increasing harms from the use of benzodiazepines. While injected
heroin use remains a very significant concern, and source of considerable harm, it is one form of
consumption among a wide range of high-risk behaviours. Furthermore, multiple drugs are often
taken at the same time.

These developing patterns of use also have critical implications for SDCF provision. Participants noted
that injected cocaine use often involves much higher frequency of injection and leads to different
behavioural responses to injected heroin. Because they are generally consumed as pills,
benzodiazepines also imply different harm reduction responses that may complicate the assessment
of risks and harms within an SDCF. The reality of complex and variable patterns of drug consumption
suggests that SDCF provision needs to be designed to accommodate drugs other than injected
heroin, and ensure staff are trained to deal with a range of possible adverse effects.

At the same time, Edinburgh — alongside the rest of the UK — faces the prospect of increased levels of
synthetic opioids in the drug supply chain. 2023 saw spikes in drug deaths in a number of regions
across the UK that were associated with nitazenes and other synthetic opioids. In the context of a
significant — and possibly sustained — reduction in the global supply of raw opium, the risk of
increased synthetic opioid use is pronounced. SDCF provision would clearly provide a key
opportunity for harm reduction in this context, as it creates spaces in which inadvertent overdose
can be monitored and responded to quickly and effectively.

Feasibility and acceptability

Section 1 discusses the available research evidence on the acceptability of SDCFs among people who
use drugs, as well as addressing what aspects of service design are likely to increase the
attractiveness of facilities. The global evidence demonstrates high levels of acceptance among key
target populations, and high levels of use for established facilities.

In Sections 3 and 4, many of the interview participants for this study note that there is no ‘one size
fits all’ for SDCF design. However, there are key features that are shared among established and
successful services. In terms of safety and governance, clear operating procedures, risk management,
and clinical oversight are essential for a formally commissioned service. However, there are also
many examples, as discussed in Section 1, of informal and ‘pop-up’ services, where the demands of
conventional clinical governance are balanced against the advantages of providing highly accessible,
‘low threshold’ services in areas of acute need.

There was a very strong preference among all interview participants for a service that was relatively
informal and welcoming. It was felt that this required, in part, considerate design that avoided an
excessively ‘clinical’ feel. The inclusion of people with lived experience in the design and
development of any SDCF was viewed by many as vital to achieving this. There was also very strong
support for the inclusion of people with lived experience in the staffing and delivery of any SDCF. This







was not, however, to the exclusion of trained clinical staff. The broad preference was for services that
combined the skills and knowledge acquired through both lived experience and specialist
professional training.

There was also a strongly expressed concern that physical safety be protected in any SDCF. Many
participants with lived experience commented that, while informality was important, there was also
a need to maintain clear rules and regulations in order to protect both staff and service users from
either disorder or attempts to supply drugs in or around the premises.

The available evidence suggests that, where services are viewed as safe and welcoming, there is
significant demand among people who use drugs, often among the most vulnerable and
marginalised in those communities. Participants with lived experience showed high levels of support
for a service and viewed SDCF provision as an opportunity to not only address acute issues around
safety but also to create spaces where the pressures and anxieties of day-to-day life could be
reduced, and the persistent experience of stigma eased. This was seen as creating significant
additional benefits in terms of developing relationships and finding support towards treatment and
recovery.

The potential of a safe, welcoming space to support longer-term goals, including moving towards
recovery and reducing drug use, was emphasised by many participants. This highlights the
importance of creating facilities that support clients to connect into wider services and enable
pathways into treatment for those who are seeking it. There was little backing for a service that
simply provided a space for consumption of drugs alone. Therefore, the commissioning of any future
facility needs to place an emphasis on the capacity of the service providers to facilitate this wider
support, and to integrate the service effectively with existing treatment and harm reduction
provision within the city.

While the professional stakeholders we spoke to had varied levels of knowledge around the specific
details of SDCF provision, there was significant support for their adoption in principle. All saw them
as creating potential benefits in terms of both addressing acute risks and enabling longer-term
outcomes. There was a clear understanding, however, that the establishment of SDCF provision
would come at a cost and that there were implications for resource allocation. For some participants,
there were more pressing priorities and other areas of provision that they felt could achieve more
significant outcomes. There was not universal agreement that funding an SDCF was the highest
priority or would necessarily represent the best use of limited resources. Across those interviewed —
including people with lived and living experience, families and key professional stakeholders — there
was clear and strong support for SDCF adoption as part of the wider treatment and harm reduction
landscape, and a belief that it could achieve unique outcomes, especially among people at the
highest levels of risk. Nevertheless, the question of resource allocation needs to be addressed
openly, and agreement reached that the financial costs are justified by the potential benefits.

Cost effectiveness

The cost-effectiveness literature is discussed in Section 1. Global evidence on cost-effectiveness
suggests that SDCF provision can lead to overall savings; however, estimates are dependent on
assumptions made regarding outcome effects and costs allocated to either mortality or specific
conditions, and these vary by setting. For example, much of the available literature identifies a
reduction in blood borne virus transmission as a key cost saving. This means assessment of potential
savings is dependent both on the reduction expected from a facility, and the existing level and trends
of BBV transmission within the proposed community. Furthermore, there are potential trade-offs
between the cost of single or multiple services, and the level of ancillary provision that may be







available in each service if there are more than one. Therefore, detailed cost-benefit assessment
requires accurate proposed costs for provision, and options for provision at different scales.

While the number and type of facilities remain undetermined, and without concrete estimates from
potential providers, it is not possible to provide a robust assessment of cost effectiveness, calculated
in financial terms, at this stage. In assessing this ahead of final commissioning, it is important that
calculations are developed for estimating the financial costs of key harms within the city, as well as
inviting detailed and costed proposals from potential providers.

Summary of findings

e There are significant levels of drug-related harm across the city, a number of which could be
mitigated by SDCF provision

e Patterns of drug consumption and harm are dispersed across the city, but with identifiable
hotspots in some areas

e Patterns of use in the city are varied and dynamic, with particularly high levels of cocaine
injecting and benzodiazepine use

e There is a recognised risk of increased harms due to higher levels of synthetic opioids
entering the drug supply

e There is strong support for SDCF provision among the people with lived / living experience,
family members and professional stakeholders interviewed for the study

e  While support for SDCF provision is strong among professional stakeholders, there are mixed
views on prioritisation and levels of resource allocation in relation to other relevant services

e SDCF provision is widely viewed as valuable for more than overdose response. Safer injecting
support, education, signposting to wider services and support into treatment and recovery
are also viewed as key functions

e There is strong support for extensive service delivery by peers / people with lived experience
and a degree of informality in service design

e There is also support for trained clinical expertise and clear operating procedures to protect
safety and security on-site

e Strong links between SDCF provision and wider services are seen as critical

Recommendations

The City of Edinburgh Council and Alcohol and Drug Partnership should take steps to introduce SDCF
provision in the city. Given the dispersed patterns of harm, this should ideally include more than one
location. To this end, we recommend the following next steps.

Consultation

e Explore the feasibility of provision in identified hotspot areas in depth, including:
- continuing engagement with potential service users, and others with lived and living
experience, on preferences and needs
- launching a community consultation in hotspot areas focusing on experiences of drug-
related harm and the potential impacts of an SDCF
- consultation with homelessness and drug services in hotspot areas to explore the option
of embedded provision







- establishing protocols to share relevant data at the lowest possible geographies to track
patterns over time

Service development

e Develop service designs that include:

- extensive levels of trained peer delivery

- provision of spaces and support appropriate to a range of drug consumption including
opioids, stimulants and benzodiazepines

- creating an inviting and informal atmosphere with psychologically informed design

- clear plans for education provision and wider harm reduction support, including injecting
equipment provision, take-home naloxone, wound care, and BBV testing and support

- clear plans for supporting people who use the service into treatment and recovery
where appropriate

- training to support staff to address a range of drug responses effectively and sensitively

- operating procedures that ensure safety of staff and people using the service

- clear plans for design coproduction, including people with lived and living experience

- clarity on clinical staffing requirements

e Engage with and learn from other sites for where SDCF are established or in development in
Scotland and internationally.

e Develop an evaluation framework and begin the organised collation of baseline data at the
earliest possible point to allow for robust evaluation of outcomes

Legal considerations
e Secure bespoke legal advice to ensure proposed operating procedures remain lawful
e Embark on early engagement with local police and the Crown Office and Procurator Fiscal
Service to establish shared principles and work towards the development of shared
agreements

Finance and costs

e Initiate of discussions with local and national government decision makers to ascertain the
potential financial envelope for service provision

e Liaise with potential providers to explore costs and feasibility of standalone and integrated
provision

Communication
e Develop a communication plan to provide stakeholders and the public with information

about SDCF provision, and the place of a potential service in the wider treatment, recovery
and harm reduction landscape in Edinburgh.
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Assessing the need for, and views on, drug checking
services in Edinburgh

Executive summary

Introduction

The unregulated and complex nature of the illicit drug market poses risk of harm, including fatal and
non-fatal overdose, to people who use drugs. In Scotland, use and availability of non-prescribed ‘novel’
benzodiazepines (often termed ‘street’ benzos) has significantly contributed to high levels of drug-
related deaths. Street benzos, often used in conjunction with alcohol, opioids, and other substances,
are often designed to mimic traditionally prescribed benzodiazepines but can vary significantly in
potency and composition. Additionally, there has been an increase in detection of highly potent
synthetic opioids, ‘nitazenes’, in the Scottish market, raising further concern about the risks posed by
the variable, unregulated drug market. Given such challenges, there has been increased policy support
and interest in developing harm reduction interventions to address such issues.

One such intervention, currently being planned in Aberdeen, Dundee, and Glasgow, is drug checking
services (DCS). DCS enable people to submit a small amount of a substance for testing and
subsequently provide information about the tested substance as part of a broader harm reduction
consultation. The number of DCS has grown globally in recent years, including in the UK. The Loop
have provided festival-based drug checking since 2016 and are in the process of setting up a fixed-site
service; and the Welsh Emerging Drugs and ldentification of Novel Substances (WEDINQS) provide a
postal-based service. DCS can provide individuals with accurate information about the composition of
drugs and enable the adoption of harm reduction behaviours and safer drug use practices.
Additionally, there is evidence that DCS can increase systemic capacity for drug market monitoring and
inform subsequent public health communication and strategies. Internationally DCS vary widely in
relation to: how and where they operate; the time taken to provide results; the target population they
attract; the detail and comprehensiveness of results provided; and the extent of funding and
government support they receive. Such differences are outlined further in the main body of the study.

Previous research has been conducted on the feasibility, acceptability, and barriers and facilitators to
implementation of DCS in Aberdeen, Dundee, and Glasgow, highlighting a range of important
considerations. The current study, commissioned by the Edinburgh ADP, aims to assess the need for,
and views on the potential of, DCS in Edinburgh, as part of a wider study on safer drug consumption
facilities (SDCF). Eleven participants were interviewed comprising of eight professionals working in
relevant roles, and three people with experience of drug use. We have also included data from the
SDCF study in which 18 participants with experience of drug use/family members were asked their
views about drug checking as part of their interview about SDCF. This executive summary and the
report discussion pulls together the overall messages from these two studies.

Key findings

Findings relate to three primary themes: the perceived need and demand for DCS in Edinburgh; service
delivery considerations; and the planning and implementation process.







Perceived need and demand for drug checking services

Participants in both studies (DCS and SDCF) expressed general support for the implementation of DCS,
viewing it as an important harm reduction intervention in light of current levels of drug-related harms
and death. DCS were seen as having a number of potential harm reduction impacts, including:

e providing opportunity for the adoption of safer drug use practices through increasing the
availability of information about drug contents;

e increasing uptake of other harm reduction interventions through building trust and
engagement;

e providing staff with opportunity to have detailed and specific harm reduction conversations
with service users;

e increasing systemic capacity for drug market monitoring; and

e the potential to change drug markets.

Despite discussion of the potential benefits of implementation, some participants expressed
reservations in relation to the strength of evidence for DCS and described challenges in achieving the
above impacts. For example, it was noted that more marginalised individuals, with a range of
intersecting vulnerabilities, may face limitations in their capacity to consistently adopt safer drug use
practices in light of the information provided by DCS.

Participants generally felt that many people who use drugs may want to access a DCS as a means of
reducing risk and taking care of their health. All three participants with experience of drug use noted
that they would use a DCS, contingent on it being accessible and delivered in a suitable manner, as did
those interviewed for the SDCF study. Participants noted that a wide and heterogenous group of
individuals may access DCS, across a continuum from ‘recreational’ use to those using more
dependently. Given the diversity of potential service users, it was highlighted that services models may
need to operate differently to be suitable for different groups. Such considerations were reflected in
discussion around who DCS should primarily be targeted at. Some felt that DCS should be broadly
inclusive and acceptable to wide groups of individuals. However, others noted that, given current rates
of drug-related deaths and a constrained fiscal environment, there may be a need to focus on engaging
those at highest risk.

Whilst it is not possible to estimate levels of demand from a small sample of largely professional
participants, other evidence triangulates need and demand for DCS in a Scottish context, including the
data from participants interviewed for the SDCF study. For example, use of WEDINOS in Scotland has
increased significantly in recent years, with approximately half of all submitted substances expected to
be benzodiazepines. Similar trends have been observed for substances submitted to WEDINOS from
Edinburgh in recent years. Additionally, provisional data from the Needle Exchange Surveillance
Initiative (NESI) in Glasgow has highlighted high willingness to use a DCS amongst respondents. A
related study of DCS in Aberdeen, Dundee, and Glasgow has also reported a strong perceived need for,
and willingness to engage with, DCS amongst people who use drugs and affected family members.

Service delivery considerations

Several different service locations were discussed as potentially suitable for DCS delivery, with a varied
benefits and challenges associated with each. For those at highest risk of experiencing drug-related
harm, recovery hubs, homelessness services and SDCF (if implemented) were thought to be most
suitable for the integration of DCS. Recovery hubs (multi-agency drop-ins across the city providing drug
and alcohol treatment and support services) were often noted as the most intuitive and
straightforward setting for DCS delivery, given high levels of existing footfall amongst those at higher
risk, the range of harm reduction and treatment options offered on site, and the presence of highly
skilled and specialist staff. However, given the potential stigma associated with such services, and their
perceived association with the drug treatment landscape, there were doubts whether such settings








would be attractive to people who do not view their drug use as problematic. Crew, an existing third
sector harm reduction service, was described as an appropriate and inclusive location for wider groups
of individuals due to its relaxed and informal environment, and perception of being less
associated/integrated with the drug treatment landscape.

DCS in both a pharmacy and a mobile van setting drew mixed responses with varied views on: whether
they would afford discretion and confidentiality; whether they were logistically feasible; and which
groups/individuals would be most likely to access DCS in such settings. The varied perceptions of these
two potential service delivery settings suggests a need for further research and exploration. However,
it should be noted that a Home Office Licence would not currently be granted for DCS in a mobile van.
In addition to the specific challenges and advantages associated with each model, a number of cross-
cutting considerations were discussed relating to the need to: ensure that staff had adequate capacity
to deliver drug checking; ensure that potential service users felt confident about the confidentiality
and discretion afforded by the service; and to consider space and layout of settings for DCS delivery.

Findings highlight a general perception that any one model would be limited in its capacity to be
appropriate and accessible for all who may wish to use a DCS. As discussed, people who may wish to
use DCS are likely to vary widely in experiences, preferences, and needs, and may differ in terms of
preferred settings and model of delivery. Further, participants noted that Edinburgh has a number of
dispersed locations of high drug-related harms, further adding to the challenge for one site to be
accessible to all. Participants interviewed as part of the SDCF study also noted the importance of the
DCS being flexible, accessible, and user-friendly, and located in a place that would ensure that those
who needed the service most would be able to access it. Participants suggested some alternative,
lower cost means of expanding access to DCS, including implementing multiple sites for substance
collection, where substances can be transported to a central site for testing within a longer timeframe,
and postal provision.

In addition to discussion about specific locations for DCS delivery, participants noted a range of more
general considerations around service delivery. A central issue was result turnaround time (i.e., length
of time required for a service user to receive their results). It was noted across both studies (DCS and
SDCF) that many individuals, particularly those using dependently and who are experiencing
withdrawal, may require quick results (between 30 minutes and 2 hours), and that longer waiting
times (1-7 days) may present a barrier to engagement. However, findings highlight that not all
individuals would require quick results. For example, all three participants with experience of drug use
in the DCS study described being willing to wait up to a week for results, although those interviewed as
part of the SDCF study reported being less willing to do so. It should be noted that there may be a
trade-off between speed of testing and comprehensiveness of results. For example, quicker testing
(conducted on site at a DCS) may not be able to consistently provide information on substance
strength and may, in some cases, be unable to detect or identify novel or emerging substances.
Conversely, where substances are transported to a lab for more detailed and comprehensive testing
this may entail a longer timeframe for results.

Related to the trade-off between speed of testing and comprehensiveness of results, participants
noted that information about substance strength would be valuable for informing dosage and the
adoption of risk reduction strategies — a finding in line with the existing evidence base. However, all
still described being willing to use a DCS which provided only information about the contents a
substance with no information on substance strength. Clearly explaining the limitations of testing prior
to engagement was described as essential to managing expectations and ensuring the continued
engagement of service users. Given the small sample of participants with experience of drug use
included in the current study, further consultation is required to gauge optimal service design in light
of the described trade-offs (i.e., speed of testing vs comprehensiveness of results).







A range of further issues relating to service design were discussed including the need for: non-
judgemental staff with relevant expertise, including peers; DCS to be linked with other harm reduction
services; as small an amount of a substance as possible to be used in the testing process; consideration
of extended opening hours beyond Monday-Friday 9am-5pm; and further exploration the suitability of
a range of methods for communicating results including in-person, over the phone, by text, and online.
Participants highlighted the need for ongoing consultation with varied groups of people who use drugs
to ensure that service design and delivery is appropriate and inclusive.

Planning and implementation process

Owing to the complexity entailed in DCS implementation, participants described the need for multi-
party dialogue across a wide range of stakeholders. Central parties were described as: third sector and
NHS services and staff; people who use drugs; existing DCS; local and national public health staff; local
and national police; local and national government; Alcohol and Drug Partnerships (ADPs); the Home
Office; staff and services in the wider drug landscape; and local communities and the wider public. It is
important to note that the DCS planning process in Aberdeen, Dundee, and Glasgow has highlighted
the benefit of involving a range of stakeholders in design and implementation. For example, relating to
the complex considerations around the testing and analysis process, Scotland is developing expertise
and infrastructure around DCS testing. Additionally, Police Scotland have been involved in dialogue
from an early stage. Such infrastructure, progress, and knowledge could be drawn on for
implementation in Edinburgh. Participants in the current study described the importance of bringing
together a range of expertise, assigning roles and responsibilities, and ensuring shared understanding
from an early stage of the implementation process.

Recommendations

The City of Edinburgh Council and the Alcohol and Drug Partnership should take steps to introduce
drug checking services (DCS) in the city. Several models and locations of DCS have the potential to
reduce drug related harms in Edinburgh, and approaches serving a range of potential users should be
explored.

e Forthose at highest risk of drug-related deaths and harms, DCS within recovery hubs,
homelessness services, community pharmacy, and safer drug consumption facilities (SDCF)
would have the greatest acceptability and impact. For this group, local and quick access to
results (ideally with additional lab testing to follow up and provide surveillance) are key
considerations

e For wider groups of people who use drugs, sites such as Crew may be more appropriate as
they opportunities for a low threshold, drop-in service which may be broadly acceptable and
accessible for individuals with a range of experiences and preferences. Postal services or
multiple drop off locations may supplement this provision. For this group, there may be a
lower premium on immediacy of response

To this end, we recommend the following next steps.

Consultation

e Carry out consultations with potential providers to explore feasibility in specific locations

e Liaise with those leading development of drug checking within Aberdeen, Dundee and
Glasgow, and the national implementation group led by Scottish Government, to apply both
practice and policy learning







Consult further with a range of people who use drugs in the city to explore needs and
preferences

Urgently discuss the feasibility of Edinburgh also using the national lab-based testing services
that are currently being developed as part of the national implementation work

Service development

Explore the creation of multiple drug checking services in locations across the city, or the
establishment of a distributed model where a primary site collects samples from other
locations for testing

Explore options for the creation of city-wide postal provision

Consider the balance between speed of testing results and comprehensiveness of the analyses
in developing service design

Develop service designs that include:
- flexibility, ease of access and user-friendly, non-judgmental approaches, including peer
support
- access to other harm reduction interventions
- operating procedures that ensure safety of staff and people using the service
- clear plans for design coproduction, including people with lived and living experience

Legal considerations

Ensure planning takes account of Home Office licensing requirements, and other national plans
for confirmatory testing

Finance and costs

Initiation of discussions with local and national government decision makers to ascertain the
potential financial envelope for service provision

Liaison with potential providers to explore costs and feasibility of standalone and integrated
provision

Communication

Develop a communication plan to provide stakeholders and the public with information about
drug checking services, and the place of potential services in the wider treatment, recovery,
and harm reduction landscape in Edinburgh.
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Edinburgh Alcohol and Drugs Partnership (EADP)


Planning and Commissioning Governance 








1. Summary





1.1	This paper outlines the purpose, structure and values of the ADP. The appendices set out the formal terms of reference for two key groups, the EADP Executive and the EADP Core Group





2. Purpose of the EADP 





2.1	Edinburgh ADP is a strategic partnership responsible for developing and overseeing a local strategy to minimise alcohol and drug related harm and promote recovery from problematic substance use. 





2,2	Alcohol and Drug Partnerships (ADP) are established at local authority level ``	to develop responses to local needs in line with national strategy. EADP is required to submit a strategy and delivery plan to the Scottish Government which responds to three key documents Rights, Respect and Recovery (2018) , the Alcohol Framework (2018) and the National Drugs Mission (2022-26)  the outcomes of these strategy define the breadth of the ADPs work: it is structured into five outcome areas:
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2.3	Membership of the Edinburgh ADP (EADP) includes lead officers from Police Scotland, NHS Lothian, the Third Sector, Scottish Prison Service, and the City of Edinburgh Council.  





3. Values of the ADP





3.1	Core Values


	We will work with people in partnership and trust. 


	We will demonstrate and embrace kindness, respect and love.





3.2	Our Values 


· We make shared decisions and value people’s skills and experiences. 


· We always work collaboratively with a flattened hierarchy 


· We always build trust and foster empathetic and honest relationships 


· We are always person centred 


· We show kindness and compassion and treat people with respect and dignity 


· We always start with people’s strengths and build on these 


· We always engage people as citizens in their community and embrace the whole person 


· We give permission to try new things, adapt, and learn 


· We deeply believe our people are our greatest assets 


· We always treat people as equal partners.





3.3	Coproduction with the voices of Lived and Living Experience 


The partnership is committed to coproducing strategy and services with those who use, need and have experience of them. EADP has been working towards a formal co-production model to ensure the voice of lived and living experience is included in EADP governance and service design, delivery and monitoring at all levels. This should be read alongside the terms of reference below.





4. Structure 





Edinburgh ADP has the following structure (see below for schema):





4.1 The ADP reports to the Edinburgh Chief Officers Group for Public Protection and to the Scottish Government. 





4.2 The Executive provides a strategic overview and is responsible for development and implementation of the local alcohol and drugs strategy based on the city’s needs. It is responsible for co-ordinating the work and resources of all partners towards the strategy and for reporting to the Chief Officers Group and the Scottish Government. The terms of reference are set out in Appendix One.  





4.3 The Core Group oversees financial and commissioning activity on behalf of the ADP. It provides assurance to the Executive that funding is spent effectively and efficiently to achieve the strategic aims. The terms of reference are set out in Appendix Two. 





4.4 Two Collaboratives - The Adult Treatment and Recovery Collaborative and a Whole Family Approach Collaborative provide fora for expert development of strategic plans in their respective areas; They make strategic recommendations to the Executive on their areas of work and to the Core Group on investment in their areas of work. Each is composed of service delivery organisations operating in consultation with those with lived and living experience. 





4.4.1 The Adult Treatment and Recovery Collaborative focuses on interventions to reduce harm and promote recovery from adult problem substance use. This includes services in community, residential and criminal justice settings and recovery community activities. 





4.4.2	The Whole Family Approach Collaborative focuses on the development and embedding of a Whole Family Approach’ across the EADP strategy. Its core remit is to 


· Develop and support services to deliver a whole family approach (including family support and involvement of families in the care of their loved ones)


· Develop and support services to support young people affected by substance use.  


· Develop prevention and early intervention plans 





4.5 Task Groups carry out more specific work as directed by the individual Collaboratives or by the Executive. Current Task Groups are set out in Appendix Three.  


PAPER 5 – Terms of Reference 











Appendix One 


Edinburgh Alcohol and Drugs Partnership Executive


Terms of Reference








Role





The Executive will carry out the following tasks: 





· Develop and deliver a local three-year alcohol and drugs strategy. 


· Provide a clear assessment of local needs and risks


· Develop an annual delivery plan defining priorities for each financial year. 


· Oversee financial and commissioning activity within the ADP, ensuring that the both the dedicated ADP funding and the resources of partner organisations are aligned to the strategic plan and to the intended purposes of the funding.


· Provide assurance to the Chief Officers Group (COG), the Integrated Joint Board (IJB) and the Scottish government through effective performance monitoring and reporting arrangements. 





Membership





Representatives on the Executive will be chosen by their host organisation and will be expected to have the authority to speak on behalf of their organisation.





Individuals may be co-opted for a limited time period to focus on specific priorities. 





Members of the ADP will be responsible for ensuring their organisation and all associated groups are informed of the work of the ADP.





Representation is drawn from the following:  





			Integrated Joint Board (including Chief Finance Officer)





			CEC Elected Members 





			Edinburgh SCP 





			Police Scotland 





			NHS Lothian Public Health





			Edinburgh Licensing Board 





			EVOC





			REAS





			HMP Edinburgh





			Education, Children and Justice





			Primary Care





			Housing and Homelessness





			People with Lived and Living Experience





			Community Safety Partnership





			Equally Safe Lead Officer 





			Criminal Justice Lead Officer








Formal Links with Strategic Partnerships





EADP will seek formal links with other strategic partnerships to promote joint working, co-ordination of strategy and service delivery.





This will include:


· Equally Safe Partnership


· Children’s Partnership


· Housing


· Thrive


· Community Safety Partnership








Role of the Chair and Vice Chair





Nominations for the roles of Chair and Vice-Chair will be made at the Executive and appointed on an annual basis.





The Chair will be responsible for:


· Ensuring the minute of the previous meeting and the agenda are circulated one week prior to the meeting.


· Monitoring membership and attendance and maintaining a balance of representation from required partners.


· Ensuring reporting is timeous and accurate.


 


Administration of Meetings





The Executive will meet a minimum of 4 times per year.


The Executive will be supported the ADP Support team.


Members are invited to propose agenda items not less than 2 weeks prior to the meeting date.


The quorum for the Executive will be one half of the membership. Non-quorate meetings can still proceed with decisions ratified at the next meeting. Decisions can also be agreed with partners by email as directed by the Chair. 


The draft minute will be prepared for initial approval by the Chair and sent with the proposed agenda and any papers not less than 1 week prior to the meeting.


Following ratification minutes will be published on the EADP website.  





Decision Making Process





The Executive will operate on the basis of consensus and a vote may be taken to establish consensus as directed by the Chair.


The Executive will delegate financial decision making to the Core Group and EADP Officers where appropriate and will consider and sign off on financial plans.





Confidentiality


All members of the Executive will be responsible for maintaining the confidentiality of any relevant documents. The Chair will advise, where necessary, on the confidentiality of documents. 





Reporting Arrangements


The Executive will deliver quarterly and annual reports to the Chief Officers Group these will incorporate performance and activity reporting and highlight risks and barriers to delivery.


The Executive will deliver an annual report, which will be ratified by the COG before submission, to Scottish Government and will include financial and other performance reporting as required.


The Executive will maintain a risk register and a rolling action log incorporating a planned business cycle for the year. 


Review


The Terms of Reference will be reviewed on an annual basis at the beginning of the financial year.





Appendix 2


Edinburgh Alcohol and Drugs Partnership Core Group


Terms of Reference





Role


To oversee financial and commissioning activity within the ADP. This will include oversight of all aspects of budget management and commissioning including needs assessment, service planning, procurement and performance reporting. 
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The group will provide assurance to the EADP Executive that: 


· The collective resources of the partnership are aligned with the agreed strategic aims. 


· All Commissioned services are delivering best value.


· The partnership is meeting its obligations to its stakeholders and funders.  





Remit 


The remit of the Core Group is to:


· Agree spending plans annually with the EADP Executive and to oversee their implementation through commissioning and procurement plans. 


· Oversee the investment activities for both 3rd Sector and Public Sector services in consultation with the Adult Treatment Collaborative and Whole Family Support Collaborative and accountable officers in statutory organisations. 


· Agree performance and monitoring arrangements for all contract and grant funded organisations and statutory services. 


· Receive reports on performance of commissioned services in all sectors, provide assurance to the EADP Executive and highlight successful delivery, risks and concerns. 


· Agree a scheme of delegation of funding to individual officers and organisations within the agreed overall spending plans.


· Provide assurance that all of the group’s activities and those it delegates to officers fully reflect the values and practices of co-production.


· Ensure Equalities and Rights Impact assessments are conducted and actions acted upon. 





Key outputs 





The key annual outputs of the Core Group are:





· An annual finance report to the EADP Executive, Scottish Government and the IJB. 


· Draft Annual Spending Plan for the Executive and the IJB, indicating proposed use of the EADP budget allocations and the resources contributions of other partners. 


· Propose funding allocations aligned to particular ADP strategic outcomes, developed in consultation with the Adult Treatment and Whole family Approach Collaboratives. 


· Individual investment plans for securing of agreed outcomes. If these are in line with the Annual Spending Plan, they can be agreed by the Core Group. Those which are not pre-approved by the Annual spending plan and which are in excess of £100,000 require to ratified by the EADP Executive. 


· An annual report on the performance of all commissioned services across all sectors.





Representation and Membership


The Core Group will comprise of:  


a) The partner organisations who are budget holders and who contribute resources to the partnership’s commissioned work. Organisations who are able to bid for contracts and grants will not be included directly, but all delivery sectors will be represented. 


b) The support organisations, commissioning, procurement and finance officers who manage and implement commissioning functions on the ADP’s behalf. 





Membership will comprise:





			Edinburgh Integrated Joint Board / 


Edinburgh Health and Social Care Partnership


			Dr Linda Irvine Fitzpatrick


(Chair)





			Edinburgh Health and Social Care Partnership


			Anna Duff





			REAS


			TBC





			EVOC


			Ian Brook





			Children and Families 


			?





			Community Justice 


			?





			People with Lived Experience


			











Members of the group will be responsible for ensuring their organisation and all associated groups are informed of the work of the ADP and the Core groups decisions. They are collectively responsible for ensuring that the relevant Collaboratives are fully consulted on the decisions. 


Support organisations: The activities of the Core Group will be supported by the following:


· ADP officers (Programme manager, planning and commissioning officers) 


· CEC Procurement 


· H&SCP Finance


The Core Group will strive towards co-production and will include lived and living experience .


It is expected that most of the group’s actions will be to direct EADP officers to develop or implement commissioning plans, produce and present monitoring and evaluation reports and identify and report on risks.





Decision Making


The group will seek unanimous agreement for decisions, however, where this is not possible a majority vote will suffice. In the event of no majority the Chair will have a casting vote.





Review 


The terms of reference will be reviewed on an annual basis.






Appendix Three 


Current Task Groups (November 2023)





			Task Group


			Chair





			MAT Standards Oversight group


and subgroups 


· MAT management forum 


· ORT Clinical Pathway Group 


· ORT pathways group


· Reaching people in crisis/ MAT 3 implementation group


· Criminal Justice MAT group


			Anna Duff/ David Williams (And others)





			Data and Insights (Pan Lothian)





			Dan Adams (Lothian analytic services)





			Lothian Residential Rehabilitation Group (Pan Lothian)





			Linda Irvine Fitzpatrick 





			Alcohol Needs Assessment Development Group 





			Avril Mackay (public health)





			Young People’s Substance Use Services (YPSUS) Group 





			Emma Crawshaw (CREW)





			Safer Drug Consumption Facilities. Drug checking services Research Steering group





			Avril Mackay 





			


			





			


			





			


			





			


			





			


			





			


			





			


			














Chief Officers Group   /Integrated Joint Board  IJB








Scottish Government 








Whole Family Collaborative








EADP Executive








EADP Core group 








Adult treatment and recovery collaborative 








MAT Standards Oversight group








MAT management forum 








ORT Clinical Pathway Group 








ORT pathways group








Reaching people in crisis/ MAT 3 implementation group








Criminal Justice MAT group








Data and Insights (Pan Lothian)








Lothian Residential Rehabilitation Group (Pan Lothian)








Alcohol Needs Assessment Development Group 








Safer Drug Consumption Facilities / Drug checking services Steering group








Young People’s Substance Use Services (YPSUS) Group 
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EADP Stakeholder conference, 26th October 2023





This paper describes a stakeholder event which took place on the 26th of October 2023 at Norton Park. The event was part of the review of the ADP’s strategy and was attended by 67 individuals from a very wide range of organisations and backgrounds attended. 


The structure of the day was a series of presentations on different topic areas, each followed by facilitated discussions in small mixed groups. 


Key themes identified from the groups’ discussions are noted in each section of this paper and the full notes are contained in appendices 1, 2 and 3


Contents
Presentation 1: Welcome and Purpose of Today	2
Presentation 2 Summary of ADP’s role and structure	3
Presentation 3: Provision and Priorities in the Adult Treatment and Recovery Services	7
DISCUSSION 1 Given the breadth of the strategy and what we hope to achieve…..:	8
Presentation 4: Taking a whole Family Approach (Neil Stewart)	9
DISCUSSION 2: To develop a true whole family approach….	9
Presentation 5: the Power of Connection (John Arthur)	10
DISCUSSION 3: To build resilient communities…	13
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[bookmark: _Toc151038284]Presentation 1:  Welcome and Purpose of Today


Dr Linda Irvine Fitzpatrick, Strategic Programme Manager, Thrive Edinburgh, Substance Use and Homelessness and the SRO for the Edinburgh Wellbeing Pact, Community Mobilisation and Prevention and Early Intervention.





1.1 	Linda welcomed everyone to the session and shared her enthusiasm at seeing so many different stakeholders coming together to work collaboratively. Linda explained that she has recently discussed strategic resposilibity for Edinburgh Health and  Social  Care Partneship for subsbtance use, homelessness and mangement of the ADP  Team.


1.2 	She highlighted a number of key areas of work that she is currently leading on throughout the city. One of the main areas is that of Thrive Edinburgh which is the strategy for improving mental health and wellbeing for all citizens of Edinburgh grounded in principles of kindness, respect and love. Additionally, Linda is taking forward the development of EHSCP’s Early Intervention and Prevention Strategy which will have 3 interlocking components:


· People – create the conditions for good lives and more good days which means the ability to support and care for one another across the lifespan 


· Places – What surrounds us shapes us 


· Pathways – Delivering health and social care in accordance with need


Linda also introduced the new Change the Conversation Change the Culture initaitive  - Ellipsis… the lives people lead, the stories we tell. This will focus on gatherieng people’s stories amd narratives to drive system change with peer researchers.  She finished by sharing her aspirations for the day and encouraged all to be inquisitive and curious, listen to what people value and what needs to grow and hear what people think needs to change.





[bookmark: _Toc151038285]Presentation 2 Summary of ADP’s role and structure
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David summarised the structure and function of the ADP – it is a broad partnership dedicated to reducing drug and alcohol related harm in the city. Its aims include:


· Develop and oversee the D&A strategy bearing in mind national strategy; Local needs and Local partnerships 


· Influence other partners’ strategies


· Encourage co-ordinated responses


· Commission/ fund


· Reporting


Its membership reflects the breadth of the partnership’s work
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He explained that the current strategy for the ADP needs to be refreshed and described some of the changes for the ADP over the last few years; previous reductions in funding have been reversed following rising harms (DRD –Drug Related Deaths and ARD - Alcohol Related Deaths) and a number of new areas of work.
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The current strategy is based on the Scottish Government’s Rights, Respect and Recovery (2018) document.
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The new strategy will be based on the following outcomes and actions from the work of the Drugs Deaths taskforce
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And with an overarching principle of putting lived and living experience at the heart of developing and delivering the strategy. 


The plan will be developed over the next 6 months. 
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[bookmark: _Toc151038286]Presentation 3: Provision and Priorities in the Adult Treatment and Recovery Services


David’s colleague, Ian Davidson outlined the key issues affecting adult treatment and recovery services. 


[image: ]





Key to this is establishing the right balance of services and this was the area where the room’s collective wisdom was sought:
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[bookmark: _Toc151647243]DISCUSSION 1 Given the breadth of the strategy and what we hope to achieve…..: 


There was then a facilitated discussion on each table looking at the questions:


· Given the breadth of the strategey and what we hope to achieve…..


· What are our strengths?


· What are our areas for improvement? 


· What actions do we need to prioitise in the new strategy?


The full notes are included in appendix 1. Key themes emerging in table discussions were:


			Question 1: Given the breadth of the strategey and what we hope to achieve.


….What are our Strengths:


· Existing relationships and service experience – there is a depth of knowledge and established services in all areas of the system of care. 


· There is greater political will to make changes and resources have improved in recent years, albeit with additional expectations and pressures.


· There is a strong network of recovery communities, mutual aid and receovery activism. Through peer working and relationships it reaches and is visible to those in treatment 


· Hubs offer effective link ups of specialist services across sectors, which offer a “one stop shop” for users and other services


…What are our Weaknesses:


· Alcohol treatment access and capacity – the recent focus on drug related harms and increase in resource has distracted from the scale of need and suffering caused by alcohol. The harm is less visible, there is less data and insight, waits are longer. 


· Services and planners too often are not listening to those in need, particularly those who currently (rather than formerly) use services and those affected by other’s use. 


· Service often operate in silo’s. in particular, criminal justice, and treatment are not joined up. 


· Exclusion of many people who use or are in recovery from drug and alcohol use  from non-specialist services, communities and assets. There are numerous barriers to people using substances and using drug and alcohol services gaining benefits from other supports: stigma (internal and external) is a huge restriction on people using community; SU services themselves may not always support people to look outside what they can offer themselves. People are often only aware of things in localised areas of the city and miss the opportunities elsewhere.


· Lack of capacity and lack of understanding of Drugs and alcohol use in non-specialist services – with training and support, staff in many areas of public service could do more with people they are in contact with who use alcohol and drugs; there is an over-reliance on “specialist” services when a trauma informed, relational approach from a non specialist professional might make a great difference. 


· Lack of evening and weekend support 


· Diversity and inclusion – services need to consider the reasons that people do not engage with them they are able to meet the needs of all members of the community. They particularly to make sure that they understand and respond to the needs of all groups with protected characteristics. 


· Trauma and stigma are barriers to making use of service for both drinkers/ drug users themselves and for their carers – services need to do more to understand how these factors deter access. 


…What actions do we need to prioritise in the new strategy?


· Involve Lived experience from top down not just at the frontline of services and communities


· Make sure that consultation and planning considers ethnicity and culture, gender, sexuality and deprivation. Listen to a wide range of voices, including those with living experience and those not using services. 


· Encourage visibility of assets in local communities – support community groups and non-substance use services to make themselves open to substance users. Encourage SU services to make stronger links to services that are not SU focused or which are not in their local areas. Consider access to public transport when setting up services and make sure that people are able to travel around the city to seek support and recovery. 


· Address stigma and trauma, the key barriers to inclusivity.



















[bookmark: _Toc151038288]Presentation 4: Taking a Whole Family Approach (Neil Stewart)
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[bookmark: _Toc151038289]There is a range of guidance and policy to shape and define work to develop whole family support:
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This document brings together the intentions of the other guidance/policy statements with a particular focus on the impact of drug and alcohol use on children, young people and families to support ADPs, alongside Children’ Partnerships, to co-ordinate approaches, improve services and develop whole family support. This is supported by extra investment from Scottish Government.
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The approach takes a rights based approach focussing on the need for families to receive support where required but also being key assets in their loved ones treatment, care and recovery. It recognises that families are often first responders and are available when required especially outwith service hours. Support should be relational and available for as long as required and build on the relationship based support within GIRFEC.
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The guidance highlights the intersectionality of domestic abuse, substance use and mental health and the need to ensure that women in particular get access to the support and assistance required. It draws attention to the fact that women who have children removed can be especially vulnerable at a time when most support, or at least engagement, reduces or ceases and asserts the need for ongoing support. Parenting expectations on mothers are often higher creating extra pressure and increased stigma and reduced likelihood of asking for help at earlier stages. The need to provide specific support to fathers who are often missed out in family support is also highlighted.


Thre is also a need for all services to be not only trauma informed but trauma responsive to help break the intergenerational cycle of trauma.
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There are recommendations for workforce development, ensuring it is skilled, confident, well supported and trauma informed.


Scottish Families Affected by Drugs research, ‘Ask the Family’   reported that families waited on average 8 years before getting access to support. We should be thinking not only about support for families but enabling and supporting family recovery.


MAT standard 2 outlines an expectation that families should be involved in their loved ones care and treatment where possible and families are referenced throughout the standards.


We need to think about how to involve the lived and living experience of family members, children and young people. Our established methods of engagement through surveys, guided interview and focus groups are not always applicable and we need to develop and support other opportunities for engagement utilising storytelling approaches. We could look at this in the context of the Ellipsis approach which the Health and Social Care Partnership is supporting.
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EADP is currently undertaking consultation on young people’s early intervention services which will be developed alongside the HSCPs strategy on early intervention and prevention which is being drafted for consultation. The headings for this, which are, places, people and pathways may be more meaningful. 


Work with young people needs to have a focus on the particular needs and vulnerabilities of looked after young people and address how we can best support young people at especially vulnerable times e.g. transition to adult services. 
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Currently we are consulting on a new specification for Children Affected by Parental Substance Use services (CAPSU) with a view to commissioning services in the next financial year. Young Peoples services are not universal across the city and we are looking to develop a strategic approach outlining what services young people require.


EADP is well represented on strategic groups across the partnerships to support co-ordination and joint working.











[bookmark: _Toc151647245]DISCUSSION 2: To develop a true whole family approach….


There was very rich discussion in this area of the strategy which we have tried to summarise in strategic themes as outlined in the table below:


			To develop a true whole family approach….





What are our strengths?


Partnership working/communication.


There is a good range of specialist services offering a high level of experience and expertise with strong referral relationships, signposting and trust between organisations. Partnership working and communication is very good e.g. Circle and VOCAL. The partnership is broad and covers many different sectors and there is investment in the partnership.


There are a number of innovations and evidence of good practice including:


· No wrong door approach facilitated by Circle.


· Practical support for childcare


· Dad’s work/Dad’s rock – Recognising the role of male carers.


· Use of children’s rights impact assessments (in Cyrenians)


· VOCAL programme provides specific support for carers


· Family inclusivity is at the heart of ERA work, families are invited and they work jointly with Circle


· Internal food resource banks e.g. in Ritson- Signposting to services for people to be able to use on discharge


· Breadth of the partnership covering many different sectors


· Investment in the partnership – cooperation between stakeholders 


· Recognition of importance of family involvement 


· All Services are trauma informed Stigma may affect some communities more than others- this can even affect the extent to which some CVS organisations will agree to associate with SUs. (Some work has been done by CAPS advocacy on this)


· Good buy-in and understanding of intergenerational impact of substance use and trauma


· Planning is good in Lothian in relation to child disabilities and mental health.


· Services have developed a trauma informed approach.


· There are good examples of Peer support and Circle has been successful in securing funds from CORRA to support this.


· Services are good at seeking people’s views and using them to support service improvement and development.


· Unpaid carers being identified early and supported with early years and access to support, including siblings – building capacities within schools


· Focus on early intervention & prevention


· Access to Whole Family Wellbeing fund, extra resource which needs to be utilised


What are our areas for improvement?


· Increased capacity required to meet the needs of whole families across the city and offer better access to families. Investment


· Support needs to be opened ended and not time limited.


· Need to map whole family support funding across city to identify gaps


· Services need to be better integrated and need to look at gaps/priorities/duplication and streamline services.


· Improve knowledge and awareness of existing services and improve links and networks and signposting so families get access to the services they require.


· Think about different generations and develop whole family approaches – working with kids/parents and families together. Community approach.


· Still operate a deficit based model in many areas.


· Mistrust of Social Work is still a significant barrier for families.


· People are still petrified of getting help  from clinicians and support


· Need to acknowledge that trauma has a significant impact on children, young people and families.


· Need to address stigma & improve understanding of addiction in wider community so that families are better able to access support, treatment & recovery.


· More oppurtunities for theraputic activities


· Need to improve understanding of addiction in wider communities to reduce stigma for children and families and improve access to services.


· Lived experience is still a bit tokenistic.


· Meaningful engagement with family


· Connection to families and communities need to be better supported encouraging whole family support through supportive networks, better co-ordination and joined up thinking between services and need to include lived experience.


· Spaces and places, where do people access services and does this meet the needs of children and families are they safe, welcoming and trauma informed.


· Families are not well informed of their rights.


· Prevention, young people need training and support with employability and need to make sure young people working in 3rd sector are supported.


· Do we even collect data? On what proportion of service users have ‘family’ especially in terms of child protections.


· Deficit in recording numbers


· Organising planning meetings for adults and families to aid collaboration between various services Opportunities to engage with family in treatment  - family may take this as a time to take a break from carers.


· Is there evidence from recovery programmes about excluding people from seeing families, pets- does this lead to people dropping out of recovery?





What actions do we need to prioritise in the new strategy?


Planning and Commissioning


· A forum for family organisation for both management and frontline workers to discuss strategies, build relationships, raising profiles for purpose of assertive referrals.


· Organising planning meetings for adults and families to aid collaboration between various services.


· Improve collaboration between CVS – avoid competition for resources


· Long term commitment to funding of services 


Family Inclusive Practice


· How do we support people not accessing services to do so?


· Can people be supported to attend treatment in patients recovery as a day patient – offer of choice to avoid losing family connection


· More Peer Support


Early identification and intervention


· Early prevention worker to engage with family to ensure holistic approach and engage before any issues with child protection arise. The need for early intervention was raised by a number of groups, one specifically mentioned early interventions within university.


· Need to look at early identification of families and ensure support is available as early as possible before problems are exacerbated.


Workforce Development


· Need for professional training on substance use, child welfare and child protection for doctors, nurses, social workers, teachers etc.


· Empowering all levels of staff from the top to the frontline to get engaged with strategy. Consider training, support and mentoring to develop practice.


Trauma


· Develop work to help families break the intergenerational impact of trauma.


· Ensure that organisations are fully trauma informed and are trained and supported to help families with the impact of trauma.


Peer Support


· Improvement in the availability of peer support for families was highlighted by many participants.


Stigma


· Develop work to tackle and reduce stigma in communities and society and also within existing workforce.


Whole family support


· Ensuring that treatment /recovery meets whole family needs, not just individual.


· Connection – encouraging whole family approach.


· Whole family rehab – for mum and dad


· Assessing if it is appropriate to involve family and consider options for contact e.g. if family live away- use of digital etc.


· Need more and better information on family members needing support.


· Young people need to have an identified accessible place to be referred to for help and support.


· Inclusion of lived and living experience was raised by a number of groups focussing on:


· Ensuring that children’s voices are heard and that children’s hearings should be for the children.


· Family involvement needs to be authentic and involve different approaches including, case studies and the perspective of people receiving support, and family.


· Inclusion of people’s lived experience engaged participant, carer, family, children.





· Mainstream use of children’s rights & welfare impact assessment


· Rights based response.


· Strength based approaches. 


Diversity and Inclusion


· How well do we support new arrivals to the city – cultural differences/ non english speaking?


· How do we get more peer supporters from a range of cultural backgrounds


· Gaining ‘user voice’ feedback


· Collect more info on family members needing support.


· Educate people on how trauma impacts people’s lives and the potential effects on subsequent generations


· Ensure that organisations are fully trauma informed and are trained and supported to help families with the impact of trauma.


· Develop work to help families break the intergenerational impact of trauma.


Data


· Need to look at data to inform our understanding of how many families may be requiring support from adult drug and alcohol treatment, social work, schools etc.


Young People


· Education/support for families/parents around substances


· Prevention should be Realistic rather than blunt and informative rather than shock factor


· Youth work opportunities diversion & activities – safer risk-taking


· Consider Waiting times and age barriers for services


· More grownup approach & YP education – normalising, coping


· Early intervention


· Should children be trained in naloxone?














 





[bookmark: _Toc151038290]Presentation 5: the Power of Connection (John Arthur)
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This was given by John Arthur, Chair of Let the People Sing, Recovery Coach and consultant.
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John emphsised the well established evidence that community and connection are at the heart of recovery for many people. 
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He described a model of how recovery communities can develop and how Recovery community centres can spread hope, activity and mutual support.
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As a Case Study: he showed a video of the opening of The Bothy in Craigmillar (Bothy opening:  https://youtu.be/SxV72Zph9U0) and told the story of how it came to open. Its aims and intent are:
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and described some of its activities:
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[bookmark: _Toc151647247]DISCUSSION 3: To build resilient communities…


			….What are our Strengths:


 There are some amazing examples of places and projects connecting people are part of local communities and communities of interest– ERA, The Bothy, Sorted, Andy’s Man Club, the networks of peer workers and other workers with open lived experience are all sources of experience, hope and strength. 


Place based approaches are also a vital source of support for many with local communities offering green spaces and arrange of opportunities.  Indivudal services and workers have links to these and recognise the vital importance of place and connection to recovery. Arc App also connects people into these assets. 


…What are our Weaknesses:


Provision is Inconsistent across areas, small scale and perceived as remote or “not for me”: many projects are small and only locally visible and many people who would benefit from projects and communities elsewhere in the city don’t because of transport challenges, lack of awareness or stigma. Many areas of the city, especially those with high levels of deprivation, can lack focal places (community resources and public spaces)


…What actions do we need to prioritise in the new strategy?


Make sure everyone has support with transport (bus passes etc) and that there are city centre services accessible for people from all over the city. Encourage people to look beyond their immediate locality and to seek wider communities. Make sure that professional services have real links to and understanding of community. 


Encourage community development in more areas and try to replicate the excellent, isolated projects – level up. 


Cooperative commissioning – making sure that funders don’t encourage competition 











[bookmark: _Toc151647248]Close and next steps:


After a lively morning’s discussion David thanked participants for their contributions and outlined the next steps with the strategy development. The report on the event is to be circulated to all those who attended and shared with those developing the strategy. anyone with further thoughts prompted by the day are invited to share them with the team via Eadp@edinburgh.gov.uk





Appendix 1: Notes from tables





Discussion 1 – Given the breadth of the strategey and what we hope to achieve….


			What are our strengths?


			What are our areas for improvement?


			What actions do we need to prioitise in the new strategy?





			· Diverse orgs


· Variety skill experience


· Skill set & specialism


· Share same goal (may be different in practise)


· Parks/greenspace


· Good transport links


· Relativley healthy budgets e.g. resources, gymcards


· Orgs have ownership, care, social values.


· Strong partnerships & relationships


· Building spaces – inreach, pop ups Clear Structure 


· Defined well (localities etc.) 


· Edinburgh one of the first to mention recovery 


· Heavy focus on treatment 


· Clear link 


· Network, clear suite of options 


· Openness to collaborate with people with lived and living experience 


· Crisis point before being seen 


· Messaging is better than it used to be 


· Takes a more factual approachLived experience (good but could be strengthened)


· Peer work


· Use of assests eg, community gardeb at Ritson/funding from Corra has allowed oppurtunities and engagment between treatment & wider recovery.


· Oppurtunities ‘opt in’ engagement 


· Links between ERA & inpatients (substance use)


· AHP’s in Ritson – oppurtunity to link with CVS


· Working collaborativley – services & communities


· Broad range of options for those in need – choice


· MAT 1 – overall meeting this on some levels 


· Fragmented patways – addiction & MH


· Stamina to recognise the compliency of vulnerable groupsThese discussions, willingness to engage


· Political will


· Local knowledge & experience


· Breadth of services prevention


· Better understanding of addiction (less stigma)


· Lived – experience informing service delivery/asset


· Inclusion of families not just the individual, the affected others.


· Links with othersBreadth of the partnership covering many different sectors


· Investment in the partnership – cooperation between stakeholders


· Volume of experience among stakeholders


· Strong referring relationships, signposting, trust between organisations


· Evidence of what works among our experience


·  Great diversity within lived and living experiences


· Many services and people who care


· Thriving communities within families


· No wrong front door


· Commited services


· Good partnerships


· Working together – stakeholders get talking and making time


· Communications & partnerships stronger than before


· Involvement of lived experience – need to be more embedded in long term


· Can we introduce locally rather than waiting for joined up strategy at political level


· People, knowledge and experience


· Recovery community


· Collective aspirations


· Free accessible rehab


· Central prescribing


· Support for prisoners being released


· Prison systems – recovery focused


· Criminal justice collaborative teams – inside and outside of prisons


· Leap/inpatient facilities


· Statutary/voluntary relationships strengthened, shared values/understanding


· Sunflower gardens – longivity, childrens choice of recovery


· Voices being heard












































			· Communications within partnerships, including partners & for people


· Database: could follow up on case studies


· Non duplication, eg risk does follow through substances, need to streamline


· Priorities not aligning across the different areas: recoverey hub & social hub


· Boundaries between areas: who does what 


· The localities: the boundaries 


· Delivered policies which don’t work together- maybe needs dedicated hub.


·  Early intervention and prevention 


· No outreach


· Cutbacks


· Get message out in a way that isn’t scaremongering


· Not one size fits all


· Underlying issues Alcohol lisencing – how can we better include lived experience into lisencing?


· How d we highlight ‘hidden harm’


· How do we feedback to those who provided their experience


· Pathways for recovery beyond services 


· Improve between length of treatment support (5-10 days) & rehab support (months)


· How do we make these offers more joint up/consistent 


· Links to wider mainstream support eg. Welfare, housing, edinburgh leisure


· Ensure that services/jourenys between services take into account public transport routes


· Families struggling to access and navigate landscape – lack of awareness


· Very difficult to get GP appointments 


· Services – limited times


· Services still centered


· Disjointed pathways between prison & community 


· People falling through the gaps


· Neorodiversity – long waits, limited support


· Links with other strategies 


· Intersectionality 


· Better linking between support services/better communication 


· Simplify processes/ remove barriers, referal


· Better dual diagnosis, mental health & Addiction


· Communication with different communities


· Better understanding of what factors influence Scotlands level of drug misuse


· Connection – encouraging a whole family approach using support networks, joined up thinking between services & better coordination including lived experience


· Prevention – young people needing training and support with employability, making sure young people working in third sector are supported


· More support for staff managing relationships with supportees


· Waiting times/age barriers for services


· More oppurtunities for theraputic activities


· Directing towards best/most appropriate service


· Recruitment


· Connecting with marginalised communites


· People of colour


· How to make services more open to different cultures


· More work with ethnic minorities and diversities


· Services to be more connected 


· Communication between networks to improve services within appointments/meetings


· Lack of commitment to young people – non realistic


· Make out of hour services – not just 9-5 


· Genuine commitment to families


· More emphasis on alcohol related harm


· Voices of living experiences needs to be stronger


· Political differontation of alcohol & drugs


· Use of language – trauma, harm reduction


· Gap between ritt & substance use


· Each addiction treated seperatley – need to treat underlying trauma


· Re-look at model of treatment


· Reducing the stigma 


· All interactions must be trauma informed & embedded 


· Need to ask patients – whats working/not working


· Access to rehab is limited – need more access options


· Family units


· Hubs working well – staff capacity issues, resource issues Motivational options


· Alcohol use


· Assertive outreac/ co ordinated approach


· Community based support


· Lived and living experiences


· Recovery from covid








			· People lived experience, engaged participant, carer, family, children


· Open communication, consistent, connected & intergrated


· Agreed outcome framework – quality/quantity


· Better neighbourhood hubs


· Strategies that talk/align: homlessness 


·  Continued education


· Licencing and access 


· Different approaches to education 


· Community and vuilding trust 


· How do we build and support capacity


· Opportunity to address the balance of community support 


· Language 


· What do people recognise


· Underfunded community support 


· Move away from traditional tendering processes Consistency of choice in treatment in different areas.


· Links between services & peer support beyond services


· Consistant/joined up offer to make best use of CUS/Lived experience volunteer opffers


· Links to aftercare (LEAP?) – How can we improve so that everyone has a high-quality experience of aftercare


· Access to bus passes – could be included within contracts


· Need for people to be welcomed ‘with love’ wherever Informatuion on services dissembled in multiple forms 


· Practical trauma informed care – whats it like?


· Eve and weekend provision?


· 20 mins neighbourhoods demediralised


· Tailored specilised support & neurodiverse’friendly’


· Better understanding of Scotland’s relationship with alcohol and drugs 


· Better links between strategies & services 


· Voice of lived experience at centre of discussions


· Investment in education, prevention & Family support


· Better visability of related services 


· Less talk more action


· Better ‘assertive referals’ to direct


· Connection – encouraging whole family approach


· Empowering all levels of staff from the top frontline to get engaged with strategy


· Gaining ‘user voice’ feedback


· Quicker access to services


· Less wait time


· Having services to everyone


· Lower entry for programs


· More casual and comfortable settings


· Joined up IT and communication 


· Waiting lists for mental health causes, waiting lists for addiction


· Young people should have more oppurtunities within services to prevent further harm


· Embedding the whole family approach into the strategy Theraputic intervention – all levels not just specialist services


· Not rushing services


· More plans


· Break down of addiction treatments


· Lived experience higher profile


· Using criminal justice to link with pathways that sit alongside the sentencing options that work alongside peoples choices


· Living community to support the most vulnerable in a range of enviroments


· Childrens voices being heard, childrens hearings being for the children


· Early interventions within university


· Settings – doctors/nurses training


· Recruitment and retention















































Discussion 2 – Develop a true whole family approach.


			What are our strengths?


			What are our areas for improvement?


			What actions do we need to prioitise in the new strategy?





			· Based in communities that we work in


· Established 


· Remain with families 


· LEAP programme 


· Consistency 


· Whole family approach 


· Family Led


· Partner working - circle/vocal


· Primary education good 


· Good communication


· Good buy in and underestimating intergration


· Core part GIRFEC & MAT standards is GIRFEC a potential to grow


· Planning good inclusion – child disabilities


· Family inclusivity is at the heart of ERA work


· Refering to other orgs eg. Circle where more expertise is required 


· VOCAL programme to specify support carers


· Including family we invited 


· Practical support for childcare


· Dad’s work/Dad’s rock – Recognising the role of male carers.


· Use of childrens rights impact assesments (in cynerians)


· Internal food resource banks Recognition of the impatience of families


· Services having a no sympathetic response to carers/ families


· ‘no wrong door’ – Circle 


· Good examples of peer support Recognition of importance of family involvement 


· Willingness to engage with families


· Focus on early intervention & prevention


· Inclusion of childrens services Variet & volume of experience across different sectors


· Number of strong services in specific areas


· Good services using WF approach – Crew2000


· Leap family programme – only family member can attend, ongoing & open ended


· Whole wellbeing fund – lots of money in edinburgh / families but not joined up


· Getting a message of hope that recoverey is possible out there


· Leap family support


· Tyla – lived experiences into school


· Unpaid carers being identified early and supported with erly years and access to suppor, including siblings – building capacities within schools


· Points of contact to access support


· Crew being able to test your drugs to identify safetaking. Non stigmatising




































































			· Early years work 


· Family involvement in care plan 


· How we bridge that gap between families and service user 


· Family illness and family recovery 


· Need based 


· Not about the presenting issues


· Actually take into account what would have worked for parent


·  Thinking about generations, talking, working with kids/parents & families together – community approach


· Peoples understanding part of family 


· Increase what peoples understanding of family


· Can be intensive for energy used ‘resource intensive’


· Managing trauma as part


· Knowing families are appropriate for enviroment


· Spaces & places, where does the help happen?


· Need to address stigma & improve understanding of addiction in wider community so that families are better placed to support family treatment & recovery


· How well do other orgs support people who have caring responsabilities to attend services


· Sensitivity around ‘family’ but they may still have other support networks 


· Do we even collect data? On what proportion of service users have ‘family’ espescially in terms of child protections.


· Oppurtunities to engage with family in treatment  - family may take this as a time to take a break from carers.


·  Families ill formed of their nants


· None want alcohol abuse 


· This needs to be across individuals irrelevent of history/background 


· Lived experience – is still abit tokenistic 


· Focus remains on the negatives


· Services not shadowlined


· Services time limited 


· Investment 


· Places/spaces to meet 


· Meaningful engagement with family


· Education/support for families/parents around substances


· Realistic/blunt informally shock factor


· Make part of the coversational/reduce stigma 


· Clear info on support/informationWidening number of partners


· Appropriate worker for family support, communication in involving more workers with families


· Bringing in wider support network – other family, friends particularly in LGBTQ+ cases


· Easier access to CEC contacts – currently very difficult to track down HO’s, SW’s etc


· More access & capacity


· Up services specific for up & better links for schools and parents


· Need to look at gaps/priorities/duplications


· More intergration with schools and parents


· Also need private spaces for group if parents cant provide level of care


· Scaling up family support


· Stigma needs address within wider family and communities


· More intergration of services to be able to support families


· Improve knowledge of signposts and networks to support families


· To develop skills and knowledge on normaltions


· Support for teacher and families 


· Alcohol much more normailised than drugs


· Rebuilding broken down relationships


· Incorporating as part of the assessment process as a standard view


· Family not always ‘biological’


· Education and addiction within families


· Reducing stigma in children


· Breaking barriers of seeking support


· Third sector services








			· Transformational change 


· Attitudes need to change 


· Bring lived experience to the strategy


· Intergenerations work


· Oppurtunities/benefits explore: network & support


· Keep exploring and asking


· Educate people on trauma


· Peer support


· Be more visible, provide structure & more accessible


· Doing a creative approach – focused activiites wider than D&A 


· Assessing if appropraite to invovle family 


· People are still petrified of getting help 


· Case studies perspective of people , support and family


· Mainstream use of childrens rights & welfare impact assessment


· Ensuring that orgs are fully trained – trauma informed, money counts training


· How do we support people not accepting services?


· Improve collaboration between CVS – avoid competition for resources


· How well do we support new arrivals to the city – cultural differences/ non english speaking?


· Can people be supported to attend treatment in patients recovery as a day patient 


· Ensuring that the treament /recovery meets whole family needs, not just individual


· Lived experience from the top down not bottom up


· More peer support


· Whole systems approach connon place


· Investment in general practice 


· Services treating the adult need to want the services 


· Supporting the family 


· Rights based response/stregnth based Authentic family involvement 


· Peer education 


· Reduces stigma


· Adapt plans to fit current trends 


· Youth work oppurtunities diversion & activities – safer risk-taking


· A forum for family organisation for both management and frontline workers to discuss strategies, build relationshipsy, raising profiles for purpose of assertive refferals


· Organising planning meetings for adults and families to aid collaboration between varios services


· Early prevention worker to engage with family to ensure holistic approach and engage before any issues with child protection arise


·  Sustainability of work 


· Whole family rehab – for mum and dad


· More grownup approach & YP education – normalising, coping


· Early intervention


· Mapping of WF support funding across city to identify gaps


· Community connection – support the solution to addiction is connection 


· Should children be trained in naloxene


· Training in schools, universities, para and professionals – doctors,nurses,social workers


· Childrens voice


· Open ended support to children


· Not time limited


























Discussion 3 - To build resilient communities.


			What are our strengths?


			What are our areas for improvement?


			What actions do we need to prioitise in the new strategy?





			· Willingness


· Parks & green


· People in the community passion


· People know local need


· National orgs that support outreach Example of Bothy at Craigmillar


· ERA & Sorted = excellent collaboration


· Willingness & oppurtunity to do son


· ERA- city-wide stuff


· The BOTHY- open access ‘no wrong door’ Strong existing commitie 


· Example of ehat works – The Bothy


· ERA


· Willingness


· Knowledge of area, local knowledge, experience & connections with other local services


· Strong facilitators with lived experience in the community, knowing the people 


· We’ve got people & places, lets connect


· Active recoverey community


· Mindfullness recovery staff


· Helping people 


· Grass routes – peer involvement 


· ARC app The Bothy


· The ERA 


· Andys Man Club


· We see you – Hollyrood road


· Street support app


· One stop shops John – linked to community


· Peer recovery – training programme


· Recovery services in edinburgh






























































			· Blocking from Treatment End 


· Where do we engage with people Visability of potential it to happen


· Have people to come available to support 


· Venues/spaces for things to happen


· Community councils – youth parliament


· Supporting people to leave their home are – getting the balance between services close to have & widening peopls horizons


·  Wider public awareness of recovery


· Spaces


· Places to meet locally


· Visability of recovery services


· Co-lorating with existing services


· Investment 


· Involve communities in budget setting & don’t ask for unrealistic things


· Community activists	


· Remove fear of community reach out & create safe spaces for connection


· Reaching out to local community centres, making the time and being present


· Build more contacts on the ground


· Encourage use of local resources


· Accupucture options for ways of treatment


· Doing different approaches


· Specific things for people with chronic pain


· Holistic veiw instead of scientific


· Co-ordinating of whats goings on & whose responsibility 


· Previous services have closed due to lack of funding


· But could be scaled up


· How do people know about these services. Need to improve communication of services


· Improve connection between these services


· Support in these communities only for a few hours, needs increasing and more coverage at night/24/7Power of gainin lived and living experience voices


· Sharing recovery is possible


· Connections being strengthened


· Knowing our options to be able to inform choice


· Update services that are provided to all stakeholders on a regular basis


· Criterias to access services – gaps in this for vulnerable individuals, reconition of changing needs not always being able to access the right services


			· Balance 


· Emphasis on lived experience 


· Hope 


· Red tape – get rid of 


· Whole community approach 





· Need to build trust 


· People in Communities and organisations have done this 


· Increase potential for relational local


· Creative approaches


· Greenspace


· Communities and localities


· Welcoming/visability


· A joined up approach


· Move away from a competitive approach to services


· Especially join up between hyper-local services & oppurtunities that exist in wider City 


· Town centre as a location – accessible by bus but also increases people confidence to access what is outside their local area


· Feedback to people who have contributed Move from crisis


· Widen the front door


· Those with knowledge to form hub/connetions to help others navigate


· Focus on relationships, not just KPI’s 


· Lived experience


· Users voice & what their needs are


· Safe spaces for mental health assesments when uti of substance


· Understanding and removing barriers to support – then do something about it


· Managed substance use – project 


· Community space open at night and weekends


· Knowledge sharing about assets


· More trauma training for staff – need to stop waiting for ‘specialists’


· Meet people where theyre at, remember theres always something behind the behaviour


· Recoverey cafes in different localities 


· Childrens voice – open ended support to children- not time/limited or not abstence limited
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          Families Affected by Drug and Alcohol Use: A Framework for Holistic  Whole Family Approaches and Family Inclusive Practice  • Progresses the key actions and commitments from Rights, Respect and Recovery • Contributes to Keeping The Promise and works  consistently alongside the national principles • Support ADPs/CPs and others to improve services locally • Increased investment   
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          Whole Family approaches, increasing access, tackling abuse and reducing stigma • Intersectionality of Domestic Abuse/Substance Use/Mental Health and the barriers to help • Women involved in child protection system and/or who have lost children to care – high risk of self - harm and suicide – need for ongoing support • Parenting expectations on mothers are higher than those on fathers • Trauma informed services and trauma responsive practice   
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          Developing Whole Family Approaches and Family Inclusive Practice • Skilled, confident and trauma informed workforce - recognises family support as part of our core professional role • Need to look beyond individual recovery - locating this in a wider familial context • Ask The Family  • Family Recovery • MAT standard 2 – Family inclusive practice, shared decision making • Clarity of roles and responsibilities between services • PWLE engagement   
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          Where we are • CAPSU services • YPSUS • Children, Young People and Families Collaborative • Children's Partnership • Joint Commissioning Group • Whole Family Wellbeing Fund joint working • Early Intervention Review • EADP Strategy Review   
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                                     Power of Connection A SHORT INPUT ON: PERSONAL AND COMMUNITY CONNECTIONS AND THEIR ROLE IN DEVELOPING RESILIENCE IN INDIVIDUALS AND COMMUNITIES       By John Arthur, Chair of
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                                “The opposite of addiction is not abstinence the opposite of addiction is connection.” PERSONALLY NOT SURE OF THE COMPLETE VERACITY OF THIS STATEMENT BUT I AGREE WITH THE SENTIMENT AND UNDERSTAND WHERE ITS COMING FROM. ‘STRONG EVIDENCE THAT CONNECTION TO PEERS, COMMUNITIES AND RECOVERY ORIENTATED SUPPORT CAN MULTIPLY CHANCES OF INITIATING AND SUSTAINING INDIVIDUAL RECOVERY JOURNEYS.’ ( WILLIAM WHITE, DAVID BEST, CHESTNUT HEALTH SYSTEMS, WIRED IN TO RECOVERY, F.A.V.O.R. S.R.C. ETC. ETC. )   
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                                                                Recovery Community Development & Recovery Community Centres ► Making recovery visible to everyone ► Making recovery attractive ► Making it attainable (individual need) ► Recovery becomes contagious ► Initiating connection ► Reducing DRD’s ► Building resilience in ‘impoverished’ communities   
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                                      LET THE PEOPLE SING ‘The question should not be why the drugs? but, why the pain?’ Gabor Mate Let the People Sing (LtPS) is a not - for - profit community - based organisation which is dedicated to improving the lives of those who have become problematic substance users, their families and friends. The sole mission of LtPS is to mobilize resources within and outside of the recovery community to increase the availability and quality of long - term recovery from alcohol and other drug addiction. Public education, policy advocacy and peer - based recovery support services are the strategies through which this mission is to be achieved. Our ‘Bothy for recovery’ will provide community based activities, employ staff, engage volunteers and enter into partnership arrangements with services and community organisations, to further our goals. ‘The opposite of addiction is not abstinence, the opposite of addiction is connection’ Johan Hari            
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                                       AS OF 25/10/23………… • ALL Pre - Covid SERVICES RETURNED to the greater Craigmillar Area • New Services Implemented including MAT (Buvidal) administered locally, NHS now Triaging and assessing people in the area, freeing up recovery support. • Recovery Forum established and mixture of service providers, community members/elected officials attend. Fostering info - sharing, joint working/referrals • Recovery Journeys initiated for dozens of people & families some already celebrating 1 year in recovery referrals to LEAP, Turning Point and other medical and social supports • Community members have received and are receiving ongoing : Training in Recovery Coaching , Mental Health First Aid, Nutrition , Yoga, Men’s Work , Women’s Groups, 3 Drop - ins per week , Advocacy Services, SMART recovery, Naloxone Training etc.etc…. Meanwhile Alcoholics Anonymous , Cocaine Anonymous, and Narcotics Anonymous have all set up meetings in the area since the Recovery Community came together. Whilst the recovery community were the ‘catalyst’ for these developments, often - times we were pushing against an open door and we’d have found it harder and taken longer to achieve things but for the help and collaboration of our colleagues in the following: Connecting Craigmillar & Thistle Foundation, EADP, Scottish Social Action Inquiry , Turning Point Richmond Church, Advocard, Carr Gomm, Edinburgh Community Yoga, Local Health Centres, our families & Craigmillar Community etc. etc. Recovery Community Connects
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Paper 8 EADP Strategy development update - Dec 2023.docx

REPORT: Progress update: EADP Strategy Development


Edinburgh ADP Executive Dec 2023 


			Executive Summary 


			This paper updates the EADP executive on progress with the development of the EADP Strategic Plan 2024-26. It provides a proposed outline of the topics to be covered in the strategy and an outline of the methods and consultation. 











			Recommendations 


			The Executive are invited to: 


· comment on the planned content (specifically, are there omissions from the “topic headings” in appendix 1?)


· comment on the proposed consultation approach and advise of any additional methods or target groups to prioritise











Situation 


1.	This paper updates the EADP Executive on progress with the development of the EADP Strategic Plan 2024-26. It provides a proposed outline of the topics to be covered in the strategy and an outline of the methods and consultation groups.





Background 


2.	The plan to develop a refreshed strategy EADP strategy was agreed at the April 2023 meeting of the EADP Executive. The new strategy will be aligned to the Scottish Government’s Nation Mission on Drug Deaths: Plan 2022-2026. Work on the strategy has been led by EADP officers and Public Health. 





Actions 


3.	The most substantial work on the strategy so far has been a large, well-attended engagement event held in October. A report summarising the day and the feedback from participants is included as paper 7.





4.	The steering group has developed an outline” strategy indicating the topics that they expect to include in the strategy. This is included in Appendix 1, 





5.	The timeline remains: 


· Outline December (appendix 1)


· Draft 1 – January 2023 


· Consultation – DecFeb and ongoing


· Sign off (ADP and IJB) - April 2024


· Publication - April 2024





Recommendations


Proposed next steps: 


6.	Subject to EADP approval, the section authors and the lead author will develop a draft strategy under the headings in appendix 1. This will be brought to the ADP Executive in February 2024 for comment. They will also produce a “plan on a page”; accessible summaries of the draft plan, presentations. 





7.	The consultation following this is expected to employ mixed methods including


· Surveys and Focus groups (online and in-person)


· Engagement with meetings of other partnership groups and organisations 


· Lunchtime open drop-in sessions (online and in person), both general and thematic. Thematic groups are expected to include:


· Housing and substance use


· A Public Health approach to justice 


· Priorities for adult treatment and recovery services 


· A further large inclusive event in early March 2024





8.	Priority groups to target in the consultation process: 


The working group is committed to as inclusive and comprehensive a `consultation as possible. It identified the following as key groups to  to reach out to: 


· Those with living and lived experience of problematic alcohol and drug use including


· Those using and those who would potentially benefit from treatment and support


· Those with experience of a loved ones problem drug and alcohol use


· Those living in communities most affected by substance use


· LGBTQ people


· Young people 


· Black and Minority ethnic groups


· Other communities for whom care is commissioned 


· Older people


· Younger people 


· Veterans 


· Those who experience or have experienced gender based violence


· Elected members


· Practitioners, managers and planners in adult treatment and recovery services


· Practitioners, managers and planners in other frontline services (police, prison, ambulance, acute healthcare, primary care, criminal justice services, housing and homelessness services)


Implications for Edinburgh ADP


Financial


1. NA


Legal/risk implications


NA 


[bookmark: _Hlk29384028]Equality and integrated impact assessment


The need to reach groups with protected characteristics has been considered as part of the strategy and the consultation approach. A formal IIA will be completed alongside the strategy and published with it


Report Author


David Williams,, EADP Programme Manager 


David.Williams@Edinburgh.gov.uk  


07568 130388 


Paper 8 





			Outcome Area


			Outcomes


			Section lead author


			Topic headings





			Data & Context


			


			Public Health – Avril


			Connection to wider city strategies and national policy


Principles around inclusiveness, trauma informed and partnership with lived experience


Key headlines of city data for drug and alcohol harm





			Monitoring Framework


			


			Public Health – Avril


			Data collection and improvements in data collected required


Local indicators on:


· Drug & alcohol use/harm


· Harm reduction


· Access to treatment


· Quality of treatment


· Family involvement


Trend data – annually (or bi-annually)


Operational data - weekly





			Involvement, Consultation and inclusion 


			Co=production with lived and living experience 





Careful consideration of inclusive practice in relation to groups with protected characteristics


			EADP – David, Lorna


			· Importance and commitment to inclusion and to co=production at every level


· Lived experience in service/ recovery delivery


· Developing a lived and living experience panel (implement the findings of the EVOC work) 


· Collective advocacy 


· Experiential data gathering plan


· Ellipsis


Inclusions


· Importance of trauma informed care and anti-stigma practice to enable access by those 





			1 - Prevention:


Fewer people develop problem drug use


			a. Young people receive evidence based, effective holistic interventions to prevent problem drug use.


b. People have early access to support for emerging problem drug use


c. Supply of harmful drugs is reduced


			PH – Avril?


			Primary prevention - Need to link with HSCP prevention/early intervention strategy





			


			


			EADP – Neil Stewart


			Secondary prevention / early intervention - Need to link with HSCP prevention/early intervention strategy


· Review of young people’s early intervention services 


· Young people’s services strategy and commissioning plan


· Focus on looked after and accommodated young people and transition to adult services. 





			2 - Harm Reduction:


Risk is reduced for people who take harmful drugs


			a. Overdoses are prevented from becoming fatal


b. All people are offered evidence based harm reduction and advice


			Ian and David


			Harm reduction 


· Restating commitment to HR principles and practice


· Drugs 


· Naloxone programme roll out 


· Drug checking and Safer Drug Consumption facilities 


· ? targeting high risk locations/ people (part of MAT 3 response to include HR interventions, risks in temp accommodation/ residential social landlords/ street outreach)


· IEP and HR information and advice (WAND roll out, MAT 4)


· Link to MCN


· Alcohol 


· MAP?


· ARBD response – should we have an overarching ARBD strategy?





			3 - Access to Treatment:


People have access to treatment and recovery


			a. People at high risk are proactively identified and offered support


b. Effective pathways between justice and community services are established


c. Effective Near-Fatal Overdose Pathways are established across Scotland


			David, Ian, Lorna


			Treatment access


· Disparity alcohol vs drugs 


· MAT 3/ assertive outreach – lots in place, but opportunities not fully taken. 


· Alcohol and drug liaison nursing 


· Crisis and stabilisation (MICU)


· A public health approach to justice


· Pathways from Police custody/ courts > Treatment (including EMORS and Operation threshold)


· Integrated community D&A/ CJ work (DTTO’s & CPOs ) – improvements in joint working and evidence needed 


· Prison treatment and resettlement (treatment initiation in prison, continuity of care)











			4 - Quality of Treatment:


People receive high quality treatment


and recovery services


			a. People are supported to make informed decisions about treatment options


b. Residential rehabilitation is available for all those who will benefit


c. People are supported to remain in treatment for as long as requested


d. People have the option to start medication assisted treatment from the same day of presentation


e. People have access to high standard, evidence based, compassionate and quality assured treatment options


			David, Ian, Lorna


			· Disparity alcohol vs drugs 


· Strengths of current EDMAC/ SSC/ EAP/ Hubs access and C&PT (lots of options, same day for some)


· Residential rehab (Current access, Planned capacity expansion, access from prison and homelessness)


· Lived and living experience in workforce and engagement with recovery as part of care


· Drug and alcohol treatment in primary care


· Trauma informed care 


· Psychologically informed care and access to Psychological therapies 


· Capacity challenges – in core treatment; resources and systems


· ARBD – lack of an overall strategy or funding plan





			5 - QoL:


Quality of life is improved by addressing multiple disadvantages


			a. All needs are addressed through joined up, person centred services


b. Wider health and social care needs are addressed through informed, compassionate services


c. Advocacy is available to empower individuals


			David, Ian, Lorna


			· Meaningful activity/ employability


· Recovery community support 	


· Mental health dual diagnosis (MAT 9/ MWC)


· Treatment of co-morbities 


· Housing, homelessness and substance use – we need at least one significant project in this area


· GBV and Substance use 


· Advocacy 





			6 - Children & Families:


Children, families and communities


affected by substance use are supported


			a. Family members are empowered to support their loved one’s recovery


b. Family members are supported to achieve their own recovery


c. Communities are resilient and supportive


			EADP – Neil Stewart / Avril


			· RE- commissioning of Children Affected by Parental Substance Use (CAPSU) service


· Development plan to integrate family inclusive planning in adult treatment


· Integration of whole family support approaches in treatment


· Improving data gathering on families and children affected by substance use


· Meaningful engagement of families and children in service design, delivery and evaluation


· Workforce development plan to support work with children and families


· Community development and community building – EADP work and links to Thrive. 





			Alcohol Framework 2018: Preventing Harm.


			


			


			Commitment to a whole population approach


Limitations of local powers 


Intention to act within those (Advocate for licensing action, increase in legal powers, management of the night time economy)
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Paper 9 MAT Standards.docx

REPORT	


Edinburgh’s Medication Assisted Treatment (MAT) Standards for Drug Users Revised Implementation Plan 


			Executive Summary 


			The purpose of this report is to provide the Edinburgh Alcohol and Drugs Partnership Executive and EHSCP EMT with information on Edinburgh’s Medication Assisted Treatment (MAT) Standards implementation plan. 





It responds to performance in 2022-23 and a new Scottish Government reporting requirement  which is monthly rather than quarterly The paper sets out  proposed enhanced governance arrangements.











			Recommendations 


			It is recommended that the EADP Eecutive and the EHASC EMT:


1. Approve the revised Edinburgh MAT Standards Implementation plan and the cycle of reporting and governance and commit to supporting it.











Directions


			Direction to City of Edinburgh Council, NHS Lothian or both organisations 


			


			





			


			No direction required


			





			


			Issue a direction to City of Edinburgh Council 


			





			


			Issue a direction to NHS Lothian


			





			


			Issue a direction to City of Edinburgh Council and NHS Lothian


			











Report Circulation


1. This report is being submitted to the EADP Executive on   5 December 2023 meeting and the EHHSCP  EMT on 30 November 2023 meeting 











Main Report


2. The Medication Assisted Treatment (MAT) Standards are nationally defined standards for the speed, capacity and quality of treatment for drug users. They are a central element of the national mission to reduce Drug Related Deaths and are key to local and national drug strategies. Substantial investment has been committed by the Scottish Government (SG) to ensure that they are achieved. 





3. The standards were originally published in July 2020 with the expectation that the first five of the ten standards all would be implemented fully by April 2022. This was not achieved anywhere in the country. Edinburgh’s implementation was more advanced than the national average at that point – Edinburgh was considered amber for all standards (on a red-amber-green scale). https://www.publichealthscotland.scot/media/14459/mat-benchmark-supplementary-information-report.pdf 





4. As described in appendix 1, Edinburgh’s progress towards complete implementation in 2022- 23 was not achieved (and was, on aggregate, slightly behind national average achievement). A number of the key improvements needed to achieve full implementation, including the 3 day a week opening of the central titration clinic, (which will rise to the required 5 days a week in q4 of 2023-24), have been implemented since the annual report was submitted. The ongoing risks to delivery are outlined in this appendix (including: recruitment and retention of staff; premises; available resources; and challenges providing evidence)





5. Following the 2022-23 report the ADP, the IJB and NHS Lothian Board  have received a letter from Elena Whitham MSP, Minister for Drugs and Alcohol Policy indicating that, although the work and progress in Edinburgh is acknowledged, she is requiring a higher level of scrutiny and closer monitoring of progress. The Minister’s letter also highlights the rise in drug related deaths (DRD) in Edinburgh in 2022 (from 109 to 113). This was against national trends (Scottish DRD fell from 1,330 in 2021 to 1,051 in 2022) and, while it cannot be clearly attributed to specific service performance issues, the rise heightens the importance of a full implementation of local and national strategies.





6. The new requirement - that Edinburgh report on progress monthly (rather than quarterly) - is shared with 6 other ADPs from the 31 ADPs), one of f which is a major city (Aberdeen). The practical implication is that the ADP and operational partners will be required to submit monthly reports describing progress towards implementation milestones. This supplements the existing governance arrangements which were defined in 2022. 








a. Chief Officers and Chief Executives personally sign timed, specific and published Improvement Plans for implementing the standards – to include the delivery recommendations being made locally with MIST 





b. The Improvement Plans and the reporting on progress must involve and include the voices of those with lived and living experience. (in Edinburgh this has been achieved by implementing a PHS directed process)





c. That Chief Officers and Chief Executives take shared and visible responsibility for delivering the standards (with the Chief Officer being responsible for overall delivery and the Chief Executives committing to support them). 








d. That Chief Officers and Chief Executives include reports on progress as part of the regular Board quarterly reporting against Annual Delivery Plans. (In Edinburgh this is achieved by quarterly submission of the report to the SG being shared with he COG)





e. Health Boards, Integration Authorities and local authorities to identify a senior leader for each Integration Authority area as the single point of operational responsibility for driving the changes necessary. 





f. Should any report identify the need for intervention, that this is acted on immediately.





7. In summary, these new governance arrangements require that progress towards MAT implementation is closely overseen by senior management and for risks to delivery to be identified and escalated rapidly. 





8. The Edinburgh Alcohol and Drug Partnership (EADP), Edinburgh Health and Social Care Partnership (the Partnership), and other partners have developed an updated plan to achieve the standards by April 2024 in line with the expectations of the Scottish government. The plan is heavily based on full implementation of the previously agreed actions,  however these will be reviewed in early December by the strategic and operational managers involved to identify any which are considered to need revision. This plan has been shared with the Scottish Government and included in Appendix  2 





9. The governance arrangements for monitoring and reporting on the plan have also been revised in line with the Minister’s letter. This plan of meetings and reporting is summarised in Appendix 3. 











a. There will be fuller, SMART reporting on the plan with monthly data submissions as well as service narrative updates on the implementation. A draft framework for the data to be gathered monthly and quarterly is described in Appendix 4. This will be used for quality improvement and to highlight areas of progress/ non-progress.


b. The H&SCP will chair an Operational Management Forum to review plans and progress. This will also meet monthly and provide assurance that teams are progressing with their agreed actions. Public Health Scotland (who oversee and support implementation of the standards) will be present at this meeting to provide assurance that progress is in line with national expectations. 


c. The EADP and the H&SCP Partnership will co-ordinate monthly meetings of a MATS Oversight Group, membership of which will include managers from all partners with responsibility for delivery of individual actions. This group will oversee implementation of the agreed actions and will ratify the monthly report to the Senior Responsible Officer. This report will highlight risks to delivery and any workstream that is not progressing as planned. 


The actions required for the monthly reporting cycle are therefore:


· Second Tuesday of each month: all services reports (as per appendix 2) and all data (As per appendix 3) will be submitted to EADP officers and discussed at the Operational Management Forum 


· Last Tuesday of each month: The finalised report will be agreed between organisational managers and EADP officers at the MAT Oversight Group


· Last day of the month: EADP officers submit report to the Senior Responsible Officer.


· 7th of each month (or later to allow for weekends) responsible officer approves submission to SG





In addition, a quarterly report will be presented to the EADP Executive and the COG for comment and to address any risks to delivery.


Implications for Edinburgh Integration Joint Board 


Financial


10. Funding for the current spending plans was agreed by the IJB in December 2021 and reflected in a direction to NHS and CEC. It is not clear that the current investment will sustainably achieve the required target, but the spending plan does fully describe the use of the recurring budget available. Currently, the available budget is temporarily underspent because of delays with full recruitment. 

















Legal / risk implications


11. Delayed implementation has created a reputational risk, impacted on staff morale and may be protracting the public health and patient harms which the MAT standards are intended to obviate. The expectation in terms of delivery is not changed by the additional governance requirements, but the reputational risk is increased. 


Equality and integrated impact assessment 


12. An IIA of the plan will be undertaken in early January 2023 by the EADP and the Partnership.


Environment and sustainability impacts


13. NA


Quality of care


14. The full implementation of the plan would represent a significant improvement in the quality of care for people who use drugs. 


Consultation


The development of the plan has been informed by the views and experience of users of the services, their carers, members of the recovery community and frontline practitioners. Ongoing gathering of experiential information from these groups is a key component of the MAT process. 


Report Author


Contact for further information: 


			Name: David Williams 





			Email: david.williams@edinburgh.gov.uk


			Telephone: 07568130388
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Appendix 1: Summary of Edinburgh MAT standards progress 2022-23 and comparison with national progress


This table describes progress against each of the 10 MAT standards and two closely related targets. 


			Target (MAT = Medication assisted Treatment Standards)


			Edinburgh Grade, 2022-23 


			Key progress in year / limitations 


			Remaining risks and barriers to achievement:





			MAT 1


All people accessing services have the option to start MAT from the same day of presentation.


			Provisional Amber


(target 22/23= green, full implementation)


			New clinic started to offer same day access, though: 


a) not until near end of year


b) not offering open access yet.


c) Still only partially staffed.


Same day treatment continues to be offered at the Access Place in most cases


			Requires expanded workforce and integrated pathways in same day clinic and other services to maintain throughput. (H&SCP)





			MAT 2


All people are supported to make an informed choice on what medication to use for MAT, and the appropriate dose.  


			Provisional green


(target 22/23= green, full implementation)


			15% of patients in specialist care are treated with Long Acting Injectable Buprenorphine (national average = 13%)


Specialist nurses to administer Long Acting Injectable Buprenorphine are not yet employed; Long Acting Injectable Buprenorphine not offered to patients in primary care other than Access Place


			Workforce: Further delay employing dedicated Long Acting Injectable Buprenorphine nurses (H&SCP) will continue to restrict access.





			MAT 3


All people at high risk of drug-related harm are proactively identified and offered support to commence or continue MAT.


			Amber (target 22/23= green, full implementation)


			Investment in people and systems established.





			Further practice and systems improvement needed 





			MAT 4


All people are offered evidence-based harm reduction at the point of MAT delivery.  





			Amber (target 22/23= green, full implementation)


			Training programme rolled out. Procedures and equipment put in place.





			No major systemic barriers remain, practice development in H&SCP services (hubs and EAP) and improved evidence gathering are needed





			MAT 5 


All people will receive support to remain in treatment for as long as requested. 


			Provisional Green (target 22/23 = green, full implementation)


			A plan for capacity expansion agreed in 2020 with 3 aims: 


· Reducing caseloads in hub services (new funding for staff)


· Developing Low intensity care in community settings (new systems)


· Maximising use of primary care 





Quality Improvement (QI) projects initiated but not developed (project manager not employed) 





Workforce: Funding in place for 2 years, but recruitment slow and only partially successful (H&SCP)


			Requires capacity expansion: workforce and systems 


Key risks include: 


Lack of focussed QI work on improving pathways


Continued delays and barriers with recruitment 





			MAT 6 


The system that provides MAT is psychologically informed (tier 1); routinely delivers evidence-based low intensity psychosocial interventions (tier 2); and supports individuals to grow social networks








.  


			Amber (target 22/23 = Amber)





			Clinical Psychology capacity and training structure all put in place


			Reliant on staff being released which is in turn contingent on staffing capacity (vol sec and H&SCP workforce)





			MAT 7 


All people have the option of MAT shared with Primary Care. 


			Provisional Amber (target 22/23 = Amber)





			This is especially well developed in the Lothians.


Additional QI capacity put in place to work on maximising capacity and primary care and improving joint working between primary and secondary care


			





			MAT 8


All people have access to advocacy and support for housing, welfare and income needs. 





			Amber (target 22/23 = Amber)





			


			To be evaluated as national expectations emerge.





			MAT 9


All people with co-occurring drug use and mental health difficulties can receive mental health care at the point of MAT delivery. 


			Amber (target 22/23 = Amber)





			Initial plan for improvement and integration between MH and substance use services agreed


			To be evaluated as national expectations emerge.





			MAT 10


All people receive trauma informed care.


			Amber (target 22/23 = Amber)





			Clinical Psychology capacity and training structure all put in place


			Reliant on staff being released which is in turn contingent on staffing capacity (vol sec and H&SCP workforce)





			Other Targets





			


			


			





			Treatment target expansion: increased numbers in Opiate Replacement Treatment 


			Additional 9% (247) patients in OST from 2021 baseline


			No significant progress – numbers in treatment unchanged despite investment


			Patients in ORT


			21/22


			22/23





			specialist care 


			1348


			1351





			primary care


			1990


			1994





			Total 


			3338


			3345








For reasons, see MAT 5 above.


			See MAT 5 above 





			Waiting times (A11), all patients 


			80% (target = 90%)


			Requires capacity expansion in all services (see MAT 5 above)


			See MAT 5 above











Comparison with national achievement (2023 reporting):


Edinburgh MAT 1-5: 40% provisional green; 40% amber; 20% provisional amber


Edinburgh MAT 6-10: 100% Amber


Scotland (middle column provides comparison)
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Appendix 2: Edinburgh MAT STANDARDS IMPLEMENTATION PLAN: MONTHLY PROGRESS UPDATE


This progress update sets out quarterly or monthly progress against the delivery of the MAT Standards Implementation Plan, as well as the related quarterly reports required for the Drug and Alcohol Waiting Times and the Treatment Target.


This update is submitted by the lead officer/postholder nominated to ensure delivery of this Implementation Plan (currently Mike Massaro-Mallinson)


The plan is based on the previously agreed actions 


			MAT Standard 1





			All people accessing services have the option to start MAT from the same day of presentation.





			Actions/deliverables to implement standard 1





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			The Developmental plan for EdMAC (Edinburgh MAT Access Clinic) focusses on:


· Achieve full staffing capacity (currently 7/10 posts filled, with 2 more to be in post by end of December)


· Increasing from 3 to 5 day drop-in 


· Consolidating transport arrangements and links to outreach offers to ensure access for people from all areas of the city.


· Promoting service to potential users and referrers.


			Ongoing difficulties recruiting and retaining staff across the system of care (see MAT 5)  


			


			January 2024 (five day a week drop in access with robust availability of assessment/ prescribing)





			Developmental plan for Edinburgh Access Practice (currently in early development)


· Ensure that current delivery via daily clinics is sustainable


· Clarify relationship to EdMAC and LTMP (via integrated SOP)


			


			


			TBC





			Experiential data plan – implementing an agreed cycle of QI based on service user feedback





			Change in MIST guidance


			Plans for experiential data gathering have adapted


			March 2024


At least one cycle of QI in each location to be completed





			Improving numerical data gathering – EADP are requesting to be a REDCap pilot site for MAT 1 and 3 





			lack of ongoing data for QI 


			MIST support  


			March 2024





			Securing independent evaluation for EdMAC. 





			No previous suitable notes of interest from external providers 


			Quick quotes re-offering the project; developing interim evaluation plan 


			March 2024





			Criminal Justice - develop MAT 1 arrangements for those presenting at courts, prison admission and release, arrest referral/ police custody and for DTTO patients


			


			CJ Drug and alcohol treatment Group to be formed for Edinburgh  


			April 2025





			SOP – write overarching SOP which incorporates response to benzoes and stimulants (response in all services) 


			


			


			





			Assessment of Progress:


			Amber


				





			Any additional comments: 


There are now two main routes for those seeking same day MAT initiation – 


· Edinburgh Access Place (for homeless people only) which offers daily clinics 


· EdMAC the newly developed dedicated clinic. EdMAC is now open to drop-in 3 days per week and almost fully staffed (7 of the 10 staff are now recruited) . It is accepting referrals, self presentations and engagements from MAT 3 services. Its’ developmental plan for the year focusses on expanding to opening all weekdays and promoting the service to ensure that it is widely known and used.











			MAT Standard 2


			All people are supported to make an informed choice on what medication to use for MAT and the appropriate dose.





			Actions/deliverables to implement standard 2





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			Employing two band five nurses for EdMAC to increase system wide capacity to administer long-acting injectable buprenorphine (LAIB) and offer follow-up. 





			Delays with recruitment processes


			Posts to be advertised 


			Jan 2024





			Ensuring that the administration of LAIB is available across Edinburgh to patients prescribed OST in general practice.  





· Recruit GP practices to a prescribing test of change. 


· Review pilot of community pharmacy administration


· Expand community pharmacy capacity to administer in areas where practices start to prescribe. 


· Ensure third sector support to transferred patients.  





			The pilots of Community pharmacy administration have provided sufficient encouragement to extend this to include patients prescribed LAIB by their general practice. 





Funding for community pharmacy administration not settled





Funding for LAIB prescribing not yet settled  


			Staged approach to roll out to community pharmacy and general practice 


			April 2025





			Plan for staggered offering of GP prescribed OST patients for consideration of transfer to LAIB.  





			Capacity would be stretched at locality Hubs if offered before community pharmacy administration and GP prescribing not in place.  


			Ongoing and improved monitoring of ROSC capacities. 


			April 2025





			Assessment of Progress:


			Amber


			





			Additional comments:


In secondary care, 15% of patients are currently prescribed LAIB and this has shown a steady, welcome rise in the proportion of people treated with Buvidal from 2% of ORT patients in secondary care in 2020/21 to 6% in 2021/22 and 15% in 2022/23. It is routinely offered in secondary care and Edinburgh Access Place for new and existing patients. It is time consuming and additional dedicated capacity would accelerate expansion in secondary care.





Because of the large proportion of MAT patients in Edinburgh in primary care, the process for enabling LAIB prescribing (by GP practices) and administration (by community pharmacy) is particularly important. A test of change introducing community pharmacy administration has shown promise. A further phase of this test of change will take place this year with targeted GPs prescribing. When these arrangements are fully established the offer of conversion for existing primary care patients will be possible. 














			
MAT Standard 3





			All people at high risk of drug-related harm are proactively identified and offered support to commence or continue MAT.





			Actions/deliverables to implement standard 3





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			Expanding the range of referral sources 


– ensuring that those who disengage from primary care MAT are identified and reached 


· Improving links to criminal justice systems 


			Low awareness of and use of assertive outreach for those treated in primary care 


			To agree responses in primary care and by specialist teams


			April 2024





			Standardising risk assessment, responses to high risk events and anticipatory care planning for those in secondary care MAT 


			Multiple risk assessments and services to consider


			Established forums for creating cross ROSC agreements  


			April 2024





			Improve pathways  for people residing in temporary accommodation (staff training in those settings and building links to AO services)





			Suitable external provider of training to be established


			Training package already available


			October 2024





			Experiential data plan – implementing an agreed cycle of QI based on SU feedback





			Change in MIST guidance





Particular difficulties securing feedback from people at high risk 


			Plans for experiential data gathering have been changed





Review to identify best methods and  models for getting feedback from people at high risk


			April 2024





			Improving numerical data gathering and consequent service improvement – EADP are requesting to be a REDCap pilot site for MAT 1 and 3. 





			Ongoing 


			MIST support  


			March 2024





			Assessment of Progress:





			Amber


			





			Additional Comments: 


Non-Fatal Overdose data-sharing is strong and Multiagency Vulnerable Adults Meetings identify people at risk. There is substantial capacity for assertive outreach already well embedded in locality Hubs and networked via a regular city-wide meeting. 





Challenges in 2022-23 included reaching people in homeless/ temp accommodation, ensuring that numerical evidence was captured, and identifying those who were at risk following disengagement from primary care. 





Importantly, the well being of those delivering assertive outreach are also being strengthened through facilitated mutual support networks.











 


			
MAT Standard 4





			All people are offered evidence-based harm reduction at the point of MAT delivery.





			Actions/deliverables to implement standard 4





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			BBV testing – ensure that all clinical staff are trained in DBST – targets to be set for each service and location and reported monthly





			Many services have historically relied on clinics rather than administering during 1 to 1 appointment  


			Continued data provision and training 


			April 2024





			Assessment of injecting risk to be offered consistently in all sessions (at basic level) and via specialist workers (by referral) 


			Releasing staff for training in harm reduction





			Targets to be set for staff training in each setting. Aim for all relevant staff target group to be trained by April 2024


			April 2024





			Woundcare 


			Several settings have specialist clinics or trained individual staff but the expectation is for a consistent minimum standard.


			EADP to clarify expectations from MIST of what should be delivered in all appointments


			April 2024





			Criminal Justice


· Include DTTO in all MAT 4 developments alongside other community treatment services


· Ensure that the elements of MAT 4 that can be delivered in a prison environment are delivered in HMP Edinburgh


			Lack of capacity in DTTO and HMPE teams 


			Group to be formed exploring best practice and expectations in CJ settings 


			April 2025





			Developing numerical data and evidencing compliance 


			An audit of cases in March 2023 was hampered by variable recording practices


			Standardise recording of these interventions in clinical databases


			Feb 2023





			Assessment of Progress:


			Amber


			





			Additional comments:


· Training has been put in place for all aspects of MAT – staff have been being released to attend on a phased and prioritised basis. Training evaluated well and attendance from voluntary sector staff high. Further rounds of training planned. 


· MIST-mandated data gathering completed. Local audit highlighted some need to improve recording and some elements of MAT 4 only recently being consistently offered, but that they are now included in procedures and practice in hubs. 


· Future work to include continuation of the training, further monitoring and improvement in offering of BBV testing; roll out of formal Assessment of Injecting Risk and implementation of IEP at Edinburgh Access Place. 











 


			
MAT Standard 5, & 7 and Treatment target:





			· MAT 5: All people will receive support to remain in treatment for as long as requested 


· MAT 7: All people have the option of MAT shared with Primary Care


· Treatment target: increase by 9% the number of people receiving Opiate Replacement Treatment by April 2024





			Actions/deliverables to implement standard 5





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			Reducing practitioner caseloads in hub services  by creasing staff capacity





			Recruitment of enhanced staff teams has been restricted by workforce availability.  However, 18 of the 21 posts have now been advertised and recruited to. Sustaining full staffing remains a challenge





Premises in some locations do not allow expansion


			Final 3 posts (Advanced Nurse Practitioners) to be advertised





Ongoing recruitment activity to sustain capacity in all teams





Diversifying the workforce as far as possible 


			March 2023














Ongoing 

















			Developing Low intensity care in community settings - demonstrating models of high volume care/ increased safe, MAT compliant throughput from secondary care to increase the number of people who can be treated)





			Lack of QI capacity to undertake tests of change


			Project manager or other QI capacity to be identified 


			TBC





			Maximising use of primary care – implement agreed tests of change to improve communication and offering patients the optimal level of care.





			Lack of engagement from General Practice


			A developmental GP post recruited and three distinct improvement projects have commenced


			October 2024





			Assessment of Progress:


			Amber


			





			Additional comments: Currently 62% (2,987) of people on ORT are already in primary care and 95% of all people who are in ORT treatment have GPs who provide ORT. This is significantly ahead of the national average (a legacy of NHS Lothian approaches over several decades).





Implementation of this standard has required additional staffing capacity and Quality Improvement work 





The majority of planned recruitment has now occurred (18 of 21 planned posts) but achieving and maintaining full staffing in key clinical roles is an ongoing challenge.





QI projects to develop new models of care and expand capacity (Alcohol and primary care) were initated between NHSL PH and the locality teams who will be undertaking them. The QI project with MIST has been delayed.





The QI work to maximise the use of primary care OST capacity has developed as hoped (GP project manager employed) and is expected to begin individual tests of change by December. 








 


			MAT Standard 6 





			The system that provides MAT is psychologically informed (tier 1); routinely delivers evidence-based low intensity psychosocial interventions (tier 2); and supports individuals to grow social networks.





			Actions/deliverables to implement standard 6





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			Complete service user survey in relation to MAT 6 (final element of audit work to be done)





			Getting permission to conduct survey


			This has now been overcome and survey ready to go


			April 2024





			Working towards 50% of staff being trained in Tier 1 interventions





			Insufficient training places available





Staff not supported to attend


			Additional training dates now available





Working with local managers to ensure staff are supported to attend


			April 2024





			Ensure 50% of staff have access to appropriate reflective practice/coaching/supervision to support Tier 1 delivery





			Insufficient psychology resource available to offer this level of reflective practice 


			Mobilising current psychology resource to maximise reflective practice availability


			April 2024





			Identify staff with a role to deliver Tier 2 psychosocial interventions and ensure they have Tier 2 job plans in place 


			Buy in from local managers 


			Work has been done with all local managers and all have now completed this


			Complete





			Ensure coaching/supervision is available to all Tier 2 practitioners to support delivery of Tier 2 psychosocial intervention


			Psychology capacity to deliver coaching in all areas


			Recruitment of psychologist has taken place


			April 2024





			Assessment of Progress:


			Provisional Green


			





			Additional Comments:

















			MAT Standard 7





			All people have the option of MAT shared with Primary Care.





			
Actions/deliverables to implement standard 7





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			See above (MAT 5 plan)





			


			


			





			Assessment of Progress:


			Green


			





			Additional Comments:








 


			MAT Standard 8





			All people have access to independent advocacy and support for housing, welfare and income needs.





			Actions/deliverables to implement standard 8





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			Ongoing monitoring (see below) 


			


			


			





			Assessment of Progress:


			Green


			





			Additional Comments:





Arrangements for initial implementation were in place in 2022-23. Support services in place, consistently promoted and advertised. Further detail on the monitoring expectations of this activity are needed to confirm that local performance is compliant. 











 


			
MAT Standard 9





			All people with co-occurring drug use and mental health difficulties can receive mental health care at the point of MAT delivery.





			Actions/deliverables to implement standard 9





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			a) undertake a more detailed local evaluation of current arrangements between the Community D&A and Community MH services using the criteria of the MAT standards and the Mental Welfare Commission report. This will include identifying people who are patients of both community MH and community SU teams (with support from Lothian Analytical Services).


b) develop a local action plan based on these findings.





			Paucity of data and lack of formal pathway descriptions 


			


			January 2024





			Assessment of Progress:


			Amber


			





			Additional Comments:


The primary requirement in this standard relates to connections between the community substance use hubs and CMHTs. Relationships are established through shared management, but identified limitations include:


· In cases when people are under the care of both substance use and Community mental health services, there will potentially be a shared risk assessment document (on the shared computer system) but they will have 2 care plans (MH and SM) 


· Joint meetings/ case conferences occur when triggered by high risk events (ASP, admission) and both services attend as needed. There are some (though strong relationships within localities and shared management encourages joint working. However, routine co-ordination between services is not formalised and there is no overarching case management approach (e.g. CPA).








 






			MAT Standard 10





			All people receive trauma informed care.








			Actions/deliverables to implement standard 10





			Any risks or barriers that have been faced since last reporting period


			Remedial action to any risks/barriers 


			Estimated timescale to have standard implemented 








			


Ensure all managers and leaders within the services attend the NES Scottish Trauma Informed Leaders Training (STILT) training or similar 





			Availability of STILT





Senior Management buy in to attend training


			Ran a mini-STILT with all service managers invited 








			April 2024





			Support all services to begin process of trauma informed self-assessment using trauma self-assessment tool





			None


			None


			April 2024





			Support services to set up well-functioning implementation groups to take forward meaningful trauma informed service improvements 


			Lack of leadership to drive this work 


			New psychology resource available to lead on this work


			April 2024





			Ensure that all services and their staff have wellbeing plans in place








			Capacity of local mangers to support 


			Working with local managers to increase capacity 


			April 2024





			Assessment of Progress:


			Red/Amber/Green


			Amber 





			Additional comments: 

















 














Appendix 3: Key reporting and governance dates


MAT Implementation Monthly Schedule


· Scottish Government have provided a list of reporting dates for the coming year, detailed below. Most are in the first full week of each month. 





· Data systems are detailed in appendix 4. They will be collected and shared with the meetings and staff groups outlined below as it becomes available. 





· Numerical data will be provided by Lothian Analytic Services NHS Lothian and EHSCP Performance Team.


· Experiential data will be provided by EADP Officers 


These are in addition to the narrative updates each service is required to provide on individual actions.





· EADP Officers will continue with their monthly Support to Report monthly meetings with Public Health Scotland’s MAT Implementation Support Team (MIST)





· EADP Officers will continue to attend the MIST facilitated weekly MATSIN meetings, and promote these to service managers as a resource.  





· EADP Officer will continue to have monthly development meetings with key services (EAP, the individual hubs, Harm Reduction Team, EDMAC)





· MAT Standard Specific Development Meetings will be on the first or third Tuesdays of each month. These meetings will be thematic, focsussed on individual practice development areas:


· sponsored by the MAT Oversight Group


· focus on defined issues, processes or particular standards


· developing and renewing actions with recommendations going to the Management Forum


· [bookmark: _Hlk151645613]supported by EADP Officers and Public Health Scotland’s MAT Implementation Support Team (MIST)


  


· [bookmark: _Hlk151650180]MAT Operational Management Forum will be on the second Tuesday of each month. These meetings will be:


· chaired by the Locality Manager with city wide oversight of HSCP Community Mental Health and Substance Misuse Services


· bring together all the managers of services with actions from the MAT Implementation Plan


· supported by EADP Officers and Public Health Scotland’s MAT Implementation Support Team (MIST)


· informed by written monthly reports updating on progress made with managers’ agreed actions


· Develop and allocate new actions and supporting plans


· Identify and mitigate risks to progress


· Advise the MAT Oversight Group





· MAT Oversight Group will be on the last Tuesday of each month. These meetings will be:


· chaired by EADP Programme Manager


· bring together senior managers with oversight of the main services with actions in the MAT Implementation Plan


· augmented by input from deputies and managers as required  


· supported by EADP Officers and Public Health Scotland’s MAT Implementation Support Team (MIST)


· informed by the MAT Implementation Management Forum including its written monthly reports, minutes and  updating on progress made with managers’ agreed actions


· develop and allocate new actions and supporting plans


· identify and mitigate risks to progress


· advise the MAT Oversight Group


· prepare and agree a report in the necessary monthly format in time to be forwarded to the Senior Responsible Officer (SRO) before the end of the month to allow time for their consideration before submission to Scottish Government in line with the dates detailed below. 





· Additional outputs from this process will be:


· the Reports being tabled at bimonthly meetings of the EADP Executive, Core Group, and the Edinburgh Recovery Orientated System of Care (EdROSC) Collaborative.  


· a quarterly summary prepared for the Chief Operating Officers (COG) meetings. 


· additional reports and details for external funders such as the CORRA Foundation. 


· a summary of progression for the EADP Annual Report. 





Process Summary 





 Each Month: EADP and MIST Support to Report Meetings


 Each Month: EADP Officer development meetings with key services 


 First or third Tuesday of each month: EADP MAT Standard Specific Development Meetings


 Second Tuesday of each month: written service reports submitted and Management Forum


 Last Tuesday of each month: MAT Oversight Group


 Before the end of the month: Report to Senior Responsible Officer


 Report to Scottish Government for specified date








			


			


Reporting month 


			Submission to Date





			2023


			October


			7th of November





			


			November


			7th of December





			


			December


			10th of January





			2024


			January


			7th of February





			


			February


			7th of March





			


			March


			8th of April





			


			April


			7th of May





			


			May


			7th of June





			


			June


			8th of July





			


			July


			8th of August





			


			August


			7th of September





			


			September


			7th of October





			


			October


			7th of November














Appendix 4 Routine (quarterly/ monthly) data gathering framework


The below is a framework for regular data gathering. These metrics are intended to provide an overview of in-year progress and (along with update reports from services on their development plans) provide a basis of the monthly reporting and direct quality improvement work.  This will be included in the reporting to the ADP executive (bi-monthly) to the Responsible Senior Officer (monthly) and to the COG (quarterly)


They are currently for consultation with the providers of the data (final confirmation expected on the 28/11/2023)


			Standard 


			Aim/ outcome to be measured


			Metric 


			Source 


			LEAD for data reporting 


			Data providers


			Frequency


			Additional management information





			Mat 1 


			Reduced time taken to treatment start 


			Time taken from initial presentation at/ referral to any service to treatment start


			REDCAP national database to be implemented in all 7 ORT locations)


			Public Health Scotland 


			H&SCP (6 locations) and REAS


			Monthly from January


			 





			 


			Maximise number of new ORT starts 


AND 


Increase the proportion of them occurring at EDMAC


			Number of people starting ORT via EDMAC, EAP and other outlets


			REDCAP national database to be implemented in all 7 ORT locations)


Spreadsheet (until REDCAP in place)


			Public Health Scotland 


			H&SCP (6 locations) and REAS


			Monthly


			See evaluation planning grid for throughput, sources of referrals etc





			MAT 2 


			Expansion of community pharmacy LAIB administration capacity 


			Numbers receiving Long Acting Injectable Buprenorphine in each pilot pharmacy and in total


			Contracts Payments data


			Pharmacy Services (Paul McGuiness)


			


			Monthly 


			Breakdown by dispensing location and prescriber





			 


			Increase the number of people on Long Acting Injectable Buprenorphine in all services


			Unique patients with at least one LAIB prescription in the month 


and 


% of total ORT patients on Long Acting Injectable Buprenorphine 


			Illy 


			Lothian analytical Services 


			H&SCP, REAS


			Currently available quarterly. Can raise to monthly?


			Breakdown by team 





			MAT 3 


			Maximise the number of people identified as needing assertive outreach 


			Number of people screened as needing assertive outreach


			REDCAP (to be implemented in all Assertive outreach teams)


			Public Health Scotland


			H&SCP, REAS, CGL, TPS, Police Scotland


			Monthly from January


			Referral sources, proportion screened out and reasons for exclusion





			 


			Increase referrals arising from primary care disengagement


			Number of people screened for assertive outreach where the source of referral is primary care


			REDCAP (to be implemented in all Assertive outreach teams)


			Public Health Scotland


			H&SCP, REAS, CGL, TPS, Police Scotland


			Monthly from January


			Data on sources of referrals for MAT 3 





			 


			Reach those in need withing 72 hours (or understand why not possible) 


			Proportion of those identified as needing MAT 3 response reached within 72 hours


			REDCAP (to be implemented in all Assertive outreach teams)


			Public Health Scotland


			H&SCP, REAS, CGL, TPS, Police Scotland


			Monthly from January


			Reasons for non-contact/ non-contact within 72h





			MAT 4


			Ensure that all staff are trained to basic level in 


· DBST/ BBV testing 


· THN 


· Assessment of injecting risk and giving safer injecting advice 


			· Number of places offered on tier 1 training by HRT and BBV team 


· Number taken by each team (to be used as numerator for each team’s progress towards full training)


			HRT training records


			REAS (Jim Shanley)


			REAS, H&SCP, CGL, TPS)


			Monthly?


			By team 





			 


			Ensure that WAND is available in all settings and offer to those on ORT


			· Number of practitioners trained in WAND 


· Number of WAND interventions delivered to ORT patients 


			HRT training records 


 


NEO?


			REAS (Jim Shanley)





REAS (Jim Shanley





			REAS, H&SCP, CGL, TPS


REAS, H&SCP, CGL, TPS





			monthly


			By setting 





			 


			Increase uptake of testing 


			· % of ORT caseloads with BBV test in last year


			Data linkage 


			Lothian Analytical Services (Dan Adams)


			


			Quarterly 


			 





			MAT 5 


			Increase number of patients on OST. 


			Total number of patients receiving OST 


			Illy 


			Lothian Analytical Services (Dan Adams)


			


			 


			Breakdown by team and primary and secondary care 





			 


			Increase and sustain staffing capacity in secondary care 


			Additional Posts advertised and filled (currently 18 out of 21 – only 3 x band 7 ANP not filled)


?????? measure of staff availability in key teams ?????


			One off report 


 


 


 


Not sure if there is a system in NHS?


			H&SCP (Anna Duff)


			


			Monthly 


			 





			MAT 6 


			Engage staff in training and supervision to deliver tier 1 interventions 


			Number of places offered on tier 1 training 


Number taken by each team (to be used as numerator for each teams progress towards full training)


			CP training records


			


			


			Monthly?


			By team and professional role 





			 


			Identify staff with a role to deliver Tier 2 psychosocial interventions and ensure they have Tier 2 job plans in place 


			Number of staff reported by managers to CP as having role/ job plan for delivering tier 2 interventions


			CP spreadsheet?


			


			


			Monthly?


			By team and professional role 





			 


			Ensure coaching/supervision is available to all Tier 2 practitioners to support delivery of Tier 2 psychosocial intervention


			Number of coaching places offered 


Number of staff engaged 


			Cp spreadsheet?


			


			


			Monthly?


			By team and professional role





			MAT 7 


 


			Maximise use of primary care


			Number of patients in primary care OST


			NES data 


			


			


			Already available quarterly 


			Breakdown by area and practice





			MAT 8 


			Ensure that carers with needs in their own right are identified and engaged with support


			Referrals to VOCAL for support of carers from each location/ self-referrals arising from signposting


			Contract data


			


			


			Quarterly


			Breakdown by team/ location





			 


			Ensure that all patients are aware of the offer of independent advocacy


			Referrals to AdvoCard for advocacy / self-referrals arising from signposting


			Contract data


			Advocard 


			


			Quarterly


			Breakdown by team/ location





			MAT 10 


			Ensure all managers and leaders within the services attend the NES Scottish Trauma Informed Leaders Training (STILT) training or similar 


			Number of managers attending training 


			CP training records


			


			


			Quarterly


			 





			Progress with Experiential information gathering 


			Ensure that users of all services are 


			Number of service users engaged with interviews or focus groups


			MS forms 


			


			


			Monthly?


			Breakdown by location 











			Outcome


			Metric





			Engage staff in training to deliver tier 1 interventions 


			Number of places offered on tier 1 training 





			


			Number of staff who have completed Tier 1 training 





			Complete staff and service user survey in relation to MAT 6  


			Has survey been completed in past 12 months (Y/N) 





			Engage staff in reflective practice to support delivery of tier 1 interventions 


			Number of staff with access to reflective practice 





			


			Number of staff engaged in reflective practice 





			Identify staff with a role to deliver Tier 2 psychosocial interventions and ensure they have Tier 2 job plans in place 


			Number of staff reported by managers to CP as having role/ job plan for delivering tier 2 interventions 





			Ensure coaching/supervision is available to all Tier 2 practitioners to support delivery of Tier 2 psychosocial intervention 


			Number of Tier 2 practitioners who have access to coaching 





			


			Number of Tier 2 practitioners who are engaged in coaching 





			MAT10 





			Outcome


			Metric





			All managers and leaders within the services attend the NES Scottish Trauma Informed Leaders Training (STILT) training or similar  


			Number of managers completing STILT (or similar) 





			All services to begin process of trauma informed self-assessment using trauma self-assessment tool 


			Evidence of completed self-assessment  (Y/N) 





			All services to set up well-functioning implementation groups to take forward meaningful trauma informed service improvements 


			Number of implementation groups established  (for April 2024)





			


			Improvement in scores on self-assessment tool (for April 2025)





			All services and their staff have wellbeing plans in place 


			Is wellbeing plan in place? (Y/N) 





			


			Number of staff with wellbeing plans in place  (ANNUAL ONLY) 
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1.1 The purpose of this report is to recommend that the Committee approve the NHS Lothian Drug Related Deaths Annual Report for 2022. Any member wishing additional information should contact the Executive Lead in advance of the meeting.
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1.2 It is recommended that ongoing support is provided to enable the three Alcohol and Drug Partnerships (ADPs) within Lothian to fully implement the Medication Assisted Treatment (MAT) Standards, as well as to deliver on the other actions within their local strategies, in alignment with the National Mission on Drug Deaths Plan for 2022-26. More detailed recommendations for Lothian are set out in the Recommendations Box on page 25 of the Annual Report.
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1.3 Nationally, there is ongoing concern over the high levels of drug related deaths in Scotland. The most recent national report on Drug Related Deaths in Scotland, 2022 was published in August 2023, and shows a significant overall decline in drug deaths in Scotland for the first time in the past two decades.





1.4 Health Boards are required to conduct local drug related death review and to report on these annually. Previous annual reports for Lothian are available online. The Lothian Drug Related Deaths Annual Report for 2022 shows that overall drug related deaths reduced by 8.5% in Lothian between 2021 and 2022, from 200 to 183 deaths. This reduction was however driven by a reduction in one local authority area (Midlothian). While we welcome this local reduction, and its contribution to an overall reduction in drug related deaths in Lothian, the reduction cannot be directly attributed to any single change in treatment provision or other circumstances that can be isolated for replication elsewhere. 





1.5 It is acknowledged that drug related deaths in Lothian have not reduced by the same extent as other large boards in Scotland, or the Scotland average. This is in spite of NHS Lothian’s level of implementation of  the MAT Standards being comparable to other boards, as shown in the National Benchmarking Report. The implementation of MAT Standards in Lothian is however not yet fully complete, and we must continue to progress implementation work, recognising the challenges that we face in recruiting a sufficient workforce to do so. We must also recognise that wider work is required, in addition to MAT Standard implementation, and must continue to progress the development and delivery of all aspects of Lothian’s three ADPs Strategies, in alignment with the National Mission on Drug Deaths Plan for 2022-26.





1.6 We must also recognise the significant relationship between levels of deprivation and levels of drug related deaths, and continue to address the primary causes of drug use. This includes through work with our four Community Planning Partnerships to reduce levels of poverty and increase access to employment and health and wellbeing-promoting environments across Lothian. Taking action in this way should not only impact on drug related deaths, but on deaths from other causes associated with deprivation, including deaths from alcohol use and suicide. 





1.7 Data on the substances implicated in deaths in Lothian shows that we need to take action to reduce harm not only from opioid deaths, which the MAT standards are predominantly designed to support, but also to reduce harm from the use of benzodiazepines, including novel benzodiazepines; stimulants; and a range of prescription medications. 





1.8 Positively, we have seen a slight decrease in the number of drug related deaths where an individual has previously suffered from a recorded non-fatal overdose, as well as a slight decrease in the number of deaths where an individual was in contact with police custody within the six months prior to their death. This may be a sign of the success of assertive outreach work and work within the criminal justice system, which means more people who come into contact with services in these ways are being supported to avoid future drug related deaths.





1.9 In line with previous reports, we see that most people die at home, many of whom live alone and / or are alone in their property or room at the time of death. Continued work to explore options to support safer drug consumption may help to address this.





1.10 Importantly, our review has identified that many of those who die from drug related deaths have children aged under 16, and that some people who have died from drug related deaths are found by children. It is essential that we continue our work to identify children and families affected by substance use at the earliest opportunity, as well as those bereaved by drug related deaths.





1.11 Scottish Government and Public Health Scotland are currently conducting a review of best practice processes in reviewing drug related deaths, and we welcome forthcoming national guidance to ensure our work to review drug related deaths in future is as impactful as possible.
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1.12 Inability to recruit sufficient staff to work within substance use and mental health services presents a risk to the full implementation of the MAT standards and delivery of wider substance use work.
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1.13 No new implications for the risk register.
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1.14 [bookmark: _Toc146224675][bookmark: _Toc146228951][bookmark: _Toc146872926][bookmark: _Toc146873308][bookmark: _Toc148099839][bookmark: _Toc148107205][bookmark: _Toc148107320]An impact assessment was not carried out on this report, however all work to reduce drug related deaths aims to reduce inequality, including health inequalities.
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1.15 [bookmark: _Toc146224677][bookmark: _Toc146228953][bookmark: _Toc146872928][bookmark: _Toc146873310][bookmark: _Toc148099841][bookmark: _Toc148107207][bookmark: _Toc148107322]Service users have not been engaged in the preparation of this report, however they are routinely engaged in the work of the Lothian ADPs to ensure that services are designed in way that meets the needs of those who use them, their families and communities, in order to reduce drug related deaths going forward.
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1.16 There are no new resource implications associated with this report, however it is essential that existing resources remain focussed on addressing the issue of drug related deaths, in line with the recommendations set out in the Annual Report.





			Flora Ogilvie





			Consultant in Public Health





			10.11.23





			Flora.ogilvie@nhslothian.scot.nhs.uk
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Appendix 1: NHS Lothian Drug Related Deaths Annual Report, 2023
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1. [bookmark: _Toc148107325]Overview of deaths





Key findings:





· There were 183 drug-related deaths recorded in NHS Lothian in 2022, an 8.5% decrease compared to 2021.


· This decrease was driven by a decrease within one area of Lothian (Midlothian) while number of deaths in City of Edinburgh, East Lothian and West Lothian remained the same, or rose slightly.


· There was a 21% decrease in drug related deaths in Scotland over between 2021 and 2022. Note the number of deaths in Lothian is measured using the local definition and the national number using the NRS definition, for a comparison between areas using the NRS definition see page 11.














1.1 [bookmark: _Hlk146224140][bookmark: _Toc148107326][bookmark: _Hlk146229189] Methods to ascertain number of drug related deaths in Lothian





Reports of suspected drug-related deaths are received throughout the year, with death reports forwarded by the pathology lab and recorded by the Lothian Drug Related Death Coordinator. The timely reporting of suspected drug-related deaths is valuable to monitor new trends and hotspots. Deaths are recorded to the locality where the person lived at the time of their death, with those of No Fixed Abode (NFA) included in the locality where they were staying at the time of their death. Deaths occurring in prison are categorised separately. There is difference in the definition used for drug-related deaths between NHS Lothian data and National Records of Scotland (NRS) data. NRS data includes deaths only where drugs were listed as the first primary cause of death whereas NHS Lothian data includes all primary drug-related deaths. The broader definition used by NHS Lothian capture more individuals and therefore gives a broader picture of individuals experiencing harm from the use of drugs. Further detail on the definitions of drug related deaths is provided in Annexes A, B and C.
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1.2 [bookmark: _Toc148107327] Number of drug related deaths in Lothian





In the calendar year 2022, 183 primary drug-related deaths were recorded in NHS Lothian, this is a decrease of 17 deaths, or 8.5% compared to 2021 when 200 deaths were recorded. This compares to a decrease of 279 deaths, or 21%, nationally between 2021 and 2022, using the NRS definition of drug-related deaths. Numbers of deaths were not seen to change consistently across all four localities within Lothian, with the overall decrease in deaths driven by 17 fewer deaths in Midlothian and 2 fewer deaths taking place in prisons. Deaths in City of Edinburgh, East Lothian, West Lothian and amongst those with no fixed abode all remained the same or rose slightly. Midlothian has historically had a small number of deaths, and while we welcome this local reduction, it cannot be directly attributed to any single change in treatment provision or other circumstances that can be isolated for replication elsewhere. It may therefore be that the decrease in deaths in this area are simply due to random variation. Table 1 provides a breakdown for each locality within Lothian, as well as for the four geographical areas within Edinburgh. 









Table 1. Number of primary drug-related deaths by locality in Lothian in 2022 with comparison to 2021, source: NHS Lothian data
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While there was a slight increase of 3 drug-related deaths in Edinburgh overall, there was a fall in the number of deaths in the South of Edinburgh and an increase in the North, in particular in the North-West locality, containing Drum Brae, Granton, and South Gyle. In East Lothian there was an increase of 2 deaths while the number of deaths remained unchanged in West Lothian.





1.3 [bookmark: _Toc148107328] Location of drug-related deaths in Lothian





Drug-related deaths in 2022, as in previous years, were spread throughout Lothian. The postcode area with the greatest number of residents suffering from drug-related deaths was EH6 in the North-East locality of Edinburgh encompassing Leith and Newhaven. This was followed by postcode area EH14 in the South-West locality of Edinburgh encompassing Slateford and Wester Hailes and EH4 in the North-West locality of Edinburgh, encompassing Muirhouse. Intermediate datazones are small geographical areas containing a population of between 2,500 and 6,000 household residents. Four intermediate datazones recorded 5 drug-related deaths each. Three of these were located in the City of Edinburgh these include the zones Old Town, Princes Street and Leith Street, Murrayburn and Wester Hailes North, and Moredun and Craigour, with the final intermediate datazone with a high number of deaths being Blackburn in West Lothian. 









Figure 1. Map of drug-related deaths in Lothian in 2022 by home postcode of deceased individual, source: NHS Lothian data. Note that deaths where the individual had no fixed abode are not included.  
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In all areas within Lothian deaths have been rising since 2014, however this trend appears to have levelled off in the most recent year.





Figure 2. Primary drug-related deaths in Lothian, 2014 to 2022, source: NHS Lothian data [image: ]


 


Figure 3 below shows the total number of reports of suspected drug-related deaths received per month and the outcome from January 2018 to December 2022. Note the possible outcomes; primary drug-related death, secondary drug-related death, and no cause given or unascertained. Due to the variable nature of the number of reports and outcomes over the period shown two rolling averages are included. These are the average number of reports received (dashed line) and the average number of primary drug-related deaths over the previous 6 months (solid black line). This smooths out the month-to-month variation to help reveal underlying trends. 





[image: ]Figure 3. Drug-related deaths in NHS Lothian by months: number of reports, outcomes and 6-month average of reports and primary drug-related deaths, between 2018 and 2022, source: NHS Lothian data


1.5 [bookmark: _Toc148107330] Drug-related deaths by cause of death in Lothian





In 2022, in Lothian the majority (83.6%) of drug-related deaths were classified as accidental poisonings, 6.6% of deaths were classified as intentional self-poisoning. This breakdown is similar to national statistics of 89% and 7% respectively. There were a small number of deaths classed as mental and behavioural disorders due to drug use and assault by drugs. Lastly there were a group of deaths which were excluded by NRS (see Annex D) these include deaths coded for example as acute myocardial infarction where cocaine was implicated as playing a role in the death.





1.6 [bookmark: _Toc148107331] Comparison of drug related death numbers with other areas





In order to make comparisons between health board or local authority areas the definition of a drug-related death from the National Records of Scotland is used (see Annex B, C and D for more details). The rate of drug-related deaths varies substantially between Health Boards across Scotland. Figure 4 below compares age-standardised drug-related deaths per 100,000 people in the period 2018 to 2022.  Greater Glasgow and Clyde has the highest rate of drug-related deaths of all Scottish health boards with 34 deaths per 100,000 people, while Shetland had the lowest rate with 11.7 deaths per 100,000 people, over the period 2018-2022. In Lothian the age-standardised death rate in the period 2018-2022 was 17.8 per 100,000 people compared to the Scotland wide rate of the drug-related death rate was 23.4 per 100,000 people. We know that drug related deaths are more common in areas of higher deprivation, and Lothian’s rates being lower than the Scottish average likely reflect the fact the Lothian has lower-than-average levels of deprivation compared to other Health Boards.





Figure 4. Drug-related deaths for selected NHS Board areas, age-standardised death rate per 100,000 people 2018-2022, source: National Records of Scotland


[image: ]





At a local authority level, between 2018 and 2022 Glasgow City had the greatest number of age-standardised drug-related deaths per 100,000 people at 44.4. Using Scotland as a benchmark with 23.4 age-standardised deaths per 100,000 people in the period 2018-2022, all local authorities in Lothian had a lower rate of age-standardised drug-related deaths than the national rate. Within Lothian, the City of Edinburgh reported the greatest rate of 19.6 age standardised deaths per 100,000 people, this was followed by Midlothian, East Lothian, and West Lothian with rates of 18.2, 16.4 and 15.7 respectively. 






Figure 5. Drug-related deaths for selected council areas, age standardised death rate per 100,000 people 2018-2022, source: National Records of Scotland


[image: ]





In 2022 compared to 2021 there was a 21% decrease in the number of drug-related deaths in Scotland. Lothian recorded a lower decrease than other large health boards, with NRS data showing a 7.8% decrease in drug related deaths compared to decreases in Grampian; Greater Glasgow and Clyde; Lanarkshire: and Tayside of 31.8%; 29.7%; 25,4% and 13.5% respectively.  





Figure 6. Percentage change in number of drug-related deaths per NHS Board, 2021-2022, source: National Records of Scotland 
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[bookmark: _Toc148107332]2. 	Demographics of those who suffered a drug-related death





Key findings:





· Of the 183 drug-related deaths in 2022 69% were male and 31% were female.


· The median age of those that suffered a drug-related death in 2022 was 46.


· People living in the most deprived areas of Lothian were 16 times more likely to die from a drug related death than those living in the least deprived areas.








2.1 [bookmark: _Toc148107333] Sex 





Of the 183 primary drug-related deaths recorded in NHS Lothian in 2022, 127 were male (69.4%) and 56 were female (30.6%). This is similar to data from 2021, when 69% of deaths were in males and 31% were in females. It is also similar to national data from National Records Scotland (NRS) where in 2022 65.8% of deaths were in males and 34.2% were in females. This does however represent a change from historical data, which shows that nationally, in the early 2000s, males were four or five times as likely to suffer a drug-related death than females, compared with being twice as likely to suffer a drug related death in 2022.  





2.2 [bookmark: _Toc148107334]Age 





In 2022, the age group with the most drug-related deaths was 55+ (44), followed by those aged 45-49 (35), and 40-44 (34), see figure 7 for a full breakdown of the number of deaths per age-group. This breakdown is similar to national statistics where these age groups also had the most deaths in 2022. In Lothian in 2022 there was an overall decrease of 17 deaths compared to 2021, however the decease was not equally distributed across all age groups, for example there was a decrease of 13 deaths in those age 50-54 but an increase of 13 deaths in those age 55+. 





[image: ]Figure 7. Drug-related deaths in Lothian by age-group and sex 2022, source: NHS Lothian data





















































The average age of people who died from a drug-related death in Lothian in 2022 was 46, compared to 43.5 in both 2020 and 2021. This remains similar to the national average (using the NRS definition of drug-related deaths) of 45. In Lothian, the average age of females who suffer drug related deaths is slighter older than males. 





Table 2. Age distribution of drug related deaths in 2022, source: NHS Lothian data


			Sex


			Number


			Mean (years)


			Standard deviation


			Minimum


			Median


			Max





			Female


			56


			47.5


			12.3


			23


			46


			86





			Male


			127


			45.7


			12.1


			16


			45


			79





			All


			183


			46.2


			12.2


			16


			46


			86








[bookmark: _Hlk146228708]


2.3 [bookmark: _Toc148107335]Area-level deprivation-level of home postcode





In 2022, after adjusting for age, people in the most deprived geographical areas (SIMD Quintile 1) of Scotland were 15.9 times more likely to die of a drug related death than people in the least deprived areas (SIMD quintile 5). Figure 8 below compares the proportion of datazones per health board in SIMD quintile 1 and 2 to the drug-related death age standardised mortality rate per 100,000 people. The chart shows an overall correlation between boards with a high proportion of datazones in SIMD quintiles 1 and 2, and those with high rates of drug-related deaths. Some Boards, including Ayrshire and Arran; Greater Glasgow and Clyde and Lanarkshire's higher rate of drug related deaths could be potentially explained by the level of deprivation in those Health Boards areas.





Figure 8. Percentage of datazones in SIMD quintile 1 & 2 per health board and drug-related death age standardised mortality rates per 100,000 people 2018-2022, source: Scottish Government and National Records of Scotland
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2.4 [bookmark: _Toc148107336]Ethnicity, disability and other protected characteristics data





Data was not adequately enough recorded on death reports in order to be able to provide any analysis of deaths by ethnicity, disability or other protected characteristics.





[bookmark: _Toc148107337]2.5	Mental health co-morbidities at time of death 





Police and pathology reports for all suspected drug-related deaths were checked for their medical history, however medical history was not available for all deaths. Of those that suffered a drug-related death in 2022 in Lothian, 48% had at least one mental health condition described as part of their medical history in these reports.





[bookmark: _Toc148107338]3.	Drugs implicated in deaths





 Key findings:





· A total of 53 different drugs were implicated in 2022, compared to 46 in 2021


· More than one drug was implicated in the majority of deaths.


· Opioids remain implicated in the largest proportion of deaths (86%), followed by benzodiazepines (67%) and gabapentinoids (51%).


· Prescription drugs were significantly implicated in drug related deaths, but in many cases the drugs were not prescribed to the individual who died.





· 








3.1 [bookmark: _Toc148107339]Methods to ascertain drugs implicated in deaths in Lothian





[bookmark: _Toc148107224][bookmark: _Toc148107340]Drugs implicated in drugs-related deaths are those listed by the pathologist on the ME4 form. This form is specifically for the pathologist to confirm which drugs they believe were involved in each death. The level of implication of different drugs within each drug related death in Lothian is included in Annex D.





The number of drugs implicated in drug-related deaths varied significantly ranging from 1 to 11 different drugs. The median number of drugs implicated in drug-related deaths remained 4 (the same as in the previous 3 years) from a median of 3 classes of drugs. 





3.2 [bookmark: _Toc148107341]Classes of drugs implicated





Fifteen different classes of drugs and 53 different drugs were implicated in at least one drug-related death in Lothian in 2022, this is compared to 55 in 2019, 42 in 2020, and 46 in 2021. Table 3 below provides a breakdown of the classes of drugs implicated including the number of drugs in each class, the number of deaths implicated in, and the total number of times implicated. Note that three primary drug-related deaths did not have toxicology available and are thus excluded from the following section.





Opioids remain the most commonly implicated class of drugs, implicated in 155 of the 183 primary drug-related deaths. Benzodiazepines are the second most commonly implicated class of drugs, implicated in 121 deaths, followed by gabapentinoids. This is a change from 2020 and 2021 when stimulants were the third most commonly implicated class of drugs. 








Table 3. Classes of drugs implicated in primary drug-related deaths in Lothian in 2022, source: NHS Lothian data


			Drug class


			Number of DRDs implicated in


			Percentage of DRDs implicated in


			Total times implicated


			Number of different drugs





			Opioid


			155


			86.1%


			222


			11





			Benzodiazepine


			121


			67.2%


			192


			15





			Gabapentinoid


			92


			51.1%


			106


			2





			Stimulant


			82


			45.6%


			88


			4





			Anti-depressant


			28


			15.6%


			40


			8





			Alcohol


			17


			9.4%


			17


			1





			Atypical antipsychotic


			10


			5.6%


			10


			3





			Non-benzodiazepine GABAergic


			9


			5.0%


			9


			1





			NSAID


			5


			2.8%


			5


			1





			Anti-histamine


			4


			2.2%


			4


			2





			Beta blocker


			4


			2.2%


			4


			1





			Anti-nausea


			3


			1.7%


			3


			1





			Anaesthetic and NMDA receptor antagonist


			2


			1.1%


			2


			1





			Anti-epileptic


			1


			0.6%


			1


			1





			Non-opioid analgesic


			1


			0.6%


			1


			1





			Total


			180


			


			704


			53











[bookmark: _Toc148107342]3.3	Overview of commonly implicated drugs





The most commonly implicated drugs in drug-related deaths in 2022 resemble those of previous years with some changes. A full breakdown of the most commonly implicated drugs can be found below in Table 4. Methadone remains the most commonly implicated drug and is the most commonly prescribed form of opioid substitution therapy. Methadone is, however, rarely the only drug implicated in a death. 





Benzodiazepines continue to be implicated in a high proportion of drug-related deaths, however the specific benzodiazepines most commonly implicated have continued to change through 2022, with etizolam being largely replaced by bromazolam. Bromazolam is a novel benzodiazepine first detected in Scotland in 2021, which produces strong sedative effects. A Rapid Action Drug Alerts and Response (RADAR) warning was issued by Public Health Scotland in July 2023 in relation to bromazolam. In 2022 there has also been a rise in the gabapentinoid implication in deaths.









Table 4. The most commonly implicated drugs in drug-related deaths in Lothian, source: NHS Lothian data


			Drug class


			Drug name


			Percentage and number of primary drug-related deaths implicated in





			


			


			2022


			2021


			2020





			Opioid


			Methadone


			50.3% (92)


			54.0% (108)


			48.8% (84)





			Gabapentinoid


			Pregabalin


			43.2% (79)


			32.0% (64)


			34.3% (59)





			Stimulant


			Cocaine


			41.0% (75)


			43.5% (87)


			40.7% (70)





			Benzodiazepine


			Diazepam


			35.0% (64)


			30.5% (61)


			40.7% (70)





			Benzodiazepine


			Etizolam


			29.5% (54)


			50% (100)


			41.3% (71)





			Opioid


			Heroin derived morphine


			18.6% (34)


			27.5% (55)


			16.9% (29)





			Gabapentinoid


			Gabapentin


			14.8% (27)


			9.% (18)


			15.7% (27)





			Opioid


			Morphine


			14.2% (26)


			13.5% (27)


			9.9% (17)





			Benzodiazepine


			Bromazolam


			11.5% (21)


			-


			-











3.4 [bookmark: _Toc148107343] Opioids 





Opioids remain the most commonly implicated class of drugs, implicated in 155 of the drug-related deaths in Lothian in 2022, with 222 implications in total. A full breakdown of the opioids implicated in primary drug-related deaths can be found below in table 5 below.  Methadone and buprenorphine are the two most frequently prescribed drugs in opioid substitution therapy, however they are not always prescribed to the person whose death they are implicated in. A full breakdown of the prescription drugs implication in drug-related deaths can be found Section 3.9, below.





In 2021 there was an increase in the number of deaths involving heroin compared to previous years, the number of implications for heroin in 2022 has fallen to above that of 2020. National Record of Scotland (NRS) data combines heroin and morphine into one drug ‘heroin/morphine’, resulting in a reduction in the granularity around this data at national level. Morphine implications have remained similar to previous years. There was an increase in codeine implications compared to 2021. One death in Lothian had the synthetic opioid protonitazene implicated. 





Table 5. Opioids implications in 2022, source: NHS Lothian data 


			Drug name


			Percentage (number) of primary drug-related deaths implicated in





			


			2022


			2021


			2020





			Methadone


			50.3% (92)


			54% (108)


			48.8% (84)





			Heroin derived morphine


			18.6% (34)


			27.5% (55)


			16.9% (29)





			Morphine


			14.2% (26)


			13.5% (27)


			9.9% (17)





			Dihydrocodeine


			10.9% (20)


			12% (24)


			12.2% (21)





			Codeine


			9.3% (17)


			5.5% (11)


			2.9% (5)





			Tramadol


			9.3% (17)


			6% (12)


			8.1% (14)





			Buprenorphine


			6.0% (11)


			9% (18)


			8.7% (15)





			Oxycodone


			1% (2)


			3% (6)


			4.1% (7)





			Tapentadol


			0.5% (1)


			-


			-





			Fentanyl


			0.5% (1)


			1% (2)


			1.7% (3)





			Protonitazene


			0.5% (1)


			-


			-





			Total


			222


			262


			195








3.5 [bookmark: _Toc148107344]Benzodiazepines 





Fifteen different benzodiazepines were implicated in drug-related deaths in 2022, an increase on the 11 implicated in 2021. Table 6 below provides a breakdown of the benzodiazepines and other drugs acting in a similar manner, along with their level of implication. Benzodiazepines were only implicated along with other drugs, however their inclusion potentially furthered the depressant effects of opioids and gabapentinoids, making drug-related death more likely than if only opioids or gabapentinoids had been taken.





Table 6. Benzodiazepines and GABAergic, and anti-epileptic drug implications in 2022, source: NHS Lothian data


			Drug class


			Drug name


			Percentage (number) of primary drug-related deaths implicated in





			


			


			2022


			2021


			2020





			Benzodiazepine


			Diazepam


			35.0% (64) 


			30.5% (61)


			40.7%	(70)





			


			Etizolam


			29.5% (54)


			50.0% (100)


			41.3% (71)





			


			Bromazolam


			11.5% (21)


			-


			-





			


			Flubromazepam


			8.2% (15)


			2.0% (4)


			-





			


			Alprazolam


			4.4% (8)


			3.5% (7)


			2.3% (4)





			


			Flualprazolam


			3.8% (7)


			1.0% (2)


			3.5% (6)





			


			Clonazolam


			2.7% (5)


			4.0% (8)


			-





			


			Phenazepam


			2.2% (4)


			-


			5.8% (10)





			


			Clonazepam


			2.2% (4)


			3.5% (7)


			0.6% (1)





			


			Temazepam


			1.6% (3)


			-


			-





			


			Midazolam


			1.1% (2)


			-


			-





			


			Lorazepam


			1.1% (2)


			1.0% (2)


			0.6% (1)





			


			Nitrazepam


			0.5% (1)


			1.0% (2)


			-





			


			Flubromazolam


			0.5% (1)


			4.5% (9)


			3.5% (6)





			


			Chlordiazepoxide


			0.5% (1)


			-


			0.6% (1)





			Non-benzodiazepine GABAergic


			Zopiclone


			4.9% (9)


			-


			2.3% (4)





			Anti-epileptic


			Lamotrigine


			0.5% (1)


			3% (6)


			0.6% (1)











Diazepam was the most commonly implicated benzodiazepine in 2022. Etizolam continued to be commonly implicated in drug-related deaths in 2022 before bromazolam became commonly implicated towards the end of the 2022, a trend which has continued in 2023. Other benzodiazepines such as flubromazepam, alprazolam, and flualprazolam were implicated in small numbers throughout the year. 





Public Health Scotland (PHS) has proposed that drug related deaths should be categorised to distinguish between those in which ‘prescribable’ and / or ‘street benzodiazepines’ are implicated (see Annex E). Prescribable benzodiazepines are benzodiazepines (or metabolites thereof) which are licenced for prescription in the UK, while street benzodiazepines (or metabolites thereof) are not licensed for prescription in the UK or thought to have originated from an illicit source (due to low overall prescribing in Scotland).  Of the 192 benzodiazepines implicated in primary drug-related deaths in Lothian, 77 were prescribable and 115 could be classified as street benzodiazepines. Using national data from NRS, Lothian recorded the highest rate of prescribable benzodiazepines implicated in drug related deaths amongst all health boards, with prescribable benzodiazepines implicated in 38% of deaths, compared to the national rate of 18%. Lothian recorded a lower rate of street benzodiazepine implications than the national rate, at 45.2% vs 48.1%.  It is important to note that not all prescribable drugs were prescribed to the person whose death they were implicated in. More information is provided on prescription drugs in Section 3.9, below.





3.6 [bookmark: _Toc148107345] Gabapentinoids





Implications of both pregabalin and gabapentin have increased in 2022 after remaining stable in previous years. Gabapentinoids remain an important contributor to multi-drug deaths due to their depressant effects. Gabapentinoids are less frequently prescribed than other prescription medications implicated in drug related deaths in Lothian, however the rate of gabapentinoid implications in drug-related deaths is higher in Lothian at 51.2% of deaths (based on data from NRS) than other comparable health boards for example Greater Glasgow and Clyde and Lanarkshire at 31.7% and 27.4% respectively. 





Table 7. Gabapentinoids implications in 2022, source: NHS Lothian data


			Drug name


			Percentage (number) of primary drug-related deaths implicated in





			


			2022


			2021


			2020





			Pregabalin


			43.2%	(79)





			32% (64)


			34.3%	(59)





			Gabapentin


			14.8%	(27)


			9% (18)


			15.7%	(27)











3.7 [bookmark: _Toc148107346] Stimulants





Stimulants are often contributors to multi-drug drug related deaths, however they also have a higher prevalence of being the sole drug implicated in a drug-related death which includes another underlying pathology such as ischaemic heart disease. The chronic use of stimulants is also known to cause heart disease. There has been a slight decrease in the number of deaths in which cocaine was implicated (75 in 2022, compared to 87 in 2021 87). The number of deaths in which other stimulant drugs such as amphetamine, MDMA and methamphetamine has remained unchanged. Table 8 below provides a breakdown of stimulants implicated in primary drug-related deaths in 2022.





Table 8. Stimulant implications in 2022, source: NHS Lothian data


			Drug name


			Percentage (number) of primary drug-related deaths implicated in





			


			2022


			2021


			2020





			Cocaine


			41.0%	(75)





			43.50% (87)


			40.7%	(70)





			Amphetamine


			4.4%	(8)





			3.50%	(7)


			6.4% (11)





			MDMA (ecstasy)


			2.2%	(4)





			1.50%	(3)


			7.0% (12)





			Methamphetamine


			0.5%	(1)


			0.50%	(1)


			1.2% (2)











[bookmark: _Toc148107347]3.8 Alcohol





Due to its depressant effects, alcohol can exacerbate the effects of other depressant drugs such as benzodiazepines and opioids. Alcohol is recorded as being implicated in drug related deaths in conjunction with other drugs, however deaths solely related to alcohol are captured in separate national statistics on alcohol-specific deaths. The level of implications of alcohol has remained similar to previous years.





Table 9. Alcohol implications in 2022, source: NHS Lothian data


			Drug name


			Percentage (number) of primary drug-related deaths implicated in





			


			2022


			2021


			2020





			Alcohol


			9.3% (17)


			11% (22)


			15.1%	(26)











[bookmark: _Toc148107348]3.9 Prescription drugs





Methadone is the most common prescription drug implicated in drug-related deaths.  The proportion of methadone prescribed to the person whose death it was implicated in has remained stable since 2020 at around 65%. It is important however to note that a person being in receipt of a prescription for methadone does not necessarily mean that it was taken in the prescribed dosage. Other prescription opioids such as dihydrocodeine, codeine and buprenorphine are frequently prescribed to those whose death they were implicated in. 





The gabapentinoids pregabalin and gabapentin are commonly not prescribed to the person whose death they are implicated in, with a prescription rate of 22% and 30% respectively. Diazepam, while not considered a street benzodiazepine, was found only to be prescribed to a third of those whose deaths it was implicated in.





Table 10. Prescription drugs implications in 2022, source: NHS Lothian data


			Drug name


			Total implications


			Prescribed to the individual whose death it was implicated in


			Prescribed to another individual


			Unknown


			% Prescribed to the individual whose death it was implicated in





			Methadone


			92


			59


			33


			


			64%





			Pregabalin


			79


			17


			61


			1


			22%





			Diazepam


			64


			22


			41


			1


			34%





			Gabapentin


			27


			8


			18


			1


			30%





			Morphine


			26


			4


			22


			


			15%





			Dihydrocodeine


			20


			8


			11


			1


			40%





			Tramadol


			17


			10


			7


			


			59%





			Amitriptyline


			17


			7


			8


			2


			41%





			Codeine


			17


			6


			11


			


			35%





			Buprenorphine


			11


			3


			8


			


			27%





			Mirtazapine


			10


			9


			1


			


			90%





			Zopiclone


			9


			4


			5


			


			44%





			Quetiapine


			4


			4


			


			


			100%





			Olanzapine


			4


			2


			1


			1


			50%





			Sertraline


			3


			2


			


			1


			67%





			Cyclizine


			3


			


			3


			


			0%





			Temazepam


			3


			


			3


			


			0%





			Fluoxetine


			3


			2


			1


			


			67%





			Citalopram


			3


			2


			1


			


			67%





			Promethazine


			3


			1


			1


			


			33%








4 [bookmark: _Toc148107349]Social circumstances at time of death





Key findings:





· 35% of those that died of a drug-related death in 2022 were in contact with substance use services at the time of their death.


· 15% had experienced a previous non-fatal overdose.


· 16% had experienced recent contact with police custody.


· 82% lived in non-temporary accommodation.


· 57% lived alone.


· 19% had children under the age of 16.


· 48% had a mental health condition recorded in their police or pathology report.














[bookmark: _Toc148107350]4.1 Contact with substance use services





All drug-related deaths were checked for their contact with services in NHS Lothian only, including substance use services and the General Practitioner National Enhanced Service (GP-NES). A person was deemed as currently in contact with substance use services if they had not been discharged from the service. For GP-NES, where patients are never ‘discharged’, two data sources were used: records of appointments and prescription data. Persons with a history of GP-NES registration were classified as currently in contact with the service if they had an appointment or a prescription in the 60 days prior to their death. Table 11 below shows the service status for all primary drug-related deaths in Lothian in 2022.





Table 11. Number of drug-related deaths by status and engagement with substance use services – days since contact, source: NHS Lothian data


			Service and status


			Number of persons


			Percentage of persons





			Substance use service – in service at time of death 


			35


			19.1%





			Substance use service – discharged within 60 days of death


			7


			3.8%





			Substance use service – discharged within 61 to 365 days of death


			5


			2.7%





			Substance use service – discharged within > 1 year of death


			19


			10.4%





			GP-NES – last contact with service within 60 days of death


			29


			15.8%





			GP-NES – last contact within 61 to 365 days of death


			17


			9.3%





			GP-NES > 1 year of death


			11


			6.0%





			No known contact


			60


			32.8%





			Total


			183


			











Over a third (34.9%) of those who suffered a drug-related death were in current contact (not discharged from substance use service or having been seen by GP-NES within the past 60 days at the time of their death). This is in keeping with the level seen in 2020 and 2021 36% and 37% respectively. A further 16% (29 persons) who suffered a drug-related death in 2022 were in contact with services in the year prior to their death, this is also similar to the level seen in 2021. Around a third, 33% (60 persons) had no history of contact with substance use services, which is similar to the level seen in 2021, but a decrease on the 53% of drug-deaths in Lothian that had no history of contact with services in 2020. 





Males that died of a drug-related death were marginally more likely than females to be in contact with services at the time of their death – 37% versus 30.3% respectively.  This mirrors the pattern of caseload of substance use services, with 64.3% of the caseload being male and 35.7% female. The younger age group 35-44 was the most likely to be in contact with services (GP-NES or substance use service) at the time of their death, followed by those aged 45 to 54, at 52.8% and 36.2% respectively. This also mirrors the demographics of the substance use service’s caseload, with 70% of their caseload made up of those in the age-groups 35-44 and 45-54.  





[bookmark: _Toc148107351]4.2 Previous non-fatal overdoses





Three data sources are used to determine previous non-fatal overdoses (NFO) in Lothian.  This includes any mention in either police or pathology reports as well as the NHS Lothian dataset of near-fatal overdoses, which contains data from the Scottish Ambulance service (SAS) and TRAK (NHS Lothian patient records). Recent near-fatal overdoses are defined as having occurred within 6-months prior to death, as per the definition is used in national drug-related death reporting.





In 2022, 27 (15%) of those who died of a drug-related death in Lothian had a recent near-fatal overdose record, this compares to 19% in 2021. A small number, 8 (4.4%) of those who had a recent near-fatal overdose were in contact with services at the time of their death. Around a fifth, 21 (78%) of those who had a previous NFO recorded were male and 6 (22%) were female. Thirteen of those who died of a drug-related death had multiple previous near-fatal overdoses recorded. 





[bookmark: _Hlk146233575]Under the Medication Assisted Treatment (MAT) Standard 3 each drug treatment service should provide assertive outreach to those categorised as high risk of drug-related harm, including those who have experienced a near-fatal overdose. The decrease in the proportion of those who died from drug related deaths following a previous NFO may indicate that assertive outreach is helping to prevent those who experience an NFO from going on to experience fatal overdose.





4.3 [bookmark: _Hlk146875456][bookmark: _Toc148107352] Previous contact with police custody





Police reports for each person who suffered a drug-related death were checked to ascertain if individuals had had a recent (within 6-months prior to death) record of police custody. In 2022, 29 (15.9%) of those that suffered a drug-related death had recently been in police custody, compared to 22% in 2021. Males were more likely than females to have a record of recent police custody prior to their death. The decrease in the proportion of those who died from drug related deaths following a recent record of police custody may indicate that work within the criminal justice system is helping to prevent those who come into contact with the system from going on to experience fatal overdose.





4.4 [bookmark: _Toc148107353] Housing circumstances at time of death





The majority (82%) of those that died of a drug-related death in Lothian in 2022 lived in non-temporary accommodation. Non-temporary accommodation is defined as owned, privately rented, rented from a housing association or council, note that someone living long term with their parents or family is included here. Twenty (10.9%) of those that died lived in temporary accommodation defined as bed and breakfasts and hostels, ‘sofa surfing’ or staying short-term with friends or family. Eight people were defined as having no-fixed abode. Additionally, 3 people were living in supported accommodation at the time of their death, defined as accommodation for those with extra care needs with support staff. Two people died of a drug-related death while in prison.





Table 12. Accommodation status, source: NHS Lothian data 


			Accommodation type


			Number of persons


			Percentage





			Non-temporary


			150


			82%





			Temporary


			20


			10.9%





			No fixed abode (NFA)


			8


			4.4%





			Supported accommodation


			3


			1.6%





			Prison


			2


			1.1%











[bookmark: _Toc148107354][bookmark: _Hlk146235131]4.5 Immediate circumstances at time of death





Understanding the immediate circumstances of drug related deaths is crucial given the success of interventions such as Take Home Naloxone (THN). Unfortunately, the vast majority of those that died of a drug related death in Lothian in 2022 were found dead (88%), meaning there was no opportunity for the person who found them to administer an intervention such as naloxone. This is in keeping with findings from previous years. 





More than half (57%) of those that died of a drug related death lived alone, which is an increase on the 49% in 2021. Around half (48%) of those who died of a drug related death were alone within a property at the time of death, while two-thirds (68%) of those were alone in the room where they died. Two-thirds (68.9%) were found in their own homes, consistent with previous years. Others who died from drug related deaths were found in other’s home (15.3%) or their own room in temporary accommodation (7.1%). Relatively few deaths were outside (4.4%) or in other locations. Table 13 below provides a breakdown of the immediate circumstances at time of death for death where opioids were implicated, given the potential for overdose reversal with naloxone. 


 

















Table 13. Immediate circumstances at time of death for deaths with opioids implicated, source: NHS Lothian data


			


			Yes


			No


			Unclear/ Unknown


			Other


			% Yes





			Found dead


			139


			12


			4


			0


			89%





			Lived alone


			89


			52


			4


			10


			57%





			Alone in property at time of death


			71


			65


			9


			10


			46%





			Alone in room at time of death


			99


			39


			1


			16


			64%











[bookmark: _Toc148107355]4.6 Family circumstances at time of death





The majority of those that suffered a drug-related deaths were found by their partner (24.6%), friends (24%), or family (16.4%). However, there were a number of deaths discovered by “others” (18.6%) which include hostel and accommodation staff, strangers, and the police including welfare checks (15.3%).





Not all of those who died of a drug-related death had complete family information available. Of those who had this information available 19% were known to have children under the age of 16. Of these, 10 had children living with them at the time of their deaths and 4 drug-related deaths occurred with children present. Additionally, 28 of those who suffered a drug-related death in Lothian had a young-person aged 16 to 25, of which 6 lived with them and 3 were present at the time of the death. Note that data is collected in line with the National Drug Related Death Database (NDRDD) in which children are defined as under 16. NHS Lothian otherwise classifies children as those aged under 18.


5 [bookmark: _Toc148107356]Conclusions and recommendations


[bookmark: _Hlk146259215]


Overall drug related deaths reduced in Lothian between 2021 and 2022, however the reduction was driven by a reduction in one local authority area (Midlothian). While we welcome this local reduction, and its contribution to an overall reduction in drug related deaths in Lothian, the reduction cannot be directly attributed to any single change in treatment provision or other circumstances that can isolated for replication elsewhere.


It is known that drug related deaths are significantly patterned by deprivation. The fact that deaths from drug use have not continued to rise in Lothian, despite the increased pressure that we know our population are facing from the cost of living crisis, should be viewed positively. However we need to acknowledge that drug related deaths in Lothian have not reduced by the same extent as other large Health Boards in Scotland, or the Scotland average. We must continue to work to fully implement the MAT Standards, while also recognising that MAT Standard implementation alone is unlikely to be enough. The additional work that Lothian’s three ADPs will commit to as part of their new strategies from 2024, aligned with the priority areas set out in the National Mission on Drugs, will be crucial.


Looking at Lothian data specifically we see that men continue to account for around two-thirds of drug related deaths, with the average age at which deaths occurred remaining relatively stable over time. Poor recording of data on ethnicity, disability and other protected characteristics means we don’t have a full demographic picture of those who suffering from drug-related harms and / or being helped or missed by our interventions. We need to improve data collection of these demographics and ensure services continue to be accessible and acceptable to all.


The fact that opioids are implicated in 85% of deaths, reinforces the importance of the full implementation of the MAT Standards, which focus particularly on the provision of opioid substitution therapy. However with benzodiazepines implicated in 67% of deaths we need to ensure we are supporting harm reduction in all people who use drugs, including through the cascade of relevant RADAR alerts to provide information to services and service users on the risks of novel substances. We also recognise the number of prescription drugs involved in deaths, including the fact that in many cases these drugs were not prescribed to the individual who died from using them. There is potential for medicines management work to be undertaken in this area, to reduce the extent to which individuals have access to excess or non-prescribed supplies of prescription drugs.


We have seen a slight decrease in the number of drug related deaths where an individual has previously suffered from a recorded NFO, as well as a slight decrease in the number of deaths where an individual was in contact with police custody within the six months prior to their death. This may be a sign of the success of assertive outreach work and work within the criminal justice system means more people who come into contact with services in these ways are being supported to avoid future drug related deaths.


We know that most people who suffer drug related deaths are living in non-temporary accommodation, and that most people die at home, many of whom live alone and / or are alone in their property or room at the time of death. Few people die in public places, meaning there are not obvious public ‘hotspots’ for us to tackle. We must therefore continue to find ways to engage with those living within stable, as well as temporary, accommodation and continue to emphasise the important harm reduction messages of encouraging people who use drugs to avoid doing so alone and to carry naloxone to be able to help reverse the effects of opioid overdose. Continued work to explore options to support safer drug consumption may also help to address these deaths.


We know that many of those who die have children and that some are found by children. We must therefore continue our work to support children and families bereaved by drug deaths as well as ensuring that substance use services fulfil public protection duties in asking about family circumstances of service users to identify children or young people in need of support at the earlier possible opportunity.


We are aware that Scottish Government and Public Health Scotland are currently conducting a review of best practice processes in reviewing drug related deaths, and we welcome future national guidance to ensure our work to review drug related deaths is as impactful as possible.




















			


Recommendations


1. Alcohol and Drug Partnerships and Health and Social Care Partnerships in Lothian should continue to implement the MAT Standards, including ensuring they benefit non-opioid, as well as opioid users.


2. Alcohol and Drug Partnerships in Lothian should use learning from the areas in Scotland that saw the greatest reduction in drug related deaths to influence future work in Lothian.


3. Substance use services in Lothian should work to improve data collection on the protected characteristics of those in contact with them and ensure that services are accessible and acceptable to all demographics.


4. NHS Lothian’s public health directorate should continue to monitor real-time suspected drug death reports, and to facilitate two-way sharing of information with Public Health Scotland, to identify and cascade information on risks from novel substances. 


5. NHS Lothian’s pharmacy directorate should explore opportunities to strengthen current activity around prescribing and medicines utilisation review, to support safe, appropriate and effective use of medicines and contribute to ambitions to reduce harm in the context of drug related deaths. 


6. NHS Lothian’s public health directorate and analytical services should ensure the continuation of work to identify vulnerable individuals and provide assertive outreach work to support them, including those who have experienced a non-fatal overdose and / or come into contact with police custody.


7. All services that work with people who use drugs should continue to promote harm reduction messages that encourage individuals to avoid being alone when taking drugs and to carry naloxone in order to reverse the effects of opioid overdose, including through the extension of community pharmacy provision of take-home naloxone to East, West and Midlothian.


8. Edinburgh Alcohol and Drug Partnership should continue work to explore potential options for safer drug consumption facilities in Lothian.


9. Alcohol and Drug Partnerships in Lothian should continue work to identify and support the children and families of substance users and those bereaved by drug related deaths.


10. NHS Lothian’s public health directorate should await the publication of the Scottish Government and Public Health Scotland review of drug death review processes and implement relevant recommendations.





















[bookmark: _Toc148107357][bookmark: _Hlk146873177]Annex A. NHS Lothian Drug-related death definition





Drug-related deaths in NHS Lothian are reported according to the cause of death as given by the pathologist in the detailed pathology and toxicology examination of deaths that are suspected to be drug related. These are classified into four possible overall outcomes:





Primary drug-related death:


A death in which controlled substances are included in lowest line of the primary cause of death. These are the causes that are directly related to death. It is possible that non‐drug causes may also be included in that line such as ischaemic heart disease. 





Secondary drug-related death:


A death in which controlled substances are included in the secondary cause of death (if one is present) but not in the primary cause of death. This secondary cause may include specific drugs or evidence that chronic drug abuse has contributed to death, although not directly.





Unascertained: 


In these cases, no cause of death can be determined by the pathologists with any degree of certainty and the primary and only cause of death is “1a Unascertained”. It is possible that drugs were detected in some, but this is not adequate to show how they or other causes might have been implicated. 





Not a drug-related death:


In these cases, whilst a police report of a suspect drug related death was received, a cause not involving controlled substances has been determined to be the cause(s) of death, primary and where present) secondary.





[bookmark: _Toc148107358]Annex B. NRS definition of drug-related deaths





A2. The definition 


Drug misuse deaths are defined as follows: (the relevant ICD10 codes are given in brackets): 





a) deaths where the underlying cause of death has been coded to the following subcategories of ‘mental and behavioural disorders due to psychoactive substance use’: 


(i) opioids (F11); 


(ii) cannabinoids (F12); 


(iii) sedatives or hypnotics (F13); 


(iv) cocaine (F14); 


(v) other stimulants, including caffeine (F15); 


(vi) hallucinogens (F16); and 


(vii) multiple drug use and use of other psychoactive substances (F19). 





b) deaths coded to the following categories and where a drug listed under the Misuse of Drugs Act 1971) was known to be present in the body at the time of death (even if the pathologist did not consider the drug to have had any direct contribution to the death): 


(i) accidental poisoning by and exposure to drugs, medicaments and biological substances 	(X40 – X44); 


(ii) intentional self-poisoning by and exposure to drugs, medicaments and biological 	substances (X60 – X64); 


(iii) assault by drugs, medicaments and biological substances (X85); and 


(iv) poisoning by and exposure to drugs, medicaments and biological substances, 	undetermined intent (Y10 – Y14). 





A3. Deaths which are excluded 





The NRS implementation of the definition excludes a small proportion of the deaths which were coded to one of the ICD10 codes listed in Section A2, specifically: 


· deaths coded to drug abuse where the direct cause of death was secondary infections or later complications of drug use. The statistics therefore exclude deaths from: 


· secondary infections such as clostridium or anthrax infection resulting from the injection of contaminated drugs: 


· conditions which could be regarded as later complications of drug use, such as bronchopneumonia, lobar pneumonia, bilateral pneumonia, septicaemia or organ failure where drug misuse was not specified as the direct and immediate cause of death (even though it may have damaged greatly the person's health over the years - so reference to, for example, ‘chronic’ or ‘long-term’ drug abuse does not necessarily mean that it was the direct and immediate cause of death). 


· deaths where a drug listed under the Misuse of Drugs Act was likely to be present only as part of a compound analgesic or cold remedy. For this purpose, identified the following compound analgesics and cold remedies when producing its statistics: 


· for 2018 and earlier years: 


· Co-codamol (paracetamol and codeine sulphate); 


· Co-dydramol (paracetamol and dihydrocodeine); 


· Co-proxamol (paracetamol and dextropropoxyphene); and 


· Dextropropoxyphene alone (as explained below). 


· for 2019 onwards: 


· Codeine and aspirin (co-codaprin); 


· Codeine and brompheniramine maleate; 


· Codeine and dextropropoxyphene; 


· Codeine and diphenhydramine hydrochloride; 


· Codeine and ibuprofen; 


· Codeine and paracetamol (co-codamol, as before); 


· Dextropropoxyphene and paracetamol (co-proxamol, as before);


· Dextropropoxyphene alone (as before, as explained below); 


· Dihydrocodeine and aspirin; 


· Dihydrocodeine and dextropropoxyphene; 


· Dihydrocodeine and paracetamol (co-dydramol, as before); 


· Pholcodine; 


· Tramadol and paracetamol;


Source: https://www.nrscotland.gov.uk/files/statistics/drug-related-deaths/22/drug-related-deaths-22-annex-A.pdf


[bookmark: _Toc148107359]Annex C. Reasons for the difference in NRS and NHS Lothian figures





In previous years there has been a small difference in the number of drug-related deaths reported by National Records Scotland and NHS Lothian, however in recent years this difference has grown, see figure below. For example, in 2018 NRS reported 152 drug-related deaths and NHS Lothian reported 151. There are well understood reasons for this difference, for example due to the difference in definition (see Annex B and C) and due to NRS using the date of a death’s registration as the temporal marker compared to NHS Lothian using the date of the death.





Figure A. Number of drug-related deaths recorded by NHS Lothian and NRS for Lothian 2014 to 2022


[image: ]





In 2022, NHS Lothian reported 183 drug-related deaths and NRS 166. In total between the two sets of cases. There is a total of 202 persons. 147 persons are included in both sets of cases. 19 cases are included in the NRS set of cases but not the NHS Lothian, with 36 included in the NHS Lothian but not NRS datasets.





Of the 19 cases in the NRS dataset but not the NHS Lothian seven died in 2020, of these 6 were included in the 2021 NHS Lothian reporting and one case was classified as unascertained, and thus not included. Seven deaths were classified as unascertained by the pathologist and included by NRS as the person had a history of drug use. Additionally, five  deaths were of persons not living in NHS Lothian at the time of their death.





Of the 36 deaths included by NHS Lothian in 2022 but not by NRS, 18 were due to the order in which the cause of death was written due to the definition employed by NRS. Six deaths were not included due to missing the mid-December cut off and may be included in the list of deaths for 2023. A further seven deaths were defined by the pathologist as primary drug-related deaths but excluded by NRS all of which have at least one controlled substance implicated. Lastly, five deaths not included by NRS are thought to be due to the person’s address history.





[bookmark: _Toc148107360]Annex D. Counts of implicated drugs 





The extent that each drug was implicated in each primary drug-related deaths is coded as below. The level of implication is significant in understanding how different drugs contributed to each drug-related death. 


10: 	The drug was probably the cause of death on its own 


20: 	The drug could have caused death on its own but other drugs will or may have contributed 


30: 	The drug was one of a number of drugs that, acting in combination, were responsible for the death 


40: 	The drug was implicated in death alone or in combination with other drugs and with another non‐drug related factor, for example COPD or ischaemic heart disease


Table A. Count of drugs implicated and level of implication


			Drug class


			Drug name


			Level of implication


			


			





			


			


			10


			20


			30


			40


			Total


			Class total





			





			Opioid


			Methadone


			


			


			79


			13


			92


			222





			


			Heroin derived morphine


			


			


			30


			4


			34


			





			


			Morphine


			1


			


			16


			9


			26


			





			


			Dihydrocodeine


			1


			


			9


			10


			20


			





			


			Codeine


			1


			


			11


			5


			17


			





			


			Tramadol


			1


			1


			9


			6


			17


			





			


			Buprenorphine


			


			


			8


			3


			11


			





			


			Oxycodone


			


			


			2


			


			2


			





			


			Tapentadol


			


			


			1


			


			1


			





			


			Fentanyl


			1


			


			


			


			1


			





			


			Protonitazene


			


			


			1


			


			1


			





			





			Benzodiazepine


			Diazepam


			


			


			49


			15


			64


			192





			


			Etizolam


			


			


			47


			7


			54


			





			


			Bromazolam


			


			


			18


			3


			21


			





			


			Flubromazepam


			


			


			14


			1


			15


			





			


			Alprazolam


			


			


			7


			1


			8


			





			


			Flualprazolam


			


			


			6


			1


			7


			





			


			Clonazolam


			


			


			5


			


			5


			





			


			Phenazepam


			


			


			4


			


			4


			





			


			Clonazepam


			


			


			4


			


			4


			





			


			Temazepam


			


			


			2


			1


			3


			





			


			Midazolam


			


			


			1


			1


			2


			





			


			Lorazepam


			


			


			1


			1


			2


			





			


			Nitrazepam


			


			


			


			1


			1


			





			


			Flubromazolam


			


			


			1


			


			1


			





			


			Chlordiazepoxide


			


			


			1


			


			1


			





			





			Gabapentinoid


			Pregabalin


			


			


			69


			10


			79


			106





			


			Gabapentin


			


			


			20


			7


			27


			





			





			Stimulant


			Cocaine


			4


			3


			50


			18


			75


			88





			


			Amphetamine


			


			


			5


			3


			8


			





			


			MDMA (ecstasy)


			


			1


			3


			


			4


			





			


			Methamphetamine


			


			


			1


			


			1


			





			





			Anti-depressant


			Amitriptyline


			


			


			15


			2


			17


			40





			


			Mirtazapine


			


			


			7


			3


			10


			





			


			Sertraline


			


			


			3


			


			3


			





			


			Citalopram


			


			


			3


			


			3


			





			


			Fluoxetine


			


			


			2


			1


			3


			





			


			Venlafaxine


			


			


			2


			


			2


			





			


			Dosulepin


			


			


			1


			


			1


			





			


			Trazodone


			


			


			1


			


			1


			





			





			Alcohol


			Alcohol


			


			


			16


			1


			17


			17





			


			


			


			


			


			


			


			





			Atypical antipsychotic


			Quetiapine


			


			


			4


			


			4


			10





			


			Olanzapine


			


			


			4


			


			4


			





			


			Aripiprazole


			


			


			2


			


			2


			





			





			Non-benzodiazepine GABAergic


			Zopiclone


			


			


			7


			2


			9


			9





			





			NSAID


			Paracetamol


			


			


			3


			2


			5


			5





			


			


			


			


			


			


			


			





			Anti-histamine


			Promethazine


			


			


			2


			1


			3


			4





			


			Cetirizine


			


			


			


			1


			1


			





			





			Beta blocker


			Propranolol


			1


			


			2


			1


			4


			4





			





			Anti-nausea


			Cyclizine


			


			


			2


			1


			3


			3





			





			Anaesthetic and NMDA receptor antagonist


			Ketamine


			1


			


			1


			


			2


			2





			





			Anti-epileptic


			Lamotrigine


			


			


			1


			


			1


			1





			





			Non-opioid analgesic


			Nefopam


			


			


			


			1


			1


			1











[bookmark: _Toc148107361]Annex E. Prescribable and street benzodiazepines





‘Prescribable’ benzodiazepines (and metabolites): as classified by PHS in June 2023 





Chlordiazepoxide


Clobazam


Clonazepam


Chlorazepam


Desmethyldiazepam


Diazepam


Librium


Loprazolam


Midazolam


Nitrazepam


Nordiazepam


Oxazepam


Temazepam


Valium


7-aminoclonazepam


7-aminonitrazepam





‘Street’ benzodiazepines (and metabolites): as classified by PHS in June 2023 





Adinazolam


Alprazolam


Bromazepam


Bromazolam


Clonazolam


Cloxazolam


Delorazepam


Desalkylgidazepam


Diclazepam


Etizolam


Flualprazolam


Flubromazepam


Flubromazolam


Flunitrazepam


Lormetazepam


Phenazepam


Pyrazolam 


8 aminoclonazolam





See additional notes for the classification of Lorazepam in section H3 of the annex retrievable from: https://www.nrscotland.gov.uk/files//statistics/drug-related-deaths/22/drug-related-deaths-22-annex-H.pdf 
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City of Edinburgh 121 ↑ 118



Edinburgh North-East 34 ↑ 32



Edinburgh North-West 25 ↑ 17



Edinburgh South-East 29 ↓ 33



Edinburgh South-West 21 ↓ 27



Edinburgh NFA 12 ↑ 9



East Lothian 18 ↑ 16



Midlothian 7 ↓ 24



West Lothian 35 – 35



HMP Edinburgh & Addiewell 2 ↓ 4



NHS Lothian 183 ↓ 200
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EADP Recovery Community Panel


Overall aim:


To recommend a model which brings together people with lived and living experience so that their voice can be heard in the planning, monitoring and evaluation of current and future service provision.





To do so by:


Learning from what’s been done before/elsewhere


Establishing effective means of engagement


Collating information, ideas and experience 





Edinburgh Voluntary Organisation’s Council








Engagement with services and the community


Networking with local and national service providers





Recovery Community Panel planning meetings held





‘Your Voice Matters’ sessions held





Edinburgh Voluntary Organisation’s Council























What are people telling us about 
developing a Recovery Community ‘Panel’


Overwhelming support for a ‘panel’





Membership


People with lived and living experience


Fluid membership





Edinburgh Voluntary Organisation’s Council








What are people telling us about 
developing a Recovery Community ‘Panel’


Panel Model


Safe, secure and welcoming. People need to feel part of something


Some structure is important


Creating their own agenda


Blend between formal and less formal (drop-in)


Needs to feel productive


Dedicated worker supporting the panel


Members would like training on how to lead the panel themselves.


Encouragement to attend – calls, texts, ‘buddies’








Edinburgh Voluntary Organisation’s Council








What are people telling us about 
developing a Recovery Community ‘Panel’


Suggested subgroups


Family


Unpaid carers


Women


Peer workers





Thematic subgroups





Some people felt it was also important to meet as a wider group occasionally





Edinburgh Voluntary Organisation’s Council








What are people telling us about 
developing a Recovery Community ‘Panel’


Engaging with the EADP


To invite the EADP members to the panel when appropriate/required


The panel could have reps to attend EADP meetings as well


EADP meetings would be more welcoming to reps if meetings were held in the community.


The EADP needs to ensure they are communicating well with the panel and always feeding back so that it’s not just a one-way process.








Edinburgh Voluntary Organisation’s Council








Suggested topics for the ‘panel’…


Mental Health Support


Better access to mental health support alongside substance and alcohol support





“they don’t want us to talk about our mental health in recovery groups”





“Once you’ve stopped with the drugs or alcohol you’ve then got your mental health left to deal with – the waiting lists are too long”





“How do I cope with what comes up in therapy without the drugs”








Edinburgh Voluntary Organisation’s Council








Suggested topics for the ‘panel’…


Suggested topics that the panel could discuss:


Waiting lists


“You can’t help an addict next week, you’ve got to help them today”


Better signposting to services


Reducing stigma


How to better educate people around drugs and alcohol


Impact of poverty on addiction


Drug consumption rooms








Edinburgh Voluntary Organisation’s Council








What’s happening elsewhere…


Glasgow Lived and Living Experience Reference Group


Multiple subgroups (women, family and carers, staff)


Agenda set by the members


ADP and others occasionally invited along to group meetings





Fife Lived and Living Experience Panel


Formal set-up with a chair, co-ordinator, secretary etc.


The panel has already successfully influenced Fife ADP in some key projects:


Recovery café in Levenmouth


Training on right-based approach


Recruitment of two independent advocates








Edinburgh Voluntary Organisation’s Council








Learnings from elsewhere…


Not having enough time to meaningfully engage with the ADP papers





Sustaining panel membership





The panels were constantly evolving





Edinburgh Voluntary Organisation’s Council











EADP Recovery Community Panel Report & Recommendations...


Values:











Edinburgh Voluntary Organisation’s Council








EADP Recovery Community Panel Report & Recommendations...





Panel Format and Membership


10 – 15 regular membership 


Rotating chair and secretary


Membership open to anyone over 18 who has either historical or current experience of alcohol or drug use.


Fluid membership – is able to flexibly engage with the panel





Edinburgh Voluntary Organisation’s Council








EADP Recovery Community Panel Report & Recommendations...


Commitments and Expectations - 


We recommend that it is reasonable to ask a commitment of 2hrs monthly.


We suggest that in addition to the minuted panel meeting, a cafe style drop-in is also arranged every month. 


We suggest a slot provided in EADP core meetings for the findings of the panel meetings to be presented. 





Edinburgh Voluntary Organisation’s Council








EADP Recovery Community Panel Report & Recommendations...


Training and Support 


Assisted by one or more facilitators 


Trainings and information sessions made available that would allow them to engage well in their roles.


Career development/ up-skilling opportunities


A debriefing session and the facilitator available to provide extra support if needed. 


Access to a budget 





Edinburgh Voluntary Organisation’s Council








EADP Recovery Community Panel Report & Recommendations...


Should this work sit independent to the ADP?


Work sits independent to ADP


If that is not possible, our recommendation is for it to function under ADP, with its independence ensured (following the examples of other regional ADPs








Edinburgh Voluntary Organisation’s Council








EADP Recovery Community Panel…


…already influencing change





Edinburgh Voluntary Organisation’s Council








EADP Recovery Community Panel…


Next steps...





Edinburgh Voluntary Organisation’s Council








Questions





Edinburgh Voluntary Organisation’s Council


If you would like to invite us along to one of your groups please contact:





Elil Jeyakumar


EVOC Development Worker: EADP Recovery Community Panel


Elilajan.Jeyakumar@evoc.org.uk


07513826652
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REPORT	

Putting the Voices of Lived and Living Experience at the Heart of EADP Decision-Making 

		Executive Summary 

		This paper details a comprehensive programme which aim to ensure that “families and people with lived or living experience are at the heart of the development and delivery of services”. 







		Recommendations 

		The  EADP Executive is invited to: 

· Support this programme which will meet our strategic aim

· Direct the EADP Joint Commissioning group to commission the facilitation of the Lived-and-Living Experience Panel in line with the EVOC report recommendations (section 11-14)

· Direct the ADP officers to support and engage with them as described

· Engage with the various projects as described, responding to issues and insights raised through them. 

· Agree to receive future reports describing the progress  and impact of the programme







		Key questions for the consideration of the group

		· Are the Executive group satisfied that the projects collectively meet the aim? Are they a sufficiently comprehensive programme?

· Are the Executive happy to engage with the processes as described (in some cases receiving reports, but also being asked to attend events organised to inform them, as decision makers, of the views of people with lived  and living experience)?

· Are there other opportunities for engagement, consultation and coproduction that the ADP Executive  may wish to  add to this programme?







Main Report

1. In common with many other bodies and organisations in the area of drug and alcohol use, the ADP has a longstanding commitment to making people’s lived and living experience of drug and alcohol use the central guide to its decision making. In common with most of those other bodies, the ADP cannot claim to have  fully achieved that goal but  has made some good progress, 







2. There is a very substantial body of people with lived experience working in the system of care. Some of them openly share with others the experience, strength and hope that their recovery has given them. Others do not routinely disclose it, but their practice is shaped and inspired by it. This presence has grown substantially over the last decade and is of incalculable value in influencing change in frontline practice. Similarly, there is a large, nurturing recovery community in Edinburgh which daily offers companionship, optimism and a unique understanding of addiction and recovery to each other. However, at the level of planning services and strategies the unique contribution and insight of those with lived and living experience has not been systematically captured.



3. The ADP has previously commissioned guidance on the involvement of users of service and their loved ones in care (e.g. https://www.edinburghadp.co.uk/wp-content/uploads/2016/08/Hear-Our-Voice.pdf ). Elements of this have been implemented. The 2021-24 strategic plan  details a list of individual exercises in which  people with lived experience have been engaged through a range of methods. A number of these have become routine practice.  For example, lived experience contributions to reviews of services and participation in the evaluation of grant and tenders applications are now standard practice.. 



4. However, national strategic expectations and local ambitions for co-production have evolved over the last decade

“We will ensure that people with lived / living experience are involved in service design, development and delivery” (SG, 2018) Rights, respect and recovery: alcohol and drug treatment strategy - gov.scot (www.gov.scot) 



“families and people with lived or living experience should be at the heart of the development and delivery of services”  (Scottish Drug Deaths Task Force 2022) changing-lives-taskforce-final-report.pdf (drugsandalcohol.ie)



5.	In 2022, the SG established the National Collaborative “to empower people affected by problem substance use to enable their voices – and, critically, their rights - to be acted upon in policy and decision-making concerning the design, delivery and regulation of drug and alcohol services at a national level” National Mission on Drugs: National Collaborative - gov.scot (www.gov.scot). 



6.	In addition to these statements of principle, the Scottish Government makes a specific allocation of funding (42k pa to Edinburgh) with a defined requirement for it to be spent on “Lived and Living Experience Participation”. The activity expected to be funded with this is outlined in appendix 1. 



7.	A key, cross-cutting ambition of the  new developing EADP strategy is that there is a comprehensive programme of activities which achieves the outcome that 

families and people with lived or living experience are at the heart of the development and delivery of services.



8.	Several existing and planned projects within the ADP aim to achieve this objective and Table One summarises these.



9.	All projects are committed to: In each case, the core activities in the project are 

· Identifying and engaging with people with lived or living experience (i.e. past or current problem substance use, their own or a loved one’s)

· providing a safe, supported space for them to express their experiences with a view to capturing ways in which services and approaches can be changed

· conveying these findings to decision-makers (which would include the EADP Executive and subgroups but also service managers and staff, individual workers) and having them understood and responded to. 



10.	The projects are very divergent in the ways in which they achieve these aims. Differences include:



Different communities:  some processes engage only those in treatment (e.g. the MAT experiential data gathering), one only with people with current drug use, mostly out of treatment (e.g. the living experience panel) or both (the proposed Lived and Living experience panel and collective advocacy will be open to all service users or others with an interest). Carers and family members will be engaged in both the MAT standards experiential interviews and a subgroup of the lived and living experience panel



Methods of recruitment and engagement: several of the projects involve researchers and facilitators who use both their own lived experience and are empowered with training and support. Sources of potential participants include treatment services and the wider recovery community. Rewards for the participants combine the satisfaction of contributing to systems change, training and personal development opportunities and in some cases remuneration for participants’ time.



Focus: variously, the group’s agendas are set wholly by the participants (e.g. collective advocacy) directed by a predetermined structured process (e.g. the MAT experiential data gathering is based on a  survey albeit one with flexibility for the interviewer and participant) or some combination of both (the lived and living experience panel will come together as a group and raise concerns to the Executive and other ADP meetings, but also enable consultation on agenda item driven by ADP developments. 



Communication with key decision makers – the outputs that the different projects will use to communicate their participants findings will include stories in various media formal reporting of discussions and findings, thematic analysis reports and direct encounters, it is expected that decision-makers will attend meetings of the Lived-experience and the Lived and living experience  (LLE) panels by coproduction processes. 

11.	The Edinburgh Alcohol and Drug Partnership (EADP) commissioned through EVOC to explore development of a ‘community panel’ (CP) mechanism to embed LLE voices within the EADP decision-making processes.  The EVOC Development Worker was inducted through a process of structured meetings with key LLE stakeholders. This provided an exchange of information, skills and knowledge needed to develop and implement an explorative CP mechanism. Expressions of interest were distributed through networked connections in the EADP network. In-person efforts were also made to actively seek participation. The work activity culminated in a series of LLE-informed in-group sessions and workshops delivered in October and November 2023 and a full progress report was presented and considered the EADP in December 2023.  This can be accesses on the EADP website. 

12.	Four key themes emerged as contributing towards continued integration and development of LLE: 

· An emphasis on LLE Voice and sense of community - ‘wanting to give back’ and ‘wanting to help others in need’ 

· A need for safe, secure, and welcoming spaces  - - removing barriers to participation ad ensuring diversity of voices  

· Structure and consistency is important but also flexibility  - Different voices need different spaces. Collectively decide which formats will work, why, when and how  

· Visions and Values We Want - Each independent LLE group to self-determine core values for the sessions and spaces involving their members

13.	Building on collaborative community insights, the report made two key recommendations towards future LLE-related work within the EADP system and its ecology:

· Resourcing the structures of LLE Integration within a host organisation through a designated Coordinator/Facilitator Role.

· Creating flexible pathways for LLE engagement and participation for the panel to work independently and collaboratively in the community.



14.	Taking forward these recommendations to develop and resource LLE panel(s) would enhance and enrich the programme currently in place. 
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		[bookmark: _Hlk157002557]Project name, Summary 

Status/ start date

		Participants 

		Organisation/ recruitment / Engagement method

		Agenda setting 

		Communication to decision-makers/ products

		Lead organisation How funded/ governed



		Lived-and-Living experience panel (working title!)

A representative community panel, supported by an employed facilitator with a core steering group and links to the wider recovery community.

A feasibility study/ development of a local model was recently completed by EVOC. Resulting specification to be commissioned, hopefully with contract start in q1 of 2024-25

		People who use or have used drugs and alcohol problematically and those affected by the D&A use of others. 

This will include people in treatment services and in the recovery community. It will also aim to reach those not in services. 

		A steering group of People With L/LE who organise events and consultation with a wider community. 

To be developed and facilitated by a community development professional. 

Participation to be incentivised with learning opportunities, expenses and if appropriate direct remuneration.

Potential recruitment pathways identified through EVOC’s work

		It is hoped that the group will both generate its own agenda and act as a consultation group for ADP work. ADP agendas to be circulated to members in advance of meetings for discussion. 



		Facilitator and/ or members to attend several routine meetings (EADP exec, Adult Treatment and Whole Family Approach Collaborative Groups).  Reports on issues brought to the group to be included in ADP meetings and issues for improvement to be allocated to services by the ADP structure.

Events/ meetings at which decision makers encounter experts by lived experience are essential to informed decision making – the panel may invite decision makers into their meetings and/ or attend open events organised by the ADP

The panel and individuals may wish to communicate their experience in a wide range of forms and media. It is expected that facilitators will enable these and that decision makers will be open to them all 

		To be commissioned externally (not in house in ADP or treatment providers) 

EADP funding (ringfenced money from SG)



		Living experience panel 

A regular community panel, facilitated by a national organisation, aiming to engage those still in active drug and alcohol use and to capture their experience and needs.

Currently: Expected to start meeting in q1 2024-25

		Those with Living experience of drug and alcohol use (i.e. currently in active use); in the first instance this is likely to focus on those not in treatment with an emphasis on people who are homeless and use drugs

		SDF facilitator with support from local agencies. Regular groups to be held. Attendance will be incentivised with renumeration as well as offer of training and qualifications for participation. 

		Hoped that the group will both generate its own agenda and act as a consultation group for ADP work 

		Facilitator and/ or members to attend several routine meetings.  Reports on issues brought to the group to be included in ADP meetings and issues for improvement to be allocated to services by the ADP structure.

Events/ meetings at which decision makers encounter experts by lived experience are essential to informed decision making – the panel may invite decision makers into their meetings and/ or attend open events. 

		Scottish Drugs Forum 

National funding (no local cost, though in kind contributions from several local teams expected)



		MAT experiential data gathering process

A rolling programme of interviews of service-users by people with lived experience working in services. They provide part of the evaluation data for the MAT standards.

Interviews being undertaken as part of annual MAT evaluation 

		Interviewers – PWLE in volunteering or professional roles in the vol sec

Interviewees – recruited from the treatment system.





		Interviewers trained by PHS, supported by their own organisations and ADP officers

		Semi structured questionnaires defined by the MAT standards and the information needs of individual improvement exercises

		Cyclical feedback directly to services and planning decision-makers. This is based

Annual report to SG and the EADP Executive summarising the issues identified and the improvement actions taken

		EADP officers (with support from PHS and In kind support from several agencies, not a discrete funding source existing vol sec providers)



		

Ellipsis



A narrative change programme collecting and analysing people’s stories which will generate new insights to directly influence and change health and social care for people in Edinburgh



Recently funded and developing its processes. 

		Peer researchers, supported by a experienced researchers, 

		Peer research opportunities will be advertised through trusted networks



Participants will be given vouchers for interviews/ focus groups

		The topic of the research will be agreed by the ADP 

		Different approaches at each stage of the programme. 

Capturing Lived Realities - Using photography, sound recordings, film clips, maps, and writing to compile experiences of marginalisation, labelling, and draw out what is keeping problems in place.

Desired Futures - Using scenario writing, animation, illustration, improvisation, and the arts to visualize future states, and give outcomes like healing, belonging, connection and purpose shape and form.

Levers of Change - Using case studies and diagrams to illuminate what it takes to get to change and create shared vocabularies and reference points for how to shift attitudes, behaviours, cultures, and structures.

		Media Education via NHS grant using EADP funding



		Independent Collective advocacy:



Facilitated bringing together of people who have a common interest. It aims to provide a supportive environment in which a group can explore this interest, identify goals and seek possible solutions.



Operating, but recently contracted and still developing. 

		All current and former alcohol and drug users and their loved ones.



		Through groups in individual service settings and wider advertising. Currently groups are running at the Ritson (detox ward)

		As an independent advocacy process, the agenda is set by the group

		Biannual reports on activity as per the contract.

Thematic descriptions of the group’s findings and any delegations or reports generated are to be welcomed by officers and groups of the EADP

Decision makers may directly engage with groups by their invitation

		Advocard/ REH Patients’ Council 

CEC contract using EADP funding 





		Other ADP processes

 

More general consultation, coproduction and one off exercises with local communities (e.g. on drug consumption facilities) and specific Ad hoc activities (e.g. all commissioning activities should include L/LE representation) and attending other groups with perspectives that they want to have considered.

These are ongoing and, importantly, need to be sustained even as other more systematic approaches (panels) are developing

		Representatives with relevant lived experience supported by provider organisations or any of the above mentioned 

For some exercises this is in the form of focus groups/ panels (e.g. tender evaluations and staff interviews usually include an presentations to a group of PWL/LE who mark as part of the evaluation) for others it is making sure that lived and living experience are included in larger events

		For many of these exercises it is appropriate to offer payment for people’s time (e.g. participation on an evaluation panel). For others the opportunities for development and satisfaction may be more important. 

Having people recruited and supported through the other routes (e.g. the Lived and living experience panel facilitator) is an important safeguard for the participants and the process. 

		Varied, but agenda and questions governed by the exercise

		Either direct involvement in encounter events, written reports or others as needed.

		EADP officers where relevant, though elements of this need to be more explicitly requirements of partner organisations themselves
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Appendix 1: Lived and Living Experience Participation – conditions of funding 

The following extract is  from the Scottish government funding letter to the ADP 2023-24. EADP income from this source is c.£42k per year

Ensuring the voices- and the rights-of people with lived and living experience are acted upon is a cross cutting priority for the National Mission. It builds on the rightsbased approach laid out in Rights, Respect, Recovery (2018) and is being driven forward at a national level through the National Collaborative. 

Participation and empowerment are key principles of a human rights based approach. Everybody has the right to participate in decisions affecting them and to influence outcomes. This is relevant to decisions about their care (or the care of somebody they support) as well as national and local decision making processes. 

£0.5 million [this equates to £c.42,000 pa for Edinburgh] is being allocated to ADPs to ensure the voices of people with lived and living experience are heard and acted upon in service design and delivery at a local level. This includes decisions about prioritisation, commissioning and evaluation of services. The intended outcome of this funding provision is to improve services by ensuring they better meet the needs of the people using them. 

This work can be actioned through the development of lived and living experience panels (LEPs) and/or other forms of meaningful involvement. Non-exhaustive examples of this are:a panel or reference group made up of people who have experience of substance use, and people who are affected by substance use, such as family members LLE representation within the ADP Board; funding and involving independent groups of people with lived and living experience. 

Some guiding principles for the development of a panel or other forms of involvement are that it is: 

• Meaningful: people should understand their role, and how their contributions and expertise will make a difference and influence services. 

• Accessible: the approach should build on existing community assets and information should be shared in a way that is easy to understand. 

• Inclusive: specific efforts should be made to involve people that have been marginalised or who are affected by intersectional inequalities and to overcome barriers for involvement.

We recognise that ADPs are at different stages of developing their approach to involving people with lived and living experience. Some ADPs have established mechanisms, and some may only be beginning to consider how best to involve people – we encourage you to build on your involvement work, whichever stage you are. We intend to share examples of what is working well through the National Collaborative and to support ADPs to work some of the shared challenges for example on remuneration, support and training. 

Progress will be monitored through the ADP Annual Survey Report. We would like to take this opportunity to congratulate ADPs on their progress on involvement of LLE, as well as the innovative practices and outcomes achieved over the last 12 months.
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REPORT: Children Affected by Parental Substance Use (CAPSU)

Edinburgh ADP, 6th February 2024 

		Executive Summary 

		This paper summarises progress to re-tender the Children Affected by Parental Substance Use (CAPSU) contract.







		Recommendations 

		Note the progress in re-tendering the CAPSU contract.







		Key questions for the group

		The Executive members’ organisations will be asked to review the specification (i.e. the outline of the service which will be commissioned). Whom should we consult with and how?







Situation 

The Council and EHSCP are re-commissioning services to support families where children are affected by parental substance use (CAPSU). Provision needs to be reviewed in light of new funding arrangements and new guidance from Scottish Government including The Promise, GIRFEC re-fresh and the Families Affected by Drug and Alcohol Use in Scotland framework. 



Background 

CAPSU is a specialist service working with vulnerable children and families affected by substance use which delivers a range of whole family support services across Edinburgh. It is currently delivered by Circle (the Harbour Project) and Simpson House (Sunflower Garden) It has been funded jointly by Children, Education and Justice and EADP since 2016. Children, Education and Justice have reduced their contribution to match EADP which has meant a reduction of approximately £60,000p.a. EADP has also provided funding for a Fathers post and groupwork with children from Whole Family Approach monies through the National Drugs Mission which will form part of the new specification. 



Consultation with stakeholders and partners has almost concluded and a draft specification will be completed by the end of February. Additional consultation will be required on the draft and a final specification should be completed by March 22nd. 



The procurement plan is on the agenda of the Procurement Board on 20th March for sign off. 



A PIN was issued in December 2023 attracting notes of interest from 10 organisations. An event to discuss the outline of the service and what is required for the bid was held on 25th January attended by representatives of 6 organisations.  There is enough interest to take it to the market.



Recommendations



Note the progress with the development.

Agree how members of the Executive wish to be consulted about the specification.



Implications for Edinburgh ADP

Financial

1. As set out in this report

Legal/risk implications

1.  

Equality and integrated impact assessment

[bookmark: _Hlk29384028]

Report Author

 

Appendices:
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REPORT	

Summary of Edinburgh’s implementation of the Medication Assisted Treatment (MAT) Standards for Drug Users, Jan 2024:

		Executive Summary 

		The purpose of this report is to provide the EADP Executive with an overview of Edinburgh’s current delivery of Medication Assisted Treatment (MAT) Standards and of the expected outcome of Public Health Scotland’s (PHS) evaluation of Edinburgh’s compliance in March 2024. 

On the basis of discussions with PHS and with the data which is increasingly available, with achievable actions Edinburgh will be able to achieve “green” grades for compliance with Standards 1-5 and positive reports on 6-10. 

Notably, Edinburgh is now able to provide evidence of offering consistent same day access (where clinically appropriate) to Opiate Replacement Treatment five days a week through a new central access clinic (EdMAC) and through Edinburgh Access Place.

Risks to this remain, particularly that required evidence and documentation may not be generated and the possibility that still emerging data will indicate unexpected non-compliance. 







		Recommendations 

		It is recommended that the EADP Executive:

1. Note the progress towards full compliance with the standards and commit to supporting teams as needed to achieve them

2. Agree to receive a further report in April 2024 







Report Circulation

1. This report has also been shared with the Chief Officer’s Group

Main Report

1. The Medication Assisted Treatment (MAT) Standards are nationally defined standards for the speed, capacity and quality of treatment for drug users. They are a central element of the national mission to reduce Drug Related Deaths and are key to local and national drug strategies. Substantial investment has been committed by the Scottish Government (SG) to ensure that they are achieved. 



1. The standards were originally published in July 2020 with the expectation that the first five of the ten standards all would be implemented fully by April 2022. This was not achieved anywhere in the country. Edinburgh’s implementation was more advanced than the national average at that point – Edinburgh was considered amber for all standards (on a red-amber-green scale). https://www.publichealthscotland.scot/media/14459/mat-benchmark-supplementary-information-report.pdf. Edinburgh’s progress towards complete implementation in 2022- 23 was not achieved (and was, on aggregate, slightly behind national average achievement



1. Over the course of the year there have been a number of positive developments in local delivery. Most particularly, the new central clinic (Edinburgh MAT Access Clinic or EdMAC) is now operational, offering drop in access to assessment and (where appropriate) commencing treatment 5 days a week, this compliments a similar level of service at the Edinburgh Access Place and greatly improves the offer to those who need treatment. 



1. There have also been developments in local and national evidence-gathering systems and increasingly clearly defined expectations of services. These include new PHS guidance (November 2023) and online data systems (Dec 2023). 



1. The evaluation of each ADP area’s progress in 2023-24 will be completed in March 2024. For each standard, 3 types of evidence of compliance (Numerical, Process and Experiential) are needed. Preliminary discussion between Edinburgh ADP and Public Health Scotland indicates that in Edinburgh

1. Numerical evidence (i.e. statistical data); systems are in place for all standards for which they are relevant, albeit several of the systems have only just been implemented. Currently, almost all standards with numerical evidence are reporting “green” (full compliance with standards), with the caveat that this is for one month only of the three which will be reported on and there is not the depth of data that would provide greater assurance.

1. Process measures (i.e. whether guidance and systems are fully in place) have been largely achieved but there are two significant pieces of work outstanding before March: development of an over-arching Standard Operating Procedure SOP for the system, focussing particularly on managing planned and unplanned transitions between services (needed for MAT 5 and 7); and developing protocols for joint working between substance use and Mental health services (needed for MAT 9). These two key documents are being developed by the ADP team and the H&SCP.

1. Experiential evidence (information from direct consultation with users of services, their carers’ and frontline practitioners) gathering is underway, with 

2. a peer-led process for interviewing users of services, 

2. VOCAL (local carers’ service) interviewing carers and 

2. EADP-led practitioner focus groups 

planned over Jan - February. The results of this are to be disseminated to individual services in the form of improvement plans – at least one cycle of interviewing, identifying and agreeing improvements and developing action plans is required in each of the settings where specialist MAT treatment is delivered (four locality hubs, Edinburgh Access place; the Spittal Street centre). The timeline for completion of this work is tight and there are risks that participants will not be recruited in time or that the interviews do not yield the basis of actionable improvement plans. This risk is being mitigated by close monitoring of the process and engagement of operational managers. 



1. Risks both to achieving the standards and to fully evidencing them remain. The below table summarises the current situation, the plans for the final period before the annual evaluation and risks to positive gradings.
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Summary of progress towards and risks to achieving MAT compliance

		Target (MAT = Medication assisted Treatment Standards)

		Achieved so far (summary and already established elements of evidence based RAG status)

		Essential planned/ outstanding work in 2023/24 to achieve compliance 

		Key risks to achieving full compliance in March 2024



		MAT 1

All people accessing services have the option to start MAT from the same day of presentation.

		This is now primarily delivered through 

1. a central clinic (EDMAC) which is open 5/7 and providing same day access (it treats people registered with community GP)

1. Edinburgh Access place which offers daily treatment appointments for people who are homeless and/ or have no registered GP



Currently numerical data indicates achieving the target across the settings (Numerical evidence Green, Process and Experiential evidence pending)

		Completing SOP (EADP and H&SCP)

Experiential evidence gathering and improvement processes (planned)

		Short time period to complete experiential work

SOP not being completed and approved by March 

Sustaining delivery in both settings (which have limited resilience)



		MAT 2 All people are supported to make an informed choice on what medication to use for MAT, and the appropriate dose.  

		Long-Acting Injectable Buprenorphine (LAIB or Buvidal) available in all specialist settings (hubs EDMAC and EAP) and increasing total numbers on LAIB. However, new patients can’t be taken on in some settings because of lack of capacity to administer and it is a significant drain on capacity)

Currently numerical and process data indicate 

		Create some central capacity to support other teams (plan is for H&SCP to recruit 2x B5 dedicated roles)

Experiential evidence gathering and improvement processes planned

		Further delays recruiting the central capacity

Short time period to complete experiential work





		MAT 3

All people at high risk of drug-related harm are proactively identified and offered support to commence or continue MAT.

		Assertive outreach targeting high risk individuals being delivered in all settings, by; the Harm Reduction Team, the four Recovery Hubs, EdMAC, and the Access Place. 



Data indicates rapid response: Currently green numerical and process, experiential evidence pending

		Ensure all teams reporting continues and that any under performance is identified and remedied quickly

Experiential evidence gathering and improvement processes (planned)





		Short time period to complete experiential work

Not all services completing data (brand new system)



		MAT 4

All people are offered evidence-based harm reduction at the point of MAT delivery.  



		All services providing all HR interventions (HRT, all hubs, EDMAC, EAP), though in practice levels of training and delivery is highly variable.

Currently green Numerical (Assuming full take up of training) and Process (experiential data is pending)

		Experiential evidence gathering and improvement processes (planned)



		Short time period to complete experiential work

All teams need to engage staff with training as required (H&SCP, REAS, and voluntary sector)



		MAT 5 

All people will receive support to remain in treatment for as long as requested. 

		There is no time limit to the  care offered and low levels of disengagement from secondary care. This standard also requires clear measures for matching care to need and good protocols for supporting transitions – these are less clear (especially given the number of people in primary care) and we need a strong Standard Operating Procedure (SOP) guidance document to share in all settings; current guidance is service-by-service and needs to be replaced with system wide protocol             

Currently green for numerical (process and experiential pending)

		Completing SOP (EADP and H&SCP)

Experiential evidence gathering and improvement processes (planned)





		Short time period to complete experiential work

SOP not being completed and approved by March 





		MAT 6 and 10 are part of single plan led by clinical Psychology



MAT 6 The system that provides MAT is psychologically informed (tier 1); routinely delivers evidence-based low intensity psychosocial interventions (tier 2); and supports individuals to grow social networks.  



MAT 10

All people receive trauma informed care.

		There are three numerical measurements for this standard. 

· Staff training targets (pending): There has been progress with this however there remains a significant gap in uptake and attendance. More training has been offered over this quarter. High levels of uptake are needed to reach targets in all settings. 

· Access to reflective practice, supervision, or coaching through clinical psychology. This is 100% (green) – all staff have access. 

· Uptake appropriate reflective practice, supervision, or coaching. The target is unclear -  psychology team are collating the data.    



Process measures have already been met. There is a suitable MAT 6 & 10 service delivery plan in place, and that there has been an audit of this aspect of care (green) 



Experiential data is pending: There is an ongoing survey of service users focussing on collecting experiential data for these aspects of care.  



		Ongoing programme of training set out over this quarter. 



Service User survey being completed and reported 



		Sufficient staff needing to be available and released to complete the required training. 



Any loss of psychology capacity 



		MAT 7 

All people have the option of MAT shared with Primary Care. 

		There is only one numerical measure for this standard, the number of people under shared care with general practice. This is expected to be green  

There are three process measures for this standard – one (having  steering group) is green, but two are pending: Shared care protocols and clear pathways to enable transfers of care between services need to be formalised in the SOP 



There are no requirements for experiential evidence from primary care in this year’s evaluation. 

		Development of SOP 

		



		MAT 8

All people have access to advocacy and support for housing, welfare and income needs. 



		Process and numerical measures expected to be green (we have and refer to independent advocacy)



Experiential evidence pending. 



		Ongoing training of staff and monitoring

		Short time period to complete experiential work





		MAT 9

All people with co-occurring drug use and mental health difficulties can receive mental health care at the point of MAT delivery. 

		The numerical data required is evidence of routinely screening for MH problems at the point of assessment – this is expected to be green as it is routine practice. 



The process measures are pending: a detailed service implementation plan that include the MAT criteria in mental health and substance use services; agreed care pathways; clear governance structures and effective joint working arrangements to care for people with cooccurring mental health & substance use. While there are some existing pathways documented additional focused work is needed to ensure clarity and to formalise arrangements between community teams. 

		Urgently establish a working group to agree and progress the implementation plans, pathways, and joint working arrangements (and formalise in SOP) 

		Delay in achieving agreements 











Implications for Edinburgh Integration Joint Board 

Financial

8. Funding for the current spending plans was agreed by the IJB in December 2021 and reflected in a direction to NHS and CEC. It is not clear that the current investment will sustainably achieve the required target, but the spending plan does fully describe the use of the recurring budget available. Currently, the available budget is temporarily underspent because of delays with full recruitment. 

Legal / risk implications

9. Delayed implementation has created a reputational risk, impacted on staff morale and may be protracting the public health and patient harms which the MAT standards are intended to obviate. The expectation in terms of delivery is not changed by the additional governance requirements, but the reputational risk is increased. 

Equality and integrated impact assessment 

10. An IIA of the plan will be undertaken by the EADP and the Partnership.

Environment and sustainability impacts

11. NA

Quality of care

12. The full implementation of the plan would represent a significant improvement in the quality of care for people who use drugs. 

Consultation

The development of the plan has been informed by the views and experience of users of the services, their carers, members of the recovery community and frontline practitioners. Ongoing gathering of experiential information from these groups is a key component of the MAT process. 

Report Author

Contact for further information: 

		Name: David Williams 



		Email: david.williams@edinburgh.gov.uk

		Telephone: 07568130388
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Paper 6 - DTTO Update Report.docx
Chief Officer’s Group – 31 January 2024



Update: Drug Treatment and Testing Order Service (DTTO)





1. Executive Summary



This report provides a summary of:



· An update on the interim arrangements for DTTO service delivery and 

· An update on the timeframe for service review.





2. Recommendations



· To acknowledge that the service continues to operate within interim arrangements and

· To agree the service review timeframes.





3. DTTO interim arrangements



The service remains suspended to new assessments and orders being made, although clinical recruitment is ongoing and has increased. 



Currently the service (clinical and social work) are supporting 33 people on DTTOs (those in treatment at the point the service was suspended) and 45 people who are subject to a Community Payback Order with a drug treatment requirement.



The service continues to be delivered from the City Chambers and Grindlay Court (Justice). Challenges are ongoing with these interim arrangements. The lack of clarity around strategic intent, delivery pathways and funding, in spite of partnership best intentions and development work across HIS, has led to fissures becoming more pronounced across the service. The joint team requested a meeting with the Justice Head of Service, on 13 December 2023 and this included representatives from both social work and NHS Unions. The team presented their frustration, anxiety (and anger) about the ongoing interim arrangements and are keen to progress the required service review, that has been subject to debate and planning. The current interim position is untenable both from a staffing perspective, and wider stakeholders; specifically, people referred through the Courts. 



A commitment has now been given to the team to progress with the review, under the Council’s Managing Change procedure. As the clinical team are not employed by the Council (on NHS contracts), HR colleagues have advised that in addition to NHS Union representation, there will be a need for NHS HR representation. I am awaiting clarification on this matter.



Internal Audit are going to review DTTO as a priority to ensure we are compliant with all the Council’s requirements.





4. Health Improvement Scotland



A workshop with partners on 01 November 2023 and HIS committed to pulling all of the information together, including views from people with lived and living experience and present to partners in December 2023.  This report has just been received. It will be key in informing the managing change process.





5. Proposed Service Review Timeframes



A draft Business Case has been developed and is currently being reviewed. Prior to formal consultation :

· An in-person DTTO ‘preparing for change’ event, for leaders, has been organised for Monday 5 February 2024, which will be supported by HR colleagues and

· A number of subsequent in-person ‘early engagement’ events will be organised for the whole team and wider stakeholder group, – seeking feedback on what is working well, what needs to change and suggestions about a proposed structure and costed model moving forward. 



The proposed timeframe for commencement of formal consultation would be mid to end of March 2024, with implementation of the new structure by 03 June 2024.



6. Recommendations



The Chief Officers are invited to:



· To note that the service continues to operate within interim arrangements and

· To agree the proposed service review timeframes, to move from interim to a permanent and sustainable model service delivery, at the earliest.











Carey Fuller

Head of Justice Services

carey.fuller@edinburgh.gov.uk
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REPORT: Proposed Business Cycle/ Agenda planning for EADP Executive Group, 2024-25 Edinburgh ADP Executive, 6 February, 2024

		Executive Summary 

		This brief paper summarises agenda planning for the EADP Executive in 2024-2025. It invites feedback from the group. 







		Recommendations 

		· Consider the proposed business cycle and agenda items detailed in Appendix 1 

· 2.Direct the EADP Officers to implement







		Key questions for the group

		· Are there key themes or areas of work that should be more represented on the agenda?

· Are members happy with the format of these meetings withthe agenda for each meeting drawn from several workstreams)?

· Are there key events in other partnerships that should be discussed as part of the ADP agenda?

· Would the Executive be interested in other means of decision making (e.g. themed events focussing on specific areas)?





Situation 

This business cycle / agenda setting proposal  follows on from the development of the draft Terms of Reference. 



Background 

· The Terms of Reference designated three key subgroups - the Joint Commissioning Group overseeing budgets and commissioning; the Adult Treatment and Recovery Collaborative; and the Whole Family Approach Collaborative.. Each has a workplan which requires oversight. 

· There are also a number of ongoing developments which are expected to continue across the year including Novel Approaches to Harm Reduction and MAT standards. 

· The work of several other Partnerships connect and relate with the work of the ADP and the Executive needs to maintain an awareness of these areas of work and how they impact on the EADP strategy. The ADP Executive  meetings with key leaders in each of these areas are included in the business planning cycle.



PAPER 7 – 06.02.24

[bookmark: _Hlk29384028]Report Author: David Williams, EADP Programme Manager

Appendix 1: Proposed topics and reports for EADP Executive agenda 2024-25

		

		Theme/ Subgroup



		Executive Meeting 

		Strategy, reporting and intelligence

		Joint commissioning group

		Adult T&R Collaborative 

		Whole family Approach Collaborative 

		MAT Standards

		Developments in other partnerships 

		Novel Harm Reduction approaches



		Feb

		Lived and living experience voice programme

Draft strategy logic model 

		

		

		CAPSU services commissioning update 

		Monthly report

		DTTO update

		SDCF/ DCS progress update



		April

		Post consultation strategy for approval 

		Annual financial report

		Residential rehab annual report



		Whole Family Wellbeing funding applications 

		Annual MAT national evaluation report 

		DTTO update 

Equally safe update

Prison update

		SDCF/ DCS next steps proposal



		July

		Q4 performance report 

Strategy EIRA

Annual EADP report 

		Proposed Spending plan

		Stimulants conference report/ action plan

		CAPSU services contract award

		Monthly report 

Revised implementation plan

Criminal Justice MAT and other pathways group set up

		DTTO update 

Housing and homelessness update



		



		Sept

		National DRD report 



Lived and living experience voice programme update



Q1 performance report

		Intermediate care/ stabilisation commissioning plan

		Alcohol treatment report (data and experiential)

		YP/ early intervention plan (secondary prevention)

		

Monthly report

		DTTO update



Prison update

		



		Nov

		Alcohol framework implementation update 

		Locality hubs (voluntary sector) recommissioning plan 

		Recovery community meaningful activity 

		Whole Family Approach Summative report

		Monthly report

		DTTO update

Criminal Justice pathways plan

		



		Jan 

		Lothian DRD report 

		Service Performance report 

		

		Primary prevention approaches (schools and H&SCP prevention strategy update)

		Monthly report

		DTTO update

Housing and homelessness update

Prison update

		



		March 

		Q2 performance report

		

		

		

		Monthly report

		DTTO update 
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EADP performance reporting, October to Dec 2023 (Q3)

This paper provides performance information in line with the agreed ADP performance framework.  Like the strategy, the report is structured around four outcome areas: 



Outcome Area 1: Prevention and early intervention: 

Outcome area 2: developing a Recovery orientated system of care: 

Outcome Area 3; Getting it Right for Children, Young People and Families

Outcome area 4: A public health approach to Justice





[image: ]



		EADP performance framework, October -Dec 2023



		Measure

		Current/ trend data (to q3 2023-24 unless otherwise stated)

		ADP strategic commitment



		Outcome Area 1: Prevention and early intervention

		



		Number of YP supported through commissioned services

		· Drug and alcohol education is planned to begin after the October break in 3 primary schools and 1 secondary school.

· One to one support has been delivered to 8 young people, 6 for issues around their own substance use (2 also with parental use) and 2 around parental substance use, including alcohol, by The Junction. NB. Circle data was unavailable for this period.

· CREW drop-in reported that 1,362 young people accessed their digital and centre based drop-in services (a 77% increase on previous year).

· 73 brief interventions were held, 33 resulting in referral or signposting and 4 accessed 1-1 support (17 sessions).

· CREW- 7 young people aged under 26 accessed take home Naloxone OD reversal training and life-saving kits.

· Training was delivered to 67 frontline staff supporting vulnerable young people.



		1.3 Secondary prevention interventions (intervention with YP who are using substances, potentially problematically)



		Outcome area 2: developing a Recovery orientated system of care

		



		Total number of people in drugs treatment

		2631 (based on local prescribing data, q2 2022-23). This has remained approximately similar for 2 ½ years. 



		2.1.1 Increase total numbers in protective treatment 



		% of those prescribed ORT who are in primary care 

		60% (q3 2022-23) Levels of primary care prescribing in the Lothians is uniquely high nationally. 

		2.1.6 Continue to promote primary care ORT and encourage preventative primary care for co-morbidities



		% of those entering drugs treatment who do so within 24 hours of presentation

		Formal reporting of this will be validated in April 2024. The unvalidated data indicates that based on current MAT criteria (offering same day assessment and access to treatment when clinically indicated) Edinburgh is achieving 100%

		2.1.2 Ensure rapid access, same day, or near same day, initiation for existing and new patients in Hubs, EAP and LTMP



		Number and % of people in ORT who are prescribed buvidal

		This has shown a steady, welcome rise

		

		2020-22

		2021-21

		

		2022-23



		

		q1

		q2

		q3

		q4

		q1

		q2

		q3

		q4

		q1

		q2

		Q3



		#

		14

		42

		58

		60

		66

		60

		72

		83

		92

		111

		204



		%

		1%

		4%

		5%

		6%

		6%

		5%

		7%

		8%

		9%

		10%

		19%







		2.1.3 Increase access to Buvidal



		Numbers entering residential rehab

		See above

		Number of funded admissions to Residential rehabilitation 2021-present (Edinburgh only)



		

		2021-22

		2022-23

		

		



		

		Q1

		Q2

		Q3

		Q4

		Q1

		Q2

		Q3

		



		Total placements

		15

		17

		9

		16

		11

		8

		12

		



		of which LEAP

		11

		15

		9

		12

		8

		8

		

		



		of which non-LEAP

		4

		2

		0

		4

		3

		0

		

		







		2.2.6 Improve access to Residential Rehabilitation and investigate options for people with a disability or chronic health condition



		Numbers of high risk individuals identified, % reached, % achieving successful outcome

		Formal reporting of this will be validated in April 2024. The unvalidated data indicates that based on current MAT criteria (attempted contact within 24hours of high risk event notification) Edinburgh is achieving within national targets

		2.2.4 Further develop Anticipatory Care and Assertive Outreach in line with best practice



		% of those entering community alcohol detox within 3 weeks of being assessed as suitable. 

		Unable to report as yet. Systems to routinely measure this are being developed

		2.1.1 Increase total numbers in protective treatment



		Naloxone kits distributed 

		Approximately 200 kits per month are distributed of which c85% are injectable and the remainder intranasal. 

		

		Total kits

		Of which prenoxad (IM)

		Of which Nyxoid (IN)



		Q1 22-23

		631

		539

		92



		Q2 22-23

		629

		508

		121







		2.4.1 Maintain current routes of naloxone distribution and funding



		Suspected Drug related deaths 

		

		2018 total: 146

		2019 total: 154

		2020 total: 144

		2021 total: 170

		2022 total: 188 

		2023 total:

157





Note that these figures, though encouragingly suggesting a reduction in DRD, are not identical to final, formal DRD reporting

		Passim



		Drug Related Deaths

		The National Records of Scotland DRD figures in 2022 were published in August 2023. They reported 113 drug-related deaths in Edinburgh in 2022 an increase from the 109 in 2021 and 92 in 2020 and the highest ever number in a single year in Edinburgh.

		



		Number of PWL/LE engaged in consultation or panels

		In 2022-23 32 peer interviews were carried out to gather the lived experience of those using services (personal or that of a loved one). Peer interviews gathering people’s experience of MAT treatment are being undertaken in Q4 of 2023-24, with a target of at least 30 people with lived and living experience of their own substance use and at least 5 carers being engaged. 



Systems for regular consultation and for a lived and living experience panel are being developed. In the course of developing these at least 46 people were engaged and consulted. In addition to their contributions informing the development of this panel/ reference group, a number of strategic issues were raised and these are being 



A stakeholder engagement event held in October 2023 and the work on Feasibility studies for an Edinburgh Safer drug consumption Facility and Edinburgh Drug checking both engaged significant numbers of people with Lived and living experience





		2.3.6 Ensure the involvement of lived experience in the co-production and delivery of services and quality improvement processes



		Outcome Area 3; Getting it Right for Children, Young People and Families

		



		Number of families and children supported through commissioned CAPSU services 

		· Circle Harbour Project CAPSU (Children affected by Parental Substance Use) service supported 70 families comprising 84 parents, 110 children and young people and 2 unborn children, providing intensive, whole family support city-wide to parents, children and young people affected by parental substance use and extended family members as part of a whole family approach.  

· Sunflower Garden (SFG, Crossreach) engaged 56 children in one-to-one sessions and received 35 new referrals, mainly from 3rd sector but showing an increase in referrals from duty social work, which is hopefully an indicator of children being referred earlier in the social work system.  

· With EADP support SFG have been delivering a group work programme to prepare children for engagement in 1-1 work. 6 children were engaged in the first group and this service has reduced waiting times for the service by offering a different type of engagement.

		



		Outcome area 4: A public health approach to Justice:

		



		Number of patients treated under DTTO

		The DTTO service has closed to new orders. A review of the service provision is being urgently undertaken. 

		

		2020-22

		2021-21

		2022-23

		

		



		

		q1

		q2

		q3

		q4

		q1

		q2

		q3

		q4

		q1

		q2

		q3

		



		DTTO prescriptions:

		146

		124

		104

		95

		98

		90

		100

		106

		102

		87

		56

		







		4.1.1 Continue DTTO support and ensure that its work is well integrated to the wider system of care. 



		Number of individuals supported by EMORS

		Total number supported by EMORSS in Edinburgh, at the end of quarter 2  - Community/arrest referral  59, Throughcare 89, Young People 20, Prison 171.



At the end of quarter 3 - 277 - Community/arrest referral 40, Throughcare 67, Young People 16, Prison 154 





		

		Q4 (20/21)

		Q1 (21/22)

		Q2 (21/22)

		Q3 (21/22)

		Q4

(21/22)

		Q1

(22/23)

		Q2

(22/23)

		Q3

(22/23)



		Total

		272

		272

		241

		283

		309

		334

		339

		277







		4.1.6 Continue to contribute to the funding and the work of EMORS.
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EADP Executive Meeting Agenda 
Date: Tuesday 6th February 2024
Time: 3pm to 5pm

		No		Item		Led by		Time 

		1.		Welcome from the Chair and apologies 
			Pat Togher		3.00 pm

		2.		Minutes of previous meeting (Paper 1)
 		Pat Togher		3.10 pm 

		3.		Actions Arising		David Williams, EADP 		3.15 pm

		4		Putting the voices of lived and living experience at the heart of EADP decision making programme - Proposed way forward (Paper 2)
 		David Williams 		3.20 pm

		5		CAPSU recommissioning (paper 3)		Neil Stewart, EADP		3.35

		6		Edinburgh Safer Drugs Consumption Facility and Drug Checking Services		David Williams		3.40

		7		MAT standards (paper 5)		Anna Duff, EHSCP and Ian Davidson, EADP 		4.05

		8		Edinburgh Alcohol and Drugs Strategy Development update		Linda Irvine Fitzpatrick, EHSCP and David Williams, EADP		4.15

		9		Drug Treatment and Testing orders (paper 6)		Carey Fuller, Communities, Education and Justice  		4.30

		10		Agenda Planning and Business Cycle 2024/25 (paper 7)		Pat Togher		4.40

		11.		Any other business 		 		4.50

		12.		Date of Next Meeting – 2 April 2024		 		5.00







Actions arising 

3.1 Safer Drug Consumption Facility and Drug Checking services Feasibility studies led by Professor James Nicholls, University of Stirling (paper 2, 3 & 4)It was agreed that members with further thoughts on the questions should respond further via email or in a call/ one to one meeting with DW by the 16th of December.  

 3.3 EADP Draft Terms of Reference– David Williams, EADP( paper 5 It was agreed that members with further thoughts on the questions should consider the draft TOR and the questions posed and respond via email or in a call/ one to one meeting with DW by the 16th of December  

3.4 Developing a Lived and Living experience panel for EADP(final report and   recommendations– Lorna Watt, EADP & Elilajan Jeyakumar, EVOC (paper 6) DW to circulate Elil’s presentation for further comment

 3.5 EADP Strategy Development update– David Williams, EADP (paper 7&8) David invited members to consider if the process was inclusive, with realistic timescale and dis the draft outcomes reflect discussion and priorities in line with policy and coproduction to date.  He invited comments by 16 December 

4. Drug related Deaths in Edinburgh, 2022– Flora Ogilvie, Public Health (paper 10): Linda encouraged members to review and feedback any further comments to Flora.







		Key questions for the consideration of the group		Are the Executive group satisfied that the projects collectively meet the aim? Are they a sufficiently comprehensive programme?
Are the Executive happy to engage with the processes as described (in some cases receiving reports, but also being asked to attend events organised to inform them, as decision makers, of the views of people with lived  and living experience)?
Are there other opportunities for engagement, consultation and coproduction that the ADP Executive  may wish to  add to this programme?



Lived and living experience Engagement 





Safer Drug Consumption Facilities (SDCF) and Drug Check Services (DCS)

Feasibility studies came to December Executive 

Paper going to P&S in March. We also need to communicate with the cross party group. Councillors requesting publication.

The EADP are being asked to take a position on next steps.

DCS: to join national group and come back with recommendation

SDCF Next steps flow from the recommendations. PH and EADP officers can develop a positive action plan if we are proceeding further towards implementation. Next product: service spec for the Lord Advocate, but….





But…..

Probable cost – £1m pa embedded in 1 or 2 settings (in compatible and trusted services in locations of high need)

SDCF implementation would have a local value in reducing harm and the but 

the opportunity costs would be high

this would be over and above the extensive local harm reduction provision 

Alternative harm reduction might be much less resource intensive. 

A key driver for developing SDCF is proof of effectiveness of novel HR models in a Scottish context. 

So…we support but that is a national pilot project than a core local one?







the opportunity costs would be high – unless the Exec feel that there is 1m in the ADP spending that is not already achieving the strategic aim of reducing D&A harm to an equivalent degree, cutting other services to fund this would be retrograde. 

). Exploring whether this is accurate will take work (the embedded model may be cheaper than they are allowing for), but it can be expected to cost a significant amount and the overall funding environment in the Scottish public sector is not friendly. 

(e.g. defining and developing very high tolerance approaches in temporary accommodation) 



5



Proposed way forward (SDCF)

? EADP supports Edinburgh SDCF but would not be able to resource it. Need 

	a) indication of future funding 

	b) commitment to development costs

Prioritise identifying funding envelope before developing a more formal action plan – 

EADP to send a letter to SG re willingness to fund

Report to P&S 

If no other sources of funding are available, further direct work on the planning is probably not justified -> Strategy to focus on other HR interventions

















Key questions for the group









Will we send a letter to SG requesting meeting?



Is our general position yes…but? 



01

Are we happy publishing the reports on Friday?



02

Next steps for strategy development 

a “plan on a page”; accessible summaries of the draft plan, presentations. 

Coproduction following this is expected to employ mixed methods including

Surveys and Focus groups (online and in-person)

Engagement with meetings of other partnership groups and organisations 

Lunchtime open drop-in sessions (online and in person), both general and thematic. Thematic groups are expected to include:

Housing and substance use

A Public Health approach to justice 

Priorities for adult treatment and recovery services 





Key voices needed:



Those with living and lived experience of problematic alcohol and drug use including

Those using and those who would potentially benefit from treatment and support

Those with experience of a loved ones problem drug and alcohol use

Those living in communities most affected by substance use

LGBTQ people

Young people 

Black and Minority ethnic groups

Other communities for whom care is commissioned 

Older people

Younger people 

Veterans 

Those who experience or have experienced gender based violence

Elected members

Practitioners, managers and planners in adult treatment and recovery services

Practitioners, managers and planners in other frontline services (police, prison, ambulance, acute healthcare, primary care, criminal justice services, housing and homelessness services)





		 		Outcomes 

		Lived and living experience at the heart		Coproduction and openness:  All decisions of the ADP and partners are informed and driven by the lived experience of those most affected by them

		 		People with Lived Experience as practitioners in treatment and recovery services:
Those with lived and living experience are empowered and supported to work in services and to use their experience, hope strength and example to those in need. 
Lived experience (open or is acknowledged as an asset in the workforce of services

		 		Engagement with lived experience as a component of treatment: All those accessing treatment have opportunities to meet with others with open lived experience of substance use and recovery and they are actively supported to engage with the experience strength and hope that this offers

		Equalities and human rights 		All services deliver rights-based care
The impact of all EADP’s and services’ decisions on rights and equalities are considered and transparently reported on 

		Tackle stigma		There is an informed and compassionate approach across Edinburgh society toward people with lived experience of problem substance use and their families.

		Surveillance and data informed 		Identifying emergent trends:  The EADP quickly know about emerging risks to people who are using drugs and to provide them with the information, advice and help that they need to stay as safe as possible.

		 		Improving our insight: The ADP and its partners have a clear understanding of needs and emerging risks relating to drug and alcohol use

		 		Responding to the diversifying drug trends:  All services are equipped to and skilled in dealing with current drug trends (including increasing use of benzodiazepines, stimulants and polydrug use)

		 		Performance management of services: all services are able to identify their costs and their effectiveness in meeting the ADP’s outcomes 

		Resilient and skilled workforce 		local workforce development framework: services attract, retain and support their staff to have the right skills and knowledge to support people with drug and alcohol  problems.

		 		Staff wellbeing: staff are supported, nurtured trained and resourced to deliver care 

		Psychologically informed		Trauma informed care : all patients receive trauma-informed care from their first point of contact and throughout their entire treatment journey 

		 		Staff have the appropriate levels of training and supervision they need to engage people with trauma difficulties, and to work with trauma safely and effectively at all levels of a matched care model (as outlined in NES Trauma Framework/LPASS Report)



The 6 cross cutting themes





Co-production events

		Co-production meeting Date		Topic/Conversation

		Monday 19th February 12-2pm
 		Drugs and alcohol harm reduction, treatment and recovery

		Thursday 22nd February – evening 5-7pm
 		Supportive communities: primary prevention, recovery community, community development, stigma, whole population approaches to alcohol

		Thursday 29th February - evening 5-7pm
 		Whole family approaches - support for adult carers, early intervention for young people children and adults affected by other’s substance use. 

		Wednesday 13th March 12-2pm
 		Intersecting needs: Drugs & alcohol and homelessness, criminal justice and mental health

		Tuesday 19th March 12-2pm
 		Everything!!!

		Thursday 21st March - Strategy Event		Everything!!!






















Key questions for the group









Are exec happy to be consulted on the basis of the high and medium level outcomes and actions  
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Apart from the developed Co-production events, where should we engage with stakeholders?
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COME ALONG TO OUR STAKEHOLDER EVENT!

WE WOULD LIKE TO INVITE YOU TO A STAKEHOLDER DIALOGUE TO
DISCUSS HOW WE WILL FURTHER DEVELOP OUR RESPONSES TO
PEOPLE WHOSE LIVES ARE IMPACTED UPON BY DRUGS AND ALCOHOL
REFLECTING THE NATIONAL MISSION TO REDUCE DRUG DEATHS
OUTCOMES FRAMEWORK AND ALCOHOL FRAMEWORK ENSURING THAT
WITH LIVED AND LIVING EXPERIENCES AT THE HEART OF OUR
COPRODUCTION AND CODESIGN PROCESS.

@ NORTON PARK, S7 ALBION ROAD, EH? SQY
Q) THURSDAY 21ST MARCH 2024, 9AM - 1PM
. EADP@EDINBURGH GOV.UK








