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Background and summary

Detailed below are responses to seven questions on the proposed Bill, obtained from the Scottish Drugs Forum membership at a consultation event in July 2006. 

Members were also invited to email, fax and post in comments.  The majority of comments where obtained during the workshop consultations - just under 80 SDF members, representing different agencies throughout Scotland, had signed up to take part in the event.  

The responses below also contain views from two SDF User Involvement Groups – a Glasgow group response which is contained within the main body of the text and a Lanarkshire group response (see Appendix on page 24).     

It has proved difficult to distil the wide and diverse range of views into a succinct response, therefore we have included the full range of comments.  

There was general agreement for the principles contained within the Bill, especially for a wider range of services than currently available, including more prescribing options, employability services and childcare support, as well as more effective integration of services and issues around the lead department 

However, there were significant doubts and concerns regarding the likelihood of successful implementation of the Bill – a brief summary of these are follows:-      

1          Significant additional resources would be required for treatment care and rehabilitation services.

2          Delivering holistic care plans within the timeframe as services stand at present would be very difficult.

3        Without effective monitoring the proposal could be implemented merely as a paper exercise with little change in current practice.

4          Concerns were voiced that the focus of the Bill could result in too much focus being given to the assessment phase at the expense of interventions

5          There was general support for a wider range of services than currently available, including more prescribing options, employability services and childcare support.

6          The Bill should be renamed to incorporate reference to Substance rather than Drug Treatment and Rehabilitation. 

  Detailed Responses:

1          The main proposal of the Drug Treatment and Rehabilitation (Scotland) Bill is to provide an individual holistic care plan for drug users within seven days of requesting such assistance. Do you agree with this proposal?

YES/NO Comments

•           There was agreement that it was the timeframe and not the principal that caused disagreement.

•           It is an ideal situation - but what about responding to waiting lists? 

•           The establishing of Care Plans for all drug users and defining a broad holistic framework for these plans is commendable and addresses a gap in current provision for a number of Drug Users.  Point 1.2.1 states that a holistic care plan would ‘treat’ all of their needs. This seems hugely ambitious and it may be more appropriate to use the word ‘address’.  Drug users themselves should be partners in this process and the Bill could emphasise the role and responsibility of the drug user more explicitly.

•           The accessing of a Care Plan within seven days of presenting is likely to be unworkable, inappropriate and potentially counterproductive in many cases:

i.          It would not be achievable without a vast increase in service provision.  

ii.          It is likely to put unsustainable demands on services which may be detrimental to other aspects of the service and demoralise drug users and staff if not achieved. 

iii.         It gives the message that treatment of drug use is an emergency rather than a condition where the emphasis is on sustained and supported change. 

iv.         It would greatly antagonise other patient groups who do not have a right to be assessed and in receipt of a care plan within seven days of presenting. 

v.          It could lead to polarisation of public and political opinion against both the Bill, drug services and drug users in general. 

vi.         A drug user presenting to General Practice would normally be seen at least twice to assess their motivation and establish a dependency diagnosis before being referred on to another agency: this process is likely to take longer than seven days. 

vii.        Imposition of a seven day rule may result in GPs opting out of their Nationally Enhance Service contracts and destabilising the care of large numbers of drug using patients.  

viii.        Over-adherence to a seven day rule may result in inappropriate referrals being made and a valuable resource being under used.

ix.         If the seven day rule were to go ahead safeguards would need to be in place that prevented waits within the service expanding as a result.  Resources allocated to meet the need for rapid assessment may mean longer waits for the commencement of treatment and other interventions.

•           It is not possible to carry out/develop holistic care plan in one appointment or within seven days.  Other factors need to be considered such as completing drug testing samples and establishing if drug dependency exists.  

•           There would be training issues for staff.

•           Trust and rapport has to be built up during assessment – it takes time and some times three meetings are needed to get a rapport or feel for the situation. 

•           The seven day limit might result in professionals being forced into making a clinical diagnosis. 

•           There is a risk of resources/energy being focussed on the assessment stage at the expense of other stages in a possibly lengthy treatment process.

•           An aspiration but we need something to aim for.

•           Care plan needs to be qualified (what should this include) and would require increasing qualified staff levels – would need to re-grade staff but at the moment this is not sustainable.

•           The Scottish Executive has changed charity legislation and insurance premiums have increased – agencies would have to wait for money from funders therefore voluntary sector would need extra funding for 7 day care plan to be achieved.

•           Rather than providing a care plan within seven days, would it be more realistic to agree a first appointment within seven days?

•           Would there be a need to reconsider present systems of prioritising clients and if so what would happen to those who are not considered a priority?

           Voluntary organisations have service level agreements so would they be penalised if they couldn’t reach the seven day target.

•           Monitoring needs to be centralised. There is already too much monitoring that takes workers away from work with clients.

•           Seven days seems unrealistic – need to engage with clients first and build up levels of trust.

•           Some clients are not ready for assessment so early after seeking help – we should not force clients into care plans.

•           There are also problems with GP prescribing in some areas. People are being maintained in clinical services and blocking services for new clients.

•           Alcohol and drug services should be integrated because users are not using drugs in isolation - also Tobacco, Diazepam and Cocaine.

•           No issues stated with the reasoning behind the proposal, but major concerns as to whether a care plan could be delivered in seven days. 

 •           Agreed that 28 days would be more appropriate for a holistic care plan and that this must involve multiple contacts with the service. 

•           Would prefer this to be a “substance misuse” bill in order to include alcohol use.

•           To do an assessment within seven days would lead to a paper exercise which does not address the service user’s needs.

•           The legislation would need to take account of people not attending appointments.

•           Different referral routes lead to differing levels of appointment availability, e.g. self referral can lead to immediate appointments, whereas social work referral can result in delays due to process and the person’s motivation.

•           What could be provided within seven days to a service user who was not going on to a prescription of some sort?

•           Concern that the seven day target would lead to delays further on in the system and that there would be a pressure to “do something” within the 7 days, rather than deal with genuine need and urgency.

•           The principal behind the proposal is sound. However, is the provision an individual care plan within seven days realistic? The care worker and service user need some time to build up trust and a working relationship and people need time to think through the options available to them. This is important because the service user should make the final decisions about the care plan. Perhaps something in the region of 21-28 days for the provision of the plan would be more feasible. However, if the service user is not attending appointments to decide on the content of the care plan, the timeframe would need to be reconsidered for the individual and should not be held against the worker or agency involved in developing the plan along with the service user.

•           I agree in principal.

•           I don’t agree with the time frame.

•           This is a truly unrealistic proposal as it would give people false hope if you see them through assessment in seven days but then left them for ages before resources could be allocated to meet their needs.

•           How can clients figure out what they want and need in seven days? You are forcing people to make a treatment plans before they are actually ready to and have and time to fully explore options that may be available to them.

•           It is totally unrealistic. Impossible to deliver this. 

•           In theory you could deliver a care plan within seven days but it would be of crap quality. 

•           I agree in principal but where is all the funding for the implementation of this coming from?

•           To deliver a holistic care plan within seven days would be impossible.

•           It should propose that you will be seen within seven days not that you’ll get a full holistic care plan.

•           How can the client figure out what they want within seven days?

•           Yes I agree but this may work for people who are not chaotic - they may have a clearer idea of what they want. Not everyone who accesses services is chaotic and we must remember that.

•           Current access to services is a postcode lottery. A lot of what happens depends on the availability and attitude of prescribing GPs. 

•           Care plans are not any good unless you can implement them.

•           I think we have to be clear on what do we actually mean by a care plan anyway?

•           The timeframe required would depend on the individual and what they want to do. 

•           It takes time to work with other agencies who might be involved in someone’s care especially if you’re talking about a full holistic care plan

•           How often would you be seeing the client? Would it be everyday for seven days?

•           You use the first seven days of working with anyone to figure out the main priority e.g. detox, residential rehab etc. After the main priority has been established, the rest of the care plan is constantly changing as the clients change when you work with them and build up a relationship with them.

•           Rather than a care plan it would be better to say you are assigned a named key worker within seven days.

•           There was broad agreement and support that a named key worker within a seven-day period would be a more workable target and one that would benefit the client more.

•           Who is going to monitor the seven-day time scale? What are the implications if you don’t deliver within a seven-day period?

•           You can’t have a blanket approach to service provision.

•           Trying to get everything done in a seven day period is too fast and does not allow time to build up a therapeutic relationship.

•           But isn’t this proposal not trying to stop the situation that currently exists in loads of services that someone goes along and they can’t be seen for three months?

•           The money that would have to be behind the implementation of this bill would be immense.

•           Discussion about resource implications of this bill and broad agreement that any bill would have to have realistic financial resources to back it up.

•           Children and adults sometimes need to have more than one assessment.

•           What happens if the client fails within the seven-day period?

•           Seven days is not a long enough period for anyone to make informed choices about anything.

•           Child care services need to do more than one assessment and this is not going to happen within a seven day period.

•           Discussion followed about who would audit this and concerns that this would be just another paper exercise and that services have enough of them to do already.

•           Is care planning the right goal?

Examples from services

•           One service used 4 X 1 hour appointments to complete a Single Shared Assessment and that this would not happen within 7 days.

•           Another service had been set the target to see all referrals within 4 weeks for Year 1, reducing to 2 weeks in Year 2.

•           GPs are capping methadone services leading to clinics being full of people on Methadone Maintenance Treatment but limiting spaces for those entering treatment to get titration.

2          The Bill proposes to offer a range of options, within the care plan, to drug users. Which do you think should be offered?                                          Medical care Psychiatric care Dual diagnosis Family support Child care Detox programmes Substitute prescribing, including heroin and buprenorphine Rehabilitation ( both residential and community) Education Housing support. Others (please specify) Comments

Rehabilitation – residential and community based 

•           There needs to be residential rehabilitation for those moving on with an emphasis on not-for-profit – striking a balance between private sector and faith-based rehabilitation drug services.     

•           In Scotland, we need to coordinate and pool choice for residential services as current system are unequal and patchy with the prison service being used as expensive rehabilitation.

•           There is also a need for community rehabilitation – locally based and equally spread throughout the country offering a range of services covering personal development, childcare and welfare. 

Information systems 

•           They need to be improved to ensure flexibility and continuity and also allow different levels of access, which is important.  This could help prevent the situation whereby people with a drug problem have to keep repeating their story during assessment.

•           There is a pilot scheme – using the single shared assessment – being carried out in Leith, Edinburgh which might be rolled out in the Lothians.      

Families

•           Current approach is focussed on an individualised medical approach but we need to get families involved in treatment.  GPs are good at this - having possibly developed an ongoing local relationship with families - but secondary specialist drug services could improve here. 

Housing & Education 

•           Housing is an important area that needs more consideration.

•           Education “needs to come to the table” – not picking up on stuff or pulling their weight.  

Further areas suggested

•           Housing 

•           Counselling and Support 

•           Social Work 

•           Benefits 

•           Employability and Training.

•           Unsure whether Child Care means Child Protection and how this is handled.

•           Agreed that it is difficult to prioritise the options and that having a quality care plan, sharing information and bringing in other agencies is required in many cases. 

•           Issues raised regarding rural services and providing even basic services. Stated that rural services need generic staff with a wide range of skills rather than urban services with more specialised staff.

•           Discussed supporting people beyond their drug use, not just in to treatment, and issues around services holding on to service users and preventing people from moving on.

•           All of the options suggested should be offered to drug users within the care plan. Other options could perhaps include: employability, support, advice on diet, nutrition and exercise (healthy living).

•           Service users’ progress in reaching the goals identified in the care plan should be reviewed on a monthly basis. There is currently no set timescale for a full review of care plans. Also, review should be holistic and should be about how service users feel within themselves and are currently living. It should not simply be about factors that are “easy” to measure i.e. service users providing clean urine tests and talking about how many days/weeks since they last used drugs etc. 

•           Also, if the Bill would require Ministers to ensure that existing service provision is integrated between disciplines such as health, social care and voluntary sector then the inclusion of support for people experiencing alcohol problems should be included, as this is currently the set up in a number of areas, including Glasgow i.e. through Community Addiction Teams. 

•           Whatever you offer has to be needs led - client should determine what service is needed.

•           It will depend on who is carrying out the assessment what is offered.

•           Assessment should be about identifying the right things at the right time not giving someone a list from which to choose from.

•           It is easy to identify need but the problem is with access to other resources.

•           The proposed list of who should be involved is terrifying for staff let alone the client.

•           It would be terrifying for the client to offer them too many options at once.

•           If it is needs led it has to include everything that the client wants. It also depends, again, on who is doing the drug assessment as this restricts what can be offered. You can only provide services within the limitations that you work with.

•           Employability and training is a long way off for most of the people I work with and would scare them away if I was to mention it at the first assessment.

•           Peer support initiatives are missing from the list and I would like to see them included.

•           Agreement that employability is more than getting someone a job or into college.

•           Most people I work with come from families and communities in which 3rd and 4th generation unemployment is the norm.

•           We have to make a distinction between what we mean by employability. Employability has nothing to do with employment it’s about developing soft skills and life time skills that allow clients to lead a normal life.

•           It is family and parenting skills that we should be focusing on.

•           It’s not employment that is the issue but building people’s confidence and self esteem and this is something that we do already. The problem is that funders are not interested in the soft outcomes. We need to be offering clients what they want and not judging them and the way that they want to live their lives. Our role should be about helping them to make their own decisions.

•           Broad agreement that the focus should be on life skills and parenting support. 

3          The Bill proposes to offer alternative substitute prescribing such as methadone, heroin, buprenorphine and subutex as part of the care plan.     Do you agree with this proposal?

YES/NO Comments

•           All options need to be available.  

•           Subutex: Lanarkshire appears to have a range of choices more than elsewhere.  However, Subutex is also on offer in the Highlands. 

•           Methadone should be there. 

•           There will be a cost implication – if resources are limited – for offering/prescribing injectables.

•           50 percent of drug users are on benzodiazepines. 

•           What about evidence based treatment? 

•           There are more drug deaths in Glasgow and most Methadone is supervised daily there. I think that we need to seriously look at the discourse of supervision. 

•           Prescribing injectable heroin would be of limited value to a small number of long-term injecting drug users but would not help those smoking heroin who do not inject but do not want to take Methadone.

•           Aftercare needs to be considered including making people aware of naltrexone. 

•           Agreed that increasing the range of options available in substitute prescribing could improve outcomes. 

•           Stated advantages were: reducing the fear of coming off Maintenance Methadone Treatment, easing Methadone reduction with use of other substitute prescribing and offering options for those who can’t take Methadone.

•           There needs to be a single care worker before the substitute prescription commences.

•           There is a need for Scottish study in to heroin prescribing as cross-cultural attitudes to ‘addiction’ vary widely and are not necessarily applicable to Scotland.

•           Concern that heroin prescribing will undermine drug education message in schools – this was seen as open for debate by most participants.

•           Alternative prescribing i.e. Methadone, heroin and Subutex should be on offer as part of the care plan. Prescribing of heroin should be on offer to particular groups of service users i.e. those for whom other forms of substitute prescribing have failed. However, certain issues would need to be considered such as: would the heroin be in an injectable or non-injectable form? If injectable, who would supervise the consumption of the heroin and where would supervision injection take place? Within Current Services? If so the opening hours of many services would need to be reviewed.

•           Absolutely not. You only have to look at Europe to see that this is not working.

•           There was strong disagreement - within a consultation workshop - with the above statement.  Views were expressed that choice should be part of any treatment.

•           I agree with the proposal because any substitute drug would be better than Methadone and there is currently some success with Subutex in some areas of Scotland.

•           Some lengthy debate - within a consultation workshop discussion followed on the problems of leakage of prescribed medication.

•           Any leakage of Subutex would be better than leakage of methadone.

•           Subutex should be an option but we need to address the provision of pharmacist to do this.

•           Are Buprenorphine and Subutex the same thing? Why does this proposal make a distinction between the two of them? Is this an indication of how little research has gone into this proposal?

•           What works for one person will not work for another that is why there needs to be a choice.

•           Heroin prescribing should be an option only for people that nothing else works for.

•           Agreement within a consultation workshop, that heroin prescribing should only be a last resort and that it should not be viewed as the panacea of treatment.

•           In the long term it would be cheaper to prescribe Subutex and it is less likely to cause an overdose. 

•           You can’t use on top of Subutex.

•           Oh I don’t know about that - I have come across a few people who have used on top of it (Subutex). 

•           Subutex would be a better treatment option for the homeless population.

•           The increase in the number of treatment options open to Drug Users and the agencies treating and supporting them is to be welcomed and is likely to have a favourable impact on outcomes including drug deaths. This will have training, premises and staffing implications.   Although the prescribing of injectables, including Heroin, has a place to play in the treatment of a small number of drug users it is expensive to operate and commits the drug user to attending a treatment centre daily or even more frequently.  The Bill should seek to ensure that treatments offered are evidence based and appropriately managed.  A rapid expansion of treatment options by private providers could increase costs without necessarily providing best treatment. (eg: Residential treatment options and rehabilitation services.)

4          The Bill proposed to offer child care as part of the care plan do you think this should include a home risk assessment?

YES/NO Comments

•           Yes, it should happen.

•           Health Visitors know families well – the drug key worker might not be the appropriate person – have knowledge of or know the person well enough.

•           If the alcohol dimension was added to the proposed Bill it might dilute the positive aspects of improving/strengthening drug treatment. 

•           There may be problems due to schism between separate cultures of drug and alcohol workers in Scotland – significant number of people have mixed problems combining drugs and alcohol.  Alcohol needs to be considered at point of service delivery. 

•           Has to be through social work - statutory responsibility.

•           But clients fear social work.

•           Balance is needed and assurance of support for the family.

•           Major concerns about use of language “home risk assessment” which is seen as being threatening and likely to frighten parents. Suggested “family support needs assessment” which should be holistic.

•           Discussion about how this could be done: carrying out 2nd assessments in the home; supporting families at home through voluntary organisations; using health visitors / mid-wives / school nurses in a more supportive role and improving understanding of this role/s; social work providing more support rather than removal of children; educating young parents in parenting skills; working with stigma of being involved with a drug agency.

•           The offer of childcare, including a home risk assessment should be part of the care plan. However, this needs to be handled sensitively or this could drive people away from services, therefore, making the situation worse for children and the family as a whole.

•           Yes as it fits into the hidden harm agenda.

•           Early intervention is always better as this way children and parents could be supported and minimise the risk of children getting removed from the family home.

•           Proper home risk assessments could allow proper prevention work to take place.

•           How realistic are home visits when you are working with chaotic drug users? I wouldn’t want home visits to become a core part of my job there is too much risk involved even with good procedures in place.

•           Within one consultation workshop there was a split on the issue of workers carrying out home visits not because they disagreed with them in principle but due to concerns about their own safety.

•           You’d get a much better idea of what was going on in the home if you carried out home visits as early as possible.

•           I have concerns about this. Just because a child is in an environment that I wouldn’t want my child to be in does not mean that the child is at risk. We have to be very careful of making value judgements about what is desirable from our cosy middle class view of how the world should be. Yes we have a duty of care but any decision that is about the welfare of a child should involve an open and transparent process and one that does not alienate the client even further.

•           The operational side to home visits would have to be something that was thought out before any worker is set out to do one.

•           There are some houses that I just wouldn’t go into. 

•           Then does that not tell you something about the children that are staying there?

•           I think we are in danger of preventing people with children from accessing services at all. We are in danger of alienating them further.

•           Women have historically presented less at services. I don’t think it’s all just about the recent tabloid witch hunt and high profile cases that are stopping women seeking help.

5          The Bill proposes that a single care worker should co-ordinate the care plan. Who do you think that care worker should be?

Social worker Psychiatric Nurse Drugs Worker Other (please specify)

•           Potential downside to this is that a single worker can’t have a full, comprehensive picture of someone’s life. All workers involved will only get a sliver of the picture.

•           Time is needed to get full picture. 

•           People use different language when talking about key worker – might be best to resort to “Care Manager” but workers need to be told what this means; framing responsibilities and roles.   

•           At the moment Social Work has statutory responsibility.

•           It would be worrying if drug services had responsibility for children.

•           There needs to be flexibility based on client choice (importance of worker/client relationship). BUT there does need to be a care plan manager.

•           Drug services lack control over prescribing changes.

•           Need a consistent and guaranteed prescribing service.

•           More money is required for moving-on services – majority of funding at present spent on treatment.

•           Integrated care takes time to prepare and arrange e.g. care plan meetings with all workers takes up a lot of admin time.

•           Need to respond locally to local needs.

•           This should be led by the service user and their needs whilst bringing in practicalities of case load.

•           Concern that staff may be appraised using the outcomes of the service users whose care plans they co-ordinate – care worker league tables?

•           Regarding who should coordinate the care plan (Social Worker, Psychiatric Nurse, Drug Worker etc) this should be based on who knows the client/service user best. However, care managers need to be clear on their role and responsibilities and what this involves.

•           The Bill’s recommendation that all Drug Users should have a Key Worker coordinating their care reflects current evidence about achieving the best possible outcomes from treatment with support.  Key Working is not currently available to large numbers of Drug Users but enforcing key working as a condition of treatment may in some cases act as a deterrent to entering treatment. Coming into treatment improves morbidity and mortality.

6          The Bill proposes that Ministers should ensure that existing service provision is integrated between disciplines such as health and social care and that equal service provision is provided across the country. Who do you think should have overall responsibility for implementing this?

Health Minister Communities Minister Other (please specify)

•           In one consultation workshop, the overwhelming majority argued that it should come under health.

•           One person suggested it crossed between health and communities; however it was also argued that it’s difficult to put drugs into one ministerial area as it is cross-cutting. 

•           Drugs should not be in the Justice Ministerial portfolio. 

•           There should be a separate ministry/department for substances including alcohol

•           Preferably Health, but anywhere except Criminal Justice.

•           Responsibility should lie with all ministers across relevant disciplines to ensure that the leadership of the Bill is not seen as a “take over” by one particular discipline.

•           At the moment health and social work do not work together.

•           There’s no provision for voluntary services to become part of the shared care packages (particular issues with IT capacity & lacking integrated IT systems that include VS).

•           The Scottish Parliament should guide Local Authorities on who is responsible for integrating services.

•           Predominantly public health issue but drugs field over-medicalised – we should be looking at other reasons for problem drug use.

7          The Executive should fully fund the proposals in this bill. However the Bill proposes that a percentage of money seized from drug dealers under the Proceeds of Crime Act (2002) should be used for the treatment and rehabilitation of drug users. Do you agree with this proposal?  YES/NO Comments

•           The Proceeds of Crime Act PCA (2002) money could be used for training of addiction staff on a range of issues. 

•           Moving allocated criminal justice drug monies to health was not a good idea - we need to create new monies for health spending on drugs. 

•           There is a danger that PCA (2002) could be used at a local level to target ‘problem’ individuals and families.  This could result in poor areas – affected by drugs – becoming even poorer.    

•           Someone asked about how you would know for definite that goods under CPA were stolen? 

•           PCA (2002) suggestion – is it a political sweetener?

•           Money should go in to front line services.

•           Create a substance misuse bill and use taxes from alcohol sales.

•           A percentage of the seizure of assets money should be used for the treatment and care of drug users. This money clearly needs to go back into local communities.

•           An increase in resource is to be welcomed wherever it comes from but the cost of underpinning the Bill in its present format will be huge. Funding from sources other than the PCA (2002) would need to be identified. The known costs to society of drug related crime are mainly borne by individuals and property and although reducing this should be an aim of drug treatment this saving does not easily transfer to paying for services.

Additional comments

•           We need some sort of “pulled budgets” which allow for the best care of the client/patient? So if we have a “care manager” for the client/patient they should be able to make budget decisions on behalf of the client. This does not happen and creates problems, look at re-hab/detox around the country. With this “Care Management Approach” we should be able to choice the best options for the clients/patients.  I know people claim that this happens but I have not seen this in practice!

•           The Bill needs to recognise more explicitly that whilst abstinence is an appropriate goal for most drug users it is not the only acceptable outcome.  The acknowledgement of the need for a wider range of treatments underlines that patients have variable needs and that various treatment interventions may be appropriate at different times. It is important to remember that NTORS (National Treatment Outcome Research Study) has demonstrated a strong evidence base for the success of methadone treatment for opiate dependence with the best results being for adequate methadone maintenance therapy, combined with support, and mutually agreed detoxification when/if the drug user is ready for this to happen.  For some Drug Users prescribing of injectables may be the most effective intervention in terms of achieving stability and reduced harm whereas for others long term stability on Methadone might be the best outcome option.

•           This Bill is a timely initiative when there is a need to redefine services for Drug Users in Scotland and reassess priorities for agencies involved in their care.

•           It is disappointing that the Bill does not acknowledge the work or research being done in Scotland which underpins the growing evidence base for treatment of drug dependence in the UK. The GMS2 GP contract of 2004 defines the care that a Drug User should be able to access from any UK GP contracted to provide a Nationally Enhanced Service for Patients Suffering from Drug Misuse (NES.)  In Lothian 70% of GP practices provide this service looking after over 3700 drug users.

•           Removing of inequalities in services and access for Drug Users across the country, and also within cities, is essential to strive for.

•           The proposal for a seven day care plan is good in theory but there needs to be a realistic understanding of recovery times.

•           Full-cost recovery and long-term funding required for voluntary sector.

•           Huge resource implications. How is this proposal going to be adequately funded? This bill would be meaningless and a waste of time without proper funding.

•           Support for the idea of a care plan within seven days in theory. However general consensus that this bill is, ‘running before it can walk’. This group broadly supported the offer of a named key worker within seven days as an alternative to a holistic care plan within seven days. It was felt that a care plan is something that should develop with the client rather than something that would be forced on them. Also the timeframe for developing a holistic care plan would be different for different people.

•           The bill should be renamed Substance Misuse Treatment and Rehabilitation (Scotland) Bill. 

 APPENDIX
Comments from the Lanarkshire Involvement Group

Lanarkshire Involvement Group is a group of ex and stabilised service users who are supported by a User Involvement Development Officer, employed by Scottish Drugs Forum. The group has spoken to other service users regarding this and their response is based upon the joint views of themselves and others.

1          The main proposal of the Drug Treatment and Rehabilitation (Scotland) Bill is to provide an individual holistic care plan for drug users within seven days of requesting such assistance. Do you agree with this proposal?

YES/NO Comments

On the whole, service users would agree with this statement. The main reason being that when they approach a service for assistance they would like to receive it there and then or within a reasonable timescale. There are various examples of practice where services operate a drop in facility where service users can be seen within a 60 minute period and given an initial assessment which will identify their priority needs. This was raised as an example of good practice and should be considered for adoption throughout the services.

There may be difficulty in developing a complete holistic care plan at a very early stage - to develop a full holistic plan would take time and could only be the result of a trusting relationship with the workers. However it was felt that at the initial assessment stage, a care plan which identifies the priority areas could be developed and this would also look at areas such as housing, substitute prescribing, child care issues and may even include alternative therapies.

Many of the service users were already known to services so their care plans would still be there, therefore it would be beneficial to revisit old plans and see what went wrong.

The main point raised was that the right intervention had to be offered at the right time. It is important for people to be given an outline of what a plan might look like and what it could include for a longer period of time – but attention would have to be brought back to what the priority for the next month would be. This would make their goal setting manageable while at the same time giving them longer term goals to strive for. This was felt to be an important aspect of giving hope.

2          The Bill proposes to offer a range of options, within the care plan, to drug users. Which do you think should be offered?                                          

Medical care Psychiatric care Dual diagnosis Family support Child care Detox programmes Substitute prescribing, including heroin and buprenorphine Rehabilitation ( both residential and community) Education Housing support

Others (please specify) Comments

All these options should be considered and offered if required. Not everyone will require all of these interventions and some may require more. It is about meeting the needs of the individual at the right time.

On substitute prescribing - the lack of options being offered in some cases. It was felt that a whole range of options should be offered and should not be limited to tried and tested interventions but should look to developments within the prescribing field such as buprenorphine as a first line intervention or even the introduction of suboxone. Heroin prescribing was considered and felt that this was not an avenue to go down although it was recognised that it should be the last port of call for someone who had exhausted every other avenue.

It was also raised that not everyone was in chaos when they approached a service for help or assistance, and that employability issues should be looked at. Residential and community based rehabilitation services should be included, and would also have to look at the whole person and their circumstances not just the addiction. Again complementary therapies should be included.

Not being offered Aftercare was a main concern.

There was a need to look at what they define as aftercare and how this can be incorporated. A good example of aftercare was that there was an open door when the person had finished with the service. If there was anything that they needed assistance with them they could contact the service and get some advice. This was not restricted to their addiction but covered other areas such as employment, housing, benefits, application forms. It was felt that this was a lifeline or safety blanket that they needed. Initially it was used regularly but as they developed the need became less, and they would make contact just to let people know how they were doing. It was also raised about the consideration of online support such as they do in America.

It was felt that a person should be offered a whole range of options which would address their individual needs at the right time before people get into chaos. By providing these interventions it may go some way to reducing the bottleneck of clients at a more needy stage and therefore free up valuable resources to deal with the more needy.

3.         The Bill proposes to offer alternative substitute prescribing such as methadone, heroin, buprenorphine and subutex as part of the care plan.     Do you agree with this proposal?

YES/NO Comments

Participants have a wide and varied knowledge of what substitute prescribing is or has been available. It was felt that all options should be offered and different ways to prescribe should be explored. There are areas which offer more than other areas and this was felt to be an example of bad practice as everyone should be offered the same equity of service regardless of where they stay.

There are always new developments in substitute prescribing and these should be taken into account, and certainly there is talk about suboxone being introduced at some time in the near future, but this option may not be considered if services or consultants disagree with it. 

It was felt that the needs and wishes of the client should be considered, with a range of options and that it was the workers’ duty to explore these options and negotiate the best option for their client. This would then allow the client to make informed choices as to their own treatment and give them ownership of their recovery which would in turn lead to a better commitment to their recovery

It was also considered that at present prescribers would only promote one intervention to service users.  This raised the issue of trust as service users had received different options in the past and they felt that the workers were either lying to them, not experienced or just being controlling. It was felt that options should be discussed and explanations given as to why they were not an option in a particular area.

There was a point raised that substitute prescribing on its own was not the answer, this should be part of the integrated package of care which would be agreed within the holistic care plan. This would require all services working together for the benefit of the service user and would look at the root causes as to why people develop substance use problems in the first place.

4          The Bill proposed to offer child care as part of the care plan do you think this should include a home risk assessment?

YES/NO Comments

Participants felt that this was an area which was important. They recognised that there have been incidents recently where children have died as a result of a parent’s substance misuse. 

A number of the participants have children and have been subject to child protection services and have had their children removed from the home. This was, they felt, unnecessary as if something had been put in place when they started with services to help them with their children, their situation may not have become a priority case and their children removed.

It was mentioned that with drug use comes neglect, but that does not make them bad parents. 

There was a great deal of discussion as to what should be offered and when and how children could be brought into their care plan. It was felt that through the GOPR and Hidden Harm framework there were opportunities for low level interventions such as wraparound care, home help etc which would help the parent cope in the initial stages.

It was also mentioned that more should be done for the safe storage of the substitute prescription.

There were examples of good practice in this area such as Shelter’s Children & Families Services - they would put in place low levels of care and help, allowing the service user to lead a semi-normal life, but more to the point allowing a more normal life for the child. This was felt to be one of the motivations for mothers, as they reported that when their children were removed, they started to lose all self respect and hope and their substance use problems deteriorated. It was also felt that in some circumstances people were left until they were at critical point before they would receive any assistance.

In general the participants agreed that this should be taken into account and included in the holistic care plan. It is not enough to just look at the individual’s substance misuse but should include the family and where children are identified within the assessment, a protocol should be adopted which allows for the identification of their needs and incorporated into the plan.

5          The Bill proposes that a single care worker should co-ordinate the care plan. Who do you think that care worker should be?

Social worker Psychiatric Nurse Drugs Worker Other (please specify)

This was an area which participants were unsure about, they did appreciate that there should be someone who is responsible for their progress and someone should be co-ordinating what is happening to them - but as to who would be best placed they were unsure.

The main issue for them was that it should be a consistent person and someone who they had some relationship with. It was suggested that a mixed group of people who got together and discussed progress would be beneficial, but they also recognised that this could be time consuming.

They did suggest that there should be some central point identified, where the information goes to and is kept, and that everyone knows where it is and can access it.

6          The Bill proposes that Ministers should ensure that existing service provision is integrated between disciplines such as health and social care and that equal service provision is provided across the country. Who do you think should have overall responsibility for implementing this?

Health Minister Communities Minister Other (please specify)

 There should be someone who is independent to both Health and Social Work.  An independent authority would probably be best - see appendix for additional comments. The main issue for participants was that the people who did have responsibility should have the power to check that service providers are doing what they say they are doing and that the person/s with authority should have the power to enforce levels of care.

 7          The Executive should fully fund the proposals in this bill. However the Bill proposes that a percentage of money seized from drug dealers under the Proceeds of Crime Act (2002) should be used for the treatment and rehabilitation of drug users. Do you agree with this proposal?  YES/NO Comments

Participants thought that this was a good idea. They understood that there are always issues with funding and that services disappear because their funding has finished. This they say is a major setback as they may be working quite well with an agency and then it folds and they are left in the cold, having to fit into another services waiting list.

Any way that funds for services could be increased would be welcomed and if that comes from the proceeds of crime then they agree with that. Their concern was that the money would stay in the area that it was recovered and not divided equally throughout the whole country.

It was suggested that if they went down the line of the 7 day suggestion then this would require extra resources to implement this, and this could be a way of funding this proposal.

Additional comments

One of the main views was that this should not be restricted to drug misuse and should become a substance misuse Bill. All participants agree with this and recognise that for many people drug or alcohol use does not come alone and that they can change substances throughout their drug taking career.

It is felt that this Bill if introduced and correctly implemented may reduce the inequality of service provision throughout the country, and by having a responsible person who would be driving and monitoring the process and ensuring that services are delivering what they say would go some way to achieving this.

It was felt that the 7 day suggestion was a good way to go only if there were resources available to support the care plans. Without this you would be setting people up to fail and would be a waste of time to all concerned.

Further points from Question 6: 

There are services that do extremely good work with clients and have good relationships with them and offer a range of options, whereas others don’t get the same and get the minimum and have too many sanctions placed upon them.

Some of the volunteers have looked at the Effective Interventions Units documents and like the idea that they promoted best practice and that they produced guides to developing effective services. 

However they say that guidance is not always enough and that if an organisation is delivering a service then there should be a minimum standard that they provide, and that this should be the same no matter where that service is.

There was a suggestion the local areas could be responsible for this. Volunteers saw ADATs in each are who control the money and services in each area. It was suggested that they be considered for this role, but would have to report to someone higher up the tree who would have overall responsibility.
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