
HC/S2/07/01/A 

 

 

 

 

Health Committee 

1st Meeting, 2007 (Session 2) 

Tuesday 23 January 2007 

The Committee will meet at 2.00 pm in Committee Room 2. 
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2. Treatment of Drug Users in Scotland: The Committee will take evidence in the 
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 Mark Frankland, Education Manager, First Base; 
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 Professor Neil McKeganey, Director, Centre For Drug Misuse Research, 
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Negative instruments 
 

 The Personal Injuries (NHS Charges) (General) (Scotland) Regulations 2006, 
(SSI 2006/592); 

 
 The Personal Injuries (NHS Charges) (Reviews and Appeals) (Scotland) 

 Regulations 2006, (SSI 2006/593);  
 
 The Scotland Act 1998 (Agency Arrangements) (Specification) (No. 2) Order 

 2006 (SI 2006/3248); and 

The Scotland Act 1998 (Agency Arrangements) (Specification) (No. 3) Order 
2006, (SI 2006/3338). 

The Subordinate Legislation Committee has raised no issues in relation to these 
instruments.  
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COMMITTEE BRIEFING 

 
BACKGROUND TO DRUGS MISUSE IN SCOTLAND 

INTRODUCTION 
The most up-to-date drugs misuse statistics are contained within the ‘Drug Misuse Statistics 
Scotland 2006’ (DMSS 2006) (Drugs Misuse Information Scotland (DMIS), 2006).  DMIS is part 
of NHS Scotland’s Information and Statistics Division (ISD Scotland).  This not only uses data 
compiled by ISD Scotland but survey and other data from a variety of sources, some of which is 
quoted from directly in the sections below.. 
 
This part of the briefing will discuss the prevalence of drugs misuse in Scotland, the reasons for 
why people take drugs, the health impact of drugs misuse and the relationship between the 
misuse of drugs and crime. 

PREVALENCE OF DRUGS MISUSE IN SCOTLAND 
It is difficult to estimate the actual prevalence of drugs misuse in Scotland.  This is because, 
being an illegal activity, many people will not admit to using drugs.  As such DMSS 2006 does 
not discuss prevalence.  Nevertheless, surveys have been undertaken that give an impression 
of how prevalent drugs misuse is in Scotland. 

Scottish Crime and Victimisation Survey 2004  
Data on the prevalence of drugs misuse in the adult populaiton comes from the Scottish Crime 
and Victimisation Survey 2004 (formerly the Scottish Crime Survey).  This was made available 
through ‘Drugs Misuse Statistics 2005’ (DMSS, 2005).  The SCV Survey is a household survey 
which gathers information about experience of crime, and is designed to provide a 
complementary measure of crime to police recorded crime statistics.  Since 1993 the Survey 
has included a self-completion component which collects information about illicit drug use. 
 
Table 1, below shows the reported use of drugs over certain time periods by the 16-59 age 
range, in the years 2000, 2003 and 2004.  The percentage of respondents who reported ever 
having taken illicit drugs increased between the 2000 (19%) and 2004 (24%) surveys, though 
was fairly stable between 2003 and 2004.  The percentage of respondents who reported having 
taken illicit drugs in the year prior to the survey remained relatively stable between the 2000 and 
2004 surveys (6.6% and 8%).  
 

Table 1: Reported use of drugs ‘ever’, ‘in the last year’ and ‘in the last month’ 16 - 59 
years: 2000, 2003 and 2004 (Percentage) 

 2000 2003 2004 
Ever 19.2 25.0 24.0 
In the last year 6.6 9.0 8.0 
In the last month 5 5.1 4.0 

Source: DMSS 2005 taken from the Scottish Crime and Victimisation Survey 2004 

 
1 

http://www.drugmisuse.isdscotland.org/publications/06dmss/06dmss-000.htm
http://www.drugmisuse.isdscotland.org/publications/06dmss/06dmss-000.htm
http://www.drugmisuse.isdscotland.org/index.htm
http://www.isdscotland.org/isd/CCC_FirstPage.jsp
http://www.drugmisuse.isdscotland.org/publications/05dmss/05dmss-000.htm
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Other key points from the survey included: 
 
• Twenty four per cent of respondents reported having taken illicit drugs at least once during 

their lives. Eight per cent reported using illicit drugs in the last year. 
• Slightly more men reported use of any drug in the year prior to the survey than women (9% 

compared to 7%).  Men report higher or similar use of drugs in the last year across all age 
groups with the exception of the 20 -24 years.  For this age group more women report use 
for any drug than men (19% compared to 15%). 

• Younger respondents (16-29 years) reported higher rates of use ever and a year prior to the 
survey than older respondents (30-59 years).  However, the highest rate of ‘ever used’ (42 
%) is found in the 25-29 year age group. 

• The drug most frequently reported as being used in the year prior to the survey (6%) and 
ever (22%) was cannabis.  Only very small percentages of respondents reported using other 
drugs. 

• Cannabis was the drug reported as having been most frequently offered. Four per cent of 
respondents said they had been offered cannabis in the month prior to the survey. The next 
most frequently offered were ecstasy and cocaine at one per cent for both. 

Centre for Drug Misuse Research, University of Glasgow 

In January 2005 researchers from the Centre for Drug Misuse Research (Hay, Gannon, 
McKeganey, Hutchinson and Goldberg) published an estimate of the number of the Scottish 
population that could be described as problematic drug users.  The study focussed on those 
aged 15-54 years old, and estimates the prevalence of opiate and / or benzodiazepine misuse.  
Overall, they estimate that that there were 51,582 individuals that were problematic drug users 
in 2003.  The results broken down by NHS Board are shown in Table 2, below. 
 
Table 2: Estimates of the number of problem drug users by NHS Board area (15-54) 

NHS Board 
Total 

Estimate Prevalence 
Argyll & Clyde 5,241 2.29 
Ayrshire & Arran 3,680 1.88 
Borders  680 1.25 
Dumfries & Galloway 1,806 2.43 
Fife 3,022 1.60 
Forth Valley 1,866 1.20 
Grampian 4,340 1.46 
Greater Glasgow 13,228 2.64 
Highland 898 0.81 
Lanarkshire 3,806 1.27 
Lothian 8,146 1.80 
Orkney Isles 16 0.16 
Shetland Isles 85 0.71 
Tayside 4,747 2.27 
Western Isles 21 0.16 
Scotland 51,582 1.84 

Source: Hay et al (2005, p 29) 
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Prevalence amongst young people 
The most up-to-date survey data indicating prevalence amongst young people comes from the 
‘Scottish Schools Adolescent Lifestyle and Substance Use Survey (SALSUS) - National Report 
2004’, the latest in a series of surveys monitoring the lifestyles of young people, undertaken by 
the University of Edinburgh’s Child and Adolescent Health Research Unit, (CAHRU) (2005). 
 
Table 3, below, outlines the results of the survey as regards the prevalence of drugs misuse 
amongst 13 and 14 year olds in Scotland.  The Table shows that although gender is not a 
significant factor, it does appear that the likelihood of drugs misuse increases as young people 
get older.   
 

Table 3: Reported use of drugs in the last month, last year* or ever by age group and 
gender: Scotland, 2004 

   All pupils 

  Boys (%) Girls (%)  Total (%) 
13 year olds    
Used drugs in last month 7 6 7 
Used drugs in last year* 12 10 11 
Used drugs ever 15 12 13 

Bases 1843 1756 3599 

15 year olds    
Used drugs in last month 21 20 20 
Used drugs in last year* 31 31 31 
Used drugs ever 35 35 35 

Bases 1702 1761 3463 
* includes last month    

Source: CAHRU (2005) 
 
The SALSUS report (CAHRU, 2005, p 138) discuss how the percentage of pupils who reported 
having taken drugs in the last month can be used to monitor trends in the prevalence of drug 
use.  Up to and including 2002, there had been no significant change in reported drug use in the 
last month, the last year or ever, since information was first reported on drug use in the 1998 
survey.  Between 2002 and 2004, prevalence of drug use in the last month among 15 year old 
boys declined from 24% to 21%, but although this is lower than the 1998 baseline figure of 26%, 
the researchers believe it is too early to tell whether this is a short-term change or the start of a 
trend. The small change among 13 year old boys was not statistically significant. There was no 
change in reported drug use among girls in either age group 
 
Other findings form the report included: 
 
• Cannabis was the most frequently reported drug used in the last month. Use of cannabis 

was reported by 20% of 15 year old boys, 18% of 15 year old girls, 7% of 13 year old boys 
and 5% of 13 year old girls. Very few pupils reported using any other drug. 

• In the 2002 and 2004 surveys pupils who reported that they had ever used drugs were 
asked where they were the last time they took drugs.  The most common was outdoors with 
the second most reported location of drug being someone else’s home, particularly among 
older pupils and girls. 

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS_2004full.pdf
http://www.drugmisuse.isdscotland.org/publications/local/SALSUS_2004full.pdf
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• Pupils who had ever used drugs were asked ‘The last time you used drugs, who did you get 
them from?’.  Most pupils reported that friends were their source of drugs.  Around one in ten 
pupils reported that they got drugs from ‘someone I knew of but didn’t know personally’ and 
a similar proportion reported ‘someone else’ as a source of drugs.  Very few pupils gave any 
of the other listed sources; family member (sibling or parent), boyfriend/girlfriend or stranger. 

SERVICES AND TREATMENTS FOR DRUGS MISUSERS 
DMSS 2006 contains data from the Scottish Drug Misuse Database.  The Database offers a 
profile of drug misusers based on reports at the time of attending services for their drug 
problems.  The information presented relates to new patients/clients, with the definition of ‘new’ 
being any person who is attending the service for (a) the first time ever or (b) it has been at least 
six months since the last attendance at the service.  More in-depth information can be obtained 
from DMIS 2006.  However, the key points include 
 
• In 2005/06, 13,791 ‘new’ individuals were reported to the Scottish Drug Misuse Database, a 

decrease of 1,207 individuals (8%) from 2004/05 (14,998 individuals). This corresponds to a 
rate of 289 per 100,000 of the Scottish population 

• The male attendance rate is more than twice the female attendance rate (396 per 100,000 
population for males, 185 per 100,000 population for females) 

• 29% of all individuals reported that they had injected in the month prior to seeking treatment, 
a decrease from 38% in 2001/02. This fall is reflected in all age groups 

• In 2005/06, 43% of all individuals reported that they had never injected, an increase from 
41% in 2001/02. This increase is reflected in most of the age groups with the biggest 
increase being in the under 20 years age group (66% in 2001/02 rising to 79% in 2005/06) 

• 27% of current injectors reported that they had shared needles/syringes in the previous 
month, the lowest percentage in the last five years 

• 42% of current injectors reported that they shared spoons/water/filters/solutions in the 
previous month, the lowest percentage in the last five years 

• Three-quarters (75%) of individuals reported that more than a year elapsed between the 
onset of problem drug use and treatment first being sought 

REASONS WHY PEOPLE MISUSE DRUGS 
The reasons why people misuse drugs are varied and complex.  There is no discussion of this 
in DMSS 2006, but it is an area that has produced 
much discussion and research.  For example, 
Faggiano, Lemma, Borraccino, Angius, Ippolito 
and Vesino (Faggiano et al) (2005, p 1) discuss 
how drug users are commonly divided into two 
groups - “the sensation seekers” versus those 
who use drugs as way of dealing with life’s 
problems.  Nicholson et al (2002, p 117) point to 
several pieces of research that have attempted to 
list the various motivations for using psychoactive 
drugs of all kinds.  One comprehensive list is 
outlined in Figure 1.  
 
It has been argued by some, including the 
Transform Drug Policy Foundation, that 
understanding why people take drugs is pivotal 
when creating a policy response to drugs misuse.  
It argues that, traditionally, the primary 

Figure 1: Motivations for drug use 
 to aid religious practices 
 to alter moods 
 to treat disease 
 to escape boredom and despair 
 to promote and enhance social 

interaction 
 to enhance sensory experience and 

pleasure 
 to stimulate artistic creativity and 

performance 
 to improve physical performance 
 to rebel 
 to go along with peer pressure 
 to establish an identity 
 purely out of habit 

Source: Nicholson et al (2002, p 117) 

http://www.drugmisuse.isdscotland.org/publications/06dmss/06dmss-000.htm
http://www.tdpf.org.uk/Policy_PolicyBriefings_WhyDoPeopleTakeDrugs.htm
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explanations for drug use have been addiction and peer pressure.  However, it contends that 
pleasure is also a reason, and one which is rarely discussed in policy terms.  It also contends 
that what it calls ‘consumer exoticism’ has played a major role in the prevalence of drug misuse 
over recent years: 
 

”As consumer culture encourages adventurousness in our choice of food, 
clothes, holidays - and bombards us with messages intended to identify our 
self-worth with the boldness of these choices - it becomes ever more 
anomalous that we are asked to accept on faith, and against much of the 
cultural evidence, that alcohol is the only drug in which we should be interested.  
It is this 'sampling culture', rather than motives such as peer pressure, which 
best describes and predicts the growth of today's experimental drug culture.” 
 

One of the main planks of drugs policy is in education and prevention particularly among 
children and young people.  McIntosh, MacDonald and McKeganey (McIntosh et al) (2005) 
undertook a study of 92 ‘at risk’ children and explored the reasons they gave for their use or 
non-use of illegal drugs.  It found that those who did not use drugs pointed to a lack of interest in 
the activity, fear of the effects of the drug and a concern that drug taking would compromise 
other valued activities or pursuits.  The researchers also found that this group were also 
motivated by the anticipated reaction of parents and the extent to which they had been 
influenced by the values of their parents.  Those who used drugs on a regular or occasional 
basis emphasised the importance of personal choice, emphasising the role of enjoyment and 
boredom as the main motivating factors. 
 
Similar reasons for using drugs were also found in research by Wright and Pearl (1995), which 
monitored the knowledge and experience of young people, aged 14 and 15, as regards illicit 
drugs between, 1969 and 1994 at intervals of five years.  They found that consistently over the 
years, "to feel big, show off, feel grown up" was the most commonly mentioned reason for taking 
drugs. In 1994 the second most commonly mentioned reason was "for kicks, for fun, to feel 
good," which replaced "because friends do, trendy."  Pupils continued to see social and peer 

group pressures as the main influences on a decision to start taking drugs.  They added that the 
perception that drugs are taken "for kicks, for fun" showed that these young people were aware 
that drugs do have pleasurable effects, which, the researchers argue, is a factor often ignored 
by educationalists. 

HEALTH IMPACT OF DRUGS MISUSE 
There are a number of health impacts that result from drugs misuse.  This briefing will 
concentrate on two – blood borne viruses and drug related deaths. 

Blood borne viruses 
Injecting drug users (IDUs) are at significant risk of contracting blood borne viruses, particularly 
the Hepatitis C virus (HCV), the Hepatitis B virus (HBV) and the Human Immunodeficiency Virus 
(HIV).  NHS Health Protection Scotland is the Special Health Board with responsibility for 
monitoring these viruses.   

Hepatitis C Virus (HCV) 
Injecting drug use has been established as the main risk factor for transmission of HCV in 
countries of the developed world.  The most up-to-date figures for HCV in Scotland come from 
the ‘Surveillance of known hepatitis C antibody positive cases in Scotland: Results to 30 June 
2006 ‘ (Health Protection Scotland, 2006). 
 

http://www.documents.hps.scot.nhs.uk/ewr/pdf2006/0638.pdf
http://www.documents.hps.scot.nhs.uk/ewr/pdf2006/0638.pdf
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Table 4, below, outlines the number of people reported to be hepatitis C antibody-positive, by 
risk group and year of earliest possible specimen.  From the figures it can be seen that 61% 
(12699) of those with HCV are known to have ever injected drugs.  This represents 90% of 
those with a known risk factor.  
 
Table 4: Persons in Scotland reported to be Hepatitis C antibody-positive, risk group, and 

year of earliest positive specimen; to 30 June 2006 
  Prior 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 Total 

  
to 

1995                       
to 

30/6   

IDU 1029 663 663 899 1233 1334 1314 1139 1141 1003 917 891 371 12699 
Blood factor 265 28 28 9 6 6 11 4 4 0 1 2 1 354 
Other 127 79 79 82 70 81 77 69 93 90 78 103 60 1087 
Not known 662 374 374 540 685 534 487 474 556 552 653 620 318 6829 

Total 2083 1144 1234 1530 1994 1955 1889 1686 1794 1645 1649 1616 750 20969 

Source: Health Protection Scotland (2006, p 203) 
 
Other findings from the research included: 
 
• 67% (14100) are male and 32% (6645) female; gender was not known in 1% (224) of cases  
• 86% (17955) were aged between 15 and 44 years at the time of diagnosis, and 12% (2595) 

were aged over 45 years; age was not known in 2% (345) of cases 
• following the dissolution of the Argyll & Clyde Health Board, 41% (8676) of cases now reside 

in the new Greater Glasgow and Clyde NHS Board area, 14% (2997) in Lothian, 12% (2456) 
in Grampian, 7% (1467) in Tayside, 6% (1342) in Lanarkshire, 4% (911) in Forth Valley and 
3% (671) in the new Highland NHS board 

• 44% (9150) were diagnosed in the hospital setting, 21% (4454) by general practitioners, 5% 
(1091) in genito-urinary medicine clinics, and 7% (1339) in prisons 

• 11% (2366) of cases were known to have died, as at 30 September 2005 
 
DMSS 2005 suggests that the total number of people with HCV in Scotland is likely to be more 
than double the reported figure at 50,000, though there is no discussion of this in DMSS 2006.  
Of these, it estimates that 37,500 are likely to be HCV carriers (i.e. chronically infected with 
HCV), and that 33,000 of these individuals will have injected drugs at some point. 

Hepatitis B (HBV) 
The most up-to-date figures for HBV in Scotland are those contained in the DMSS 2006 report.  
As can be seen from Figure 2, below, the overall number of new diagnoses of HBV declined 
between 2001 and 2004 from 357 to 341, but rose in 2005 to 372.  This rise was not reflected in 
figures for new hepatitis B infected IDU’s which show a decline between 2001 and 2003, from 
69 to 22, a figure which has remained the same in 2004 and 2005.  DMIS 2006 noted that 
reports of new HBV cases in IDU’s were received from 6 health board areas.  Of the 22 reports, 
41% were resident in NHS Greater Glasgow (9 reports), 14% in each of NHS Ayrshire and 
Arran, NHS Lanarkshire and NHS Lothian (3 reports in each) and 9% in each of NHS Argyll and 
Clyde and NHS Grampian (2 reports in each) 
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Figure 2: Hepatitis B infected injecting drug users and all users; year of earliest known 
positive specimen; 1985, 1990, 1995, 2000 – 2005 
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Source: DMSS (2006) 

Human Immunodeficiency Virus (HIV)  
The number of HIV infection reports are highlighted in Figure 3, below.  As can be see, in 2005 
there were 25 new cases of HIV infection among IDU’s.  DMSS 2006 found that 10 of these 
were aged 30 to 34 years and the median age was 32 years.  23 of the new cases were males.  
The cumulative total (to 31 December 2005) of HIV infected reports in IDU’s is 1,330. IDU’s 
accounted for 29% of the cumulative total of 4,623 HIV infection reports for Scotland.  As 
regards AIDS there were 4 new AIDS cases were registered in 2005, bringing the cumulative 
total number of cases registered to 435. 
 
Looking at the trend over the past five years, it can be seen that while the number of new HIV 
infections amongst the IDU population declined from 2001 to 2002 (from 21 to 10), between 
2002 and 2005 numbers have risen, with the largest year on year rise occurring between 2004 
and 2005 (from 15 reports to 25 reports).  DMSS 2006 also reported that there has been a 
decline over the last five years in the number of HIV infected IDU’s in clinical care, from 417 in 
2001 to 384 in 2005. 
 
DMSS 2006 states that Of the 25 new HIV reports in 2005, just under a third were in NHS 
Lothian (9 reports) and a fifth were in NHS Dumfries and Galloway (5 reports).  NHS Tayside 
and NHS Greater Glasgow each reported 3 new infections, NHS Lanarkshire and NHS 
Grampian each reported 2 new infections and NHS Borders reported 1 new case.  Of the 
cumulative total of infections 52% of cases were in NHS Lothian (686 of 1,330 reports). A 
further 22% were in NHS Tayside and 14% in NHS Greater Glasgow. 
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Figure 3: HIV-infection reports among injecting drug users: 1985, 1990, 1995, 2000, 2001 - 
2005 (as at 31 December) 
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Drug related deaths 
The General Register Office for Scotland (GROS) compiles statistics on drug-related deaths.  
The latest report is for 2005 and was published in August 2006 (GROS, 2006).  Table 5, below, 
outlines the number of drug-related deaths for the whole of Scotland by cause of death.  As can 
be seen, between 1996 and 2005 there has been an upward trend in the number of drug-related 
deaths, though there have been fluctuations eg between 2004 and 2005 a decrease in the total 
number of deaths.  Drug overdose is by far the largest cause of drug-related death for each 
year, though there was a large increase in the number of drug-related deaths coded to 
‘intentional self-poisoning’, from 32 in 2004 to 43 in 2005. 
 
The GROS (2006, para 5-6) found that of the 336 deaths in 2005, 111 (33%) occurred in the 
Greater Glasgow & Clyde NHS Board area.  Lothian with 57 (17%) had the next highest total 
and was followed by Lanarkshire with 40 (12%).  The Greater Glasgow & Clyde total showed an 
decrease of 40 since 2004 whereas there was an increase of 21 in Lothian.  Grampian also 
recorded a significant drop, down 16 from 39 to 23. 
 
The report (GROS, 2006, para 7) also found that most deaths (83%) were to persons aged 
under 45.  However only 14% were under 25 compared to 23% in 2004.  Of the 58 cases aged 
45 and over, only 21 were known, or suspected, to be drug-dependent.  Men accounted for 259 
(77%) of the 336 drug-related deaths in 2005.  The number of female deaths increased from 67 
in 2004 to 77 in 2005.  Almost two-thirds (65%) of the male deaths were of known or suspected 
drug abusers compared to only 45% of the female deaths. 
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Table 5: Drug-related deaths, Scotland, 1996 to 2005 
Year Cause of death category Total 

  Drug abuse Accidental Intentional Assault by Undetermined   
    poisoning self-poisoning drugs, etc.     

1996 175  10 41 - 18 244 
1997 142  14 42 - 26 224 
1998 179  16 32 - 22 249 
1999 227  12 19 1 32 291 
2000 220  11 34 - 27 292 
2001 227  19 34 - 52 332 
2002 280  17 30 - 55 382 
2003 216  15 40 - 46 317 
2004 232  32 32 - 60 356 
2005 204  31 43 - 58 336 

Source: General Register Office for Scotland (2006) 
 
Finally, in terms of the drugs involved in death, the GROS (2006, para 9) found that: 
 
• heroin/morphine was involved in 194 (58%) cases 
• diazepam was involved in 90 (27%) of cases 
• methadone was involved in 72 (21%) of cases 
• cocaine and ecstasy were involved in 44  and 10 cases respectively 
 
In addition, a wide range of drug combinations was recorded.  Of particular note was the fact 
that diazepam was also mentioned in 58 (30%) of the 194 deaths involving heroin/morphine. 
The presence of alcohol was mentioned for 114 of the 336 drug-related deaths in 2005, though 
this was sometimes at a relatively low level. 

DRUGS AND CRIMINAL JUSTICE 
DMSS 2006 provides data for offences, criminal justice social work interventions, and, drugs 
misuse and treatment in Scottish prisons.   

Offences and court proceedings 
Table 6, below details the number of drug-related offences in Scotland between 2001 and 2005.  
During the time period there has been an increase of 6,975 in the number of recorded offences, 
an increase of 19% on 2001 figures. 
 
Table 6: Drug-related offences recorded by Scottish police forces: 2001 – 2005; number 

and rate per 100 000 population 

  2001 2002 2003 2004 2005 
Number 36 175 40 379 40 465 42 384 43 150 
Rate 716 799 800 835 847 

Source: DMSS 2006 
 
DMSS 2006 provides further detail to the nature of these offences - 78% (33,685) of drug-
related offences were for possession and a further 21% (8,918) were for possession with intent 
to supply.   
 
DMSS 20006 also provides a geographical breakdown.  Analysing the rate drug-related 
offences recorded per 100,000 population it found that in most council areas the rate increased 
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between 2001 and 2005.  However, the highest rate was in Glasgow City (1,796), followed by 
West Dunbartonshire (1,143) and then Inverclyde (1,140).  While a few areas saw an overall 
decrease between 2001 and 2005, Stirling was the only area to see a steady decrease, falling 
from 973 offences recorded per 100,000 population to 696 offences per 100,000 population.  
 
DMSS 2006 provides more detailed tables on offences and then provides more data on drug-
related court proceedings. 

Criminal Justice Social Work Interventions 
DMSS 2006 provides information on the number of individuals entering treatment through 
criminal justice interventions.  Criminal Justice Social Work (CJSW) services in Scotland are 
provided by local authorities.  DMSS 2006 provides data on the CJSW interventions which 
direct drug misusers to treatment and includes data on diversion from prosecution schemes, 
probation orders with a condition of treatment and Drug Treatment and Testing Orders (DTTO).  
Further information on each of these can be found in Appendix 1.  The numbers of these made 
since 2000/01 are detailed in Table 7 below. 
 

Table 7: Criminal Justice Social Work Services: 2001/02 - 2004/05

  2000/01 2001/02 2002/03 2003/04 2004/05 
Probation Orders Commenced 

with a Condition of Drug 
Treatment / Education 440 638 631 554 601

Diversion from Prosecution 
Cases Referred to Drug 
Treatment / Education   143 199 211 148

Drug Treatment and Testing 
Orders Commenced       412 549

NB: data on diversions from prosecution are only available from 2001/02 and data on Drug Treatment and Testing 
Orders are only available from 2003/0 

Source: DMSS 2006 

Drug misuse and treatment in Scottish prisons 

Measuring drug misuse in prisons 
DMSS 2006 makes use of a number of tools to provide information on drug misuse in prisons.  
One tool is the Addictions Testing Measure (ATM), which was introduced in 2005, replacing 
Mandatory Drug Testing (MDT).  The ATM is described in more detail in Appendix 2.  Of 903 
Addictions Testing Measure (ATM) tests carried out in 2005/06, 24% were positive for drug use 
where the drug misuse occurred while in prison. A further 10% were positive tests where the 
prisoner may have misused the drugs for which they tested positive before entry to prison.  
Opiates were detected in 13% of the 903 ATM tests, benzodiazepines in 12% and cannabis in 
11%. Cocaine and buprenorphine were both detected in 1% of tests.  
 
The second tool is the Scottish Prisons Survey, the most recent is the 9th Survey from 2006.  
Background information on this can be found in Appendix 2.   The results of the survey can be 
found in Table 8, below. 
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Table 8: Results of the Scottish Prison Survey 2006 

No. of completed questionnaires returned 4 778 

Use of illegal drugs in prison in the month prior to survey   

No. providing information on illegal drug use in the last month 4 299 

  Percentage 

Not used any illegal drug in the last month 71 

Used illegal drug(s) in the last month 29 
Most common drugs reported by those who have used illegal drug(s) in prison, in the month 
prior to survey   

  Number 

No. providing information on the most common drugs reported 1 259 

Percentage reporting each drug: Percentage 

Amphetamines 7 

Ecstasy 10 

Benzodiazepines (e.g. Valium, Ativan) 43 

Cannabis 70 

Cocaine 19 

Methadone (not on prescription) 18 

Heroin 72 

Temazepam 13 

Other opiates (e.g. Buprenorphine, Dihydrocodeine) 27 

Injected drugs in prison in the month prior to survey   

No. providing information on injecting in last month 4 209 

Percentage injecting drugs in the last month 3 
Shared injecting equipment in prison in the month prior to survey (for those who have injected 
in the last month)   

No. providing information on sharing injecting equipment in the last month 111 

Percentage sharing injecting equipment in the last month 71 

Source: DMSS 2006 

Interventions in prison 
There are a number of interventions used in prisons.  DMSS 2006 describes how a new 
Enhanced Addictions Casework Service (EACS) was introduced in August 2005. New 
interventions include alcohol assessment, one-to-one, group work and smoking cessation 
support. The aims of the EACS are to: 
 
• Encourage current and former substance misusing prisoners to access addictions treatment 

within the prison.  
• Provide addictions assessment relevant to the needs of the prisoners and the substance of 

misuse.  
• Include prisoners and other relevant support providers in devising and agreeing 

individualised care plans.  
• Give prisoners access to a relevant range of interventions (treatment and care activities 

relevant to their sentence length).  
• Emphasise the importance of consistency and continuity of care, both in the prison setting 

and in the period immediately around release.  
• To minimise the dangers of reduced tolerance levels on release from prison.  
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An addictions assessment is offered to prisoners with a sentence of 31 days or longer. 
Prisoners who are serving a sentence of less than 31 days are not offered the assessment due 
to the short length of their stay, but are referred to either voluntary throughcare or national 
throughcare addictions services, depending on criteria. 
 
The interventions and the numbers assisted are detailed in Table 9, below.  
 

Table 9: Scottish Prison Service Addiction Service Outputs 2005/06 

  
Number of 

cases 
Total recorded entries into prisons 23 593
Number of prisoners who have attended the National Harm Reduction Awareness 
Session on Admission 17 373
Number of prisoners who were offered an addictions assessment1 5 657
Number of prisoners who undertook addictions assessment 4 400
Number of one-to-one motivational support sessions which were delivered 9 668
Number of prisoners who undertook alcohol assessment 815
Number of prisoners who attended pre-release harm reduction group work session2 580

1 Includes only prisoners serving a sentence of 31 days or more. Prisoners serving less than 31 days are not 
offered this assessment due to the short length of stay, but are referred to either voluntary throughcare or national 
throughcare addictions service, depending on criteria. 
2 This session is available for prisoners serving a sentence of 2 years or more. 

Source: DMSS 2006 
 
Methadone is also prescribed in prisons.  DMSS 2006 contains data based on a count of the 
number of prisoners recorded as receiving a methadone prescription on a single day. This data 
has been collected twice, on 17 December 2004, where there were 845 prisoners prescribed 
methadone and 30 December 2005, where there were 984 prisoners prescribed methadone.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

providing research and information services to the Scottish Parliament 
13 

SOURCES 
Child and Adolescent Health Research Unit, University of Edinburgh. (2005) Scottish Schools 
Adolescent Lifestyle and Substance Use Survey (SALSUS) - National Report 2004. Edinburgh: 
Scottish Executive: 
http://www.drugmisuse.isdscotland.org/publications/local/SALSUS_2004full.pdf
 
Drug Misuse Information Scotland. (2005) Drug Misuse Statistics Scotland 2005. Edinburgh: 
NHS Scotland Information and Statistics Division.  Available at: 
http://www.drugmisuse.isdscotland.org/publications/05dmss/05dmss-000.htm
 
Drug Misuse Information Scotland. (2006) Drug Misuse Statistics Scotland 2006. Edinburgh: 
NHS Scotland Information and Statistics Division.  Available at: 
http://www.drugmisuse.isdscotland.org/publications/06dmss/06dmss-000.htm
 
Faggiano, F., Lemma, P., Borraccino, A., Angius, P., Ippolito, R. and Vesino, E. (2005) School-
based prevention for illicit drugs’ use. The Cochrane Database of Systematic Reviews (2) 2005.  
Available at: 
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD003020/frame.html
 
General Register Office for Scotland. (2006) Drug-related deaths in Scotland 2005. Edinburgh: 
General Register Office for Scotland.  Available at: 
http://www.gro-scotland.gov.uk/statistics/library/drug-related-deaths/drug-related-deaths-in-
scotland-in-2005/index.html
 
Hay, G., Gannon, M., McKeganey, N., Hutchinson, S. and Goldberg, D. (2005) Estimating the 
National and Local Prevalence of Problem Drug Misuse in Scotland. Centre for Drug Misuse 
Research, University of Glasgow and Scottish Centre for Infection and Environmental Health. 
Available at: 
http://www.drugmisuse.isdscotland.org/publications/local/prevreport2004.pdf
 
Health Protection Scotland. (2006) Surveillance of known hepatitis C antibody positive cases in 
Scotland: Results to 30 June 2006. HPS Weekly Report 40 (38) 2006, p 202-206.  Available at: 
http://www.documents.hps.scot.nhs.uk/ewr/pdf2006/0638.pdf
 
McIntosh, J., MacDonald, F. and McKeganey, N. (2005) The reasons why children and their pre 
and early teenage years do or so not use illegal drugs. International Journal of Drug Policy 16 
(4) August 2005, p 254-261). 
 
Nicholson, T., Duncan, DF. and White, JB. (2002) Is recreational drug use normal? Journal of 
Substance Use (7) 2002, p 116-123. 
 
Transform Drug Policy Foundation. Why do people take drugs? [Online].  Available at: 
http://www.tdpf.org.uk/Policy_PolicyBriefings_WhyDoPeopleTakeDrugs.htm
 
Wright, JD. and Pearl L. (1995) Knowledge and experience of young people regarding drug 
misuse, 1969-94. British Medical Journal (310) 7 January 1995, p 20-24.  Available at: 
http://www.bmj.com/cgi/content/full/310/6971/20?maxtoshow=&HITS=10&hits=10&RESULTFO
RMAT=&fulltext=illicit+drug%2C+reasons&andorexactfulltext=and&searchid=1&FIRSTINDEX=0
&sortspec=relevance&resourcetype=HWCIT
 
 
 

http://www.drugmisuse.isdscotland.org/publications/local/SALSUS_2004full.pdf
http://www.drugmisuse.isdscotland.org/publications/05dmss/05dmss-000.htm
http://www.drugmisuse.isdscotland.org/publications/06dmss/06dmss-000.htm
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD003020/frame.html
http://www.gro-scotland.gov.uk/statistics/library/drug-related-deaths/drug-related-deaths-in-scotland-in-2005/index.html
http://www.gro-scotland.gov.uk/statistics/library/drug-related-deaths/drug-related-deaths-in-scotland-in-2005/index.html
http://www.drugmisuse.isdscotland.org/publications/local/prevreport2004.pdf
http://www.documents.hps.scot.nhs.uk/ewr/pdf2006/0638.pdf
http://www.tdpf.org.uk/Policy_PolicyBriefings_WhyDoPeopleTakeDrugs.htm
http://www.bmj.com/cgi/content/full/310/6971/20?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&fulltext=illicit+drug%2C+reasons&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&resourcetype=HWCIT
http://www.bmj.com/cgi/content/full/310/6971/20?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&fulltext=illicit+drug%2C+reasons&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&resourcetype=HWCIT
http://www.bmj.com/cgi/content/full/310/6971/20?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&fulltext=illicit+drug%2C+reasons&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&resourcetype=HWCIT


 

providing research and information services to the Scottish Parliament 
14 

APPENDIX 1: CRIMINAL JUSTICE SOCIAL WORK INTERVENTIONS 

SOCIAL WORK DIVERSION FROM PROSECUTION SCHEMES 
Social Work diversion from prosecution schemes aim to provide persons accused of minor 
offences with support and advice in relation to problems associated with their offending. In such 
cases prosecution is deferred, subject to successful completion of the scheme. 

PROBATION ORDERS 
Probation Orders provide one of the opportunities for Criminal Justice Social Work to focus on 
offending behaviour. Prior consent of the offender is required, and the order should be informed 
by an action plan in which the offender agrees to address their offending behaviour and its 
underlying causes. Probation Orders can be used very flexibly by the courts and additional 
conditions can be attached regarding the offender undertaking unpaid work, their place of 
residence, curfew (including electronic monitoring), financial recompense to the victim or 
attendance at a specialist programme such as alcohol or drug treatment. 

DRUG TREATMENT AND TESTING ORDERS 
Drug Treatment and Testing Orders (DTTO) are a relatively new community sentence in 
Scotland, introduced for the first time in 1999. Due to the complex and resource intensive nature 
of the DTTO, the Order was rolled out across Scotland in phases. Between 1999 and 2002 the 
Order was rolled out to Glasgow, Fife and Aberdeen. In 2002/03 the Order became available in 
Edinburgh, Renfrewshire/Inverclyde and Tayside. By 2004/05 the DTTO Drug Treatment and 
Testing Order (DTTO) was available to the High Court and to Sheriff Courts for offenders 
resident in most local authority areas (with the exception of Argyll & Bute, Clackmannanshire, 
Dumfries & Galloway, East Lothian, East Dunbartonshire, Eilean Siar, Falkirk, Highland, Moray, 
Orkney Islands, Scottish Borders, Shetland Islands, Stirling, West Lothian and West 
Dunbartonshire). Data on DTTOs began to be collected through the aggregate return in 
2003/04. The DTTO is a high tariff disposal for offenders who might otherwise receive a 
custodial sentence. The Order contains features unique to a community disposal, including a 
requirement for regular reviews by the court and a requirement that the offender consent to 
frequent random drug tests throughout the lifetime of the Order. 

 

 

 

 

 

 



 

providing research and information services to the Scottish Parliament 
15 

APPENDIX 2: MEASURING DRUG MISUSE IN PRISONS 

ADDICTIONS TESTING MEASURE 
Addictions Testing Measure (ATM) is carried out on 5% of the prison population, three times per 
year.  The results are anonymous and cannot be attributed to the individual tested.  This 
contrasts with the previous system of Mandatory Drug Testing (MDT) for which tests were 
carried out monthly on 10% of the prison population and were attributable to specific prisoners, 
with penalties for positive results.  By making the results of the new measure anonymous 
prisoners who had taken drugs did not attempt to conceal the fact.  This measure is designed to 
better inform the interventions required for prisoners, rather than penalising.  Participation in the 
ATM tests is voluntary for all prisoners.  For these reasons the results of ATM are not 
comparable with previous figures published which were obtained through MDT. 

SCOTTISH PRISON SURVEY 2006 — 9TH SURVEY 

The Survey, which is undertaken in each of the 15 Scottish prisons, involves all Scottish 
prisoners. The Survey is designed to achieve a number of objectives: 
 
• To make use of prisoners’ perceptions of service-delivery and service-quality in its business 

planning.  
• To provides prisoners with an opportunity to comment on a range of issues that impact on 

their experience in prison.  
• To allow staff to get a better understanding of how the halls or areas they manage compare 

to equivalent areas and halls and in so doing to provide a tangible way to help share items of 
‘best practice’.  

• To allow the Prison Service, through annual repeats of the same questions, to track progress 
(or the lack of it) across the various dimensions that are included in the Survey.  

 
The annual prison survey 2006 took place between May and June 2006. It is a self-completion, 
anonymous questionnaire (tick box response) which is hand delivered to each prisoner on site 
in the establishment on the day the survey takes place. It therefore provides a one-day 
snapshot of prisoner views in each establishment. 
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HEALTH COMMITTEE 

BRIEFING PAPER ON DRUG MISUSE TREATMENT IN SCOTLAND 

INTRODUCTION 
As in other parts of the world, the 1970s and 1980s saw an influx of relatively 
cheap heroin from Asia and a subsequently large increase in drug use in 
Scotland. As a consequence, the public health risks related to injecting drug 
users (IDUs) became key drivers of policy (specifically, ‘harm reduction’ 
policies) as government considered HIV to be a bigger threat to society than 
drug misuse (Berridge, 1996). 
 
Edinburgh has been at the vanguard of the harm reduction approach. The 
increase in injecting drug use in Edinburgh resulted in four overlapping 
epidemics of Hepatitis B,C and D, and HIV. At one point Edinburgh was 
known as the ‘AIDS capital of Europe’ and tackling the public health risks of 
injecting drug use became a matter of urgency. As a result, the authorities 
liberalised their response to drug use and the first officially sanctioned needle 
exchange began in Edinburgh in 1987 (Burns et al, 1996). 
 
As a further attempt to prevent people from injecting, the prescribing of orally 
administered opiate substitutes became more common. Methadone became 
the substitute of choice, one of the main reasons being that it comes in syrup 
format and therefore could not be injected. Other parts of Scotland, such as 
Glasgow, did not experience the same incidence of HIV seen in Edinburgh 
IDUs, despite high levels of injecting. However, harm reduction methods 
gradually extended across Scotland as a means of reducing chaotic drug use. 
 
The harm reduction approach instigated in the 1980s is generally perceived to 
have been successful, with sharp declines in the incidence of blood borne 
viruses in IDUs which remain at a relatively low level to date. However, in 
recent years there has been a shift in political dialogue from harm reduction 
towards ‘demand reduction’, with criticisms that maintenance on substitute 
drugs creates a new kind of dependency. While harm reduction remains one 
aim of drug policy, effort is also given to reducing demand through prevention 
and treatment, as well as the reduction of supply through enforcement. 

NATIONAL POLICY SINCE DEVOLUTION 
The Scotland Act 1998 devolved significant powers to Scotland in relation to 
drug misuse, including drug policy and coordination. However the Misuse of 
Drugs Act 1971, which sets out which substances are controlled, was 
reserved under Schedule 5 of the Act. 
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Despite a significant level of devolved power, the policy route mapped in each 
of the UK countries has been very similar. In 1998, the UK drugs strategy was 
published, subsequent to which Scotland published its own strategy to 
complement the UK strategy (Scottish Executive, 1999). The four strands of 
the Scottish strategy are: 
 
Table 1: Aims and objectives of the Scottish drugs strategy 
Strand Aim Key Objective 
Young People To help young people resist 

drug misuse in order to 
achieve their full potential in 
society 

Reduce the proportion of 
people under 25 reporting 
use of illegal drugs in the last 
month and previous year 

Communities To protect our communities 
from drug related anti-social 
and criminal behaviour 

Reduce levels of repeat 
offending amongst drug 
misusing offenders 

Treatment To enable people with drug 
problems to overcome them 
and live healthy and crime 
free lives  

Increase participation of 
problem drug misusers, 
including prisoners, in 
treatment programmes which 
have a positive impact on 
health and crime 

Availability To stifle the availability of 
illegal drugs on our streets 

Reduce access to drugs 
amongst 5-16 year olds 

 
Ministerial Responsibility for drug policy in Scotland lies with the Justice 
Minister and national drug policy is implemented locally by the 22 Drug and 
Alcohol Action Teams (DAATs). The cross cutting nature of drug misuse is 
reflected in the constitution of the DAATs which include representatives of the 
NHS Boards, Local Authorities, the Prison service, the Police and the 
Voluntary sector. At time of writing, DAATs are in the process of being 
reviewed. 

AN OVERVIEW OF TREATMENT FOR DRUG MISUSE 
Although the word ‘treatment’ suggests an activity carried out purely by 
clinicians, treatment for drug misuse involves a variety of professions aiming 
to address the many problems that drug misusers present with and therefore 
encompasses social care (e.g. unemployment, housing and relationships).  

REVIEW OF DRUG TREATMENT SERVICES IN SCOTLAND 
In 2004, the Scottish Executive published the outcome of a review of drug 
treatment and rehabilitation services in Scotland. The main types of services 
looked at by the review were: 
 
• Residential Crisis/Respite Care  
• Residential Rehabilitation 
• Community Rehabilitation 
• Substitute Prescribing 
• Self-help Programmes 
• Detoxification 
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The main issues and challenges identified by the review are outlined in more 
detail below. 

Access to Services 
The review of services identified concerns regarding the ability of drug users 
to access services when they wish to, with many services operating at full 
capacity and long waiting times. Short waiting times for drug treatment are 
considered particularly crucial in order to get people into treatment when they 
have the motivation to change. The Scottish Drug Misuse Database outlines 
the length of time people take from the onset of problematic drug use before 
seeking help: 
 

“26% sought treatment within one year of onset, 32% in one to two 
years, and 16% after three to four years of use. The remaining 27% 
took more than five years to seek treatment for their problem drug 
use.” (ISD Scotland, 2006). 

 
The following is a summary of Scottish average waiting times for different 
types of services: 
 
Table 2: Average waiting times for drug treatment services in Scotland, 2005/06 
Referral to 
Assessment 

Structured 
Preparatory 
& 
Motivational 
Intervention 

Prescribed 
Drug 
Treatment 

Community 
Support/Rehabilitation

Residential 
Detox/Rehabilitation

46% < 21 
days 

45% < 14 
days 

32% < 14 
days 

42% < 14 days 39% < 14 days 

47% >21 
days 

53% > 14 
days 

65% > 14 
days 

54% > 14 days 59% > 14 days 

Source: ISD Scotland, 2006b 
 
Unfortunately there is little detailed information on the actual time over 14 or 
21 days that people are waiting, nor the total number of individuals waiting. 
Each DAAT does outline the longest waits experienced in each service, which 
range from ‘< 7 days’ to ‘52+ weeks’. For the majority of DAATs ‘52+ weeks’ is 
the longest wait for each of the above services, but there is no indication as to 
how many people are waiting such lengths. 
 
There are also concerns that waiting times may increase if, under the new GP 
contract, GPs choose to opt out of offering care to drug users. This is because 
looking after drug users in general practice is now considered to be an 
‘enhanced service’. 

Treatment Options 
Concerns were expressed by respondents to the review that drug users 
should be able to access a broad range of services that meet their needs, 
whether this is in the community or in a residential setting. The review report 
acknowledges the limited number of crisis/respite beds as well as concerns 
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about the availability of psychiatric services, especially as psycho-social 
support is known to improve treatment outcomes. 
 
There is also a perception that Scottish services are ill-prepared for dealing 
with users of stimulants such as cocaine and crack, with services being 
geared towards opiate users. 68% of new service users in 2005/06 reported 
using heroin, compared to just 11% reporting cocaine use. However, the 
proportion using heroin has decreased since 2001/02 from 77%, while those 
using Cocaine has increased from 5% (ISD Scotland, 2006). Services may 
also have to adapt to cope with the increasing numbers of older drug users 
who may present with more severe and complex problems. 

Integration of Services 
The treatment of drug users is not the sole responsibility of just one agency 
and requires multi-sectoral involvement. The Executive’s review found that 
people wished for the better integration of services. Specifically, opportunities 
for training, education and employment were mentioned as areas of particular 
importance in integrated care as they give people incentives to stay off drugs 
and be reintegrated into communities. 

Quality of Services 
Ensuring consistent quality of services around the country was raised as a 
challenge in the review of services. Services are commissioned on a local 
basis and certain aspects of treatment are covered by guidance. However, the 
results of the review highlighted the need to ensure that best practice is 
reflected in local practice to nationally consistent standards. 

Drug-related Deaths 
The review highlighted the importance of effective treatment in reducing the 
number of drug related deaths in Scotland. The highest number of drug-
related deaths was recorded in 2002, at 382. This prompted a national 
investigation which reported in 2005 (Scottish Executive, 2005). The 
investigation found that: 
 
• 81% of drug-related deaths occurred in males, 68% were accidental 

overdoses and 13% were suicides 
• 48% of overdoses occurred in the vicinity of other people and in a home 

environment 
• An ambulance was called in 82% of cases but for 81% of these it was too 

late 
• In 95% of cases more than one drug was detected 
 
Subsequent to this report the Scottish Advisory Committee on Drug Misuse 
published recommendations for action which included training in basic first aid 
for drug users and their families, and commissioning research to explore the 
reasons for delays in calling emergency services. 
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Drug Deaths in Scotland have decreased from 382 in 2002, to 336 in 2005, 
but despite the decrease it was raised in the review as a matter of ongoing 
concern. 

Accountability 
Respondents to the review highlighted the feeling that lines of accountability 
between the Scottish Executive, Drug and Alcohol Action teams and local 
service providers have become blurred. There are a number of funding 
streams for drug services and although DAATs act as a focus for local 
commissioning, they do not have the ability to pool budgets. This makes 
accountability and performance management fragmented and although there 
have been some recent improvements, such as the development of 
information on waiting times for treatment at a DAAT level, the review 
uncovered the view that more needs to be done. 

EFFECTIVENESS OF DRUG TREATMENT – WHAT WORKS? 
The answer to ‘what works?’ when it comes to drug treatment depends on the 
outcome(s) desired by the individual, their family, the community, politicians 
and policy makers. A number of different outcomes are used to assess the 
effectiveness of treatments, from a narrow focus on substance use and 
abstinence, to a wider social perspective which takes into account other 
outcomes such as physical health, psychological health, criminal behaviour 
and social functioning. The following section outlines key research evidence 
on the effectiveness of drug treatments for different outcomes. 

EFFECTIVE INTERVENTIONS UNIT REVIEWS 
The Effective Interventions Unit of the Scottish Executive commissioned a 
number of reviews to look at the evidence of what treatments work for 
different types of drug misuse and different types of clients. Findings from key 
reports are summarised below. 

A Review of the Effectiveness of Treatment for Opiate Dependant Drug 
Users 
This review examined the international literature to find evidence of what 
works with opiate users (Simeons et al, 2002). The study looked 
predominantly at 3 different forms of treatment, the key findings for which are: 
 
• Community Maintenance (i.e. stabilisation on a substitute drug) – the 

review found that community maintenance is effective at reducing the use 
of illicit drugs in opiate users and maintaining people in treatment across a 
wide range of ages, ethnic groups and length of drug using history. 
Programmes with more and better psycho-social services are better at 
reducing illicit drug use and retaining people in treatment longer. 

• Community Detoxification – Between 19% and 83% of participants 
returned to opiate use before the end of detoxification programmes. 
Lofexidine was the most effective drug at relieving withdrawal symptoms 
and intensive counselling or behavioural treatment had a considerable 
beneficial effect on retention and abstinence. 
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• Residential Rehabilitation – There is inadequate evidence to assess the 
effectiveness of residential rehabilitation programmes on opiate users. The 
small amount of literature that does exist suggests that such programmes 
may contribute towards reducing illicit opiate use and criminal activity as 
well as improving employment rates. 

Review of Residential Detoxification and Rehabilitation Services for 
Drug Users 
A further review commissioned by the Executive looked at evidence on the 
effectiveness of residential detoxification and rehabilitation services for all 
types of drug users (Effective Interventions Unit, 2004). The findings of this 
review were: 
 
• Time in Treatment - Residential rehabilitation programmes of at least 

three months duration are more effective than shorter programmes. 
• Retention - Those who complete residential rehabilitation programmes 

have significantly better long-term outcomes than those who leave 
prematurely. However, residential rehabilitation programmes have high 
drop-out rates with studies showing that one-quarter of clients leave within 
two weeks of entry and 40% leave within three months. 

• Client Characteristics - Clients with less severe problems are more likely 
to be retained in treatment. However, even clients with very severe 
problems, including co-morbid psychiatric problems, can achieve similar 
outcomes to those with fewer difficulties if more intensive individualised 
services are made available to them. 

• Provision of Aftercare - Following completion of a residential 
rehabilitation programme, community aftercare is necessary to sustain the 
good outcomes achieved. 

DRUG OUTCOMES RESEARCH IN SCOTLAND (DORIS) 
The Centre for Drug Misuse Research at the University of Glasgow conducted 
a longitudinal cohort study looking at the outcomes of different types of drug 
treatments including methadone, residential rehabilitation and residential 
detoxification. The participants of the study were followed up at 8 months, 16 
months and 33 months. After 33 months the main findings across all 
treatments were1: 
 
• Heroin use in the last 3 months fell from 87% to 53% 
• Acquisitive crime in the last 3 months fell from 66% to 37% 
• The proportion of clients who were homeless fell from 23% to 10% 
• The proportion of clients who had self-harmed fell from 39% to 11% 
• The proportion who shared needles fell from 24% to 10% 
• The proportion in paid legal work initially fell from 23% to 9% but 

recovered to 20% after 3 years 
• Unsafe drinking rose from 15% to 18% 
 

                                                 
1 Source: Data obtained directly from the Centre for Drug Misuse Research at Glasgow University  
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Therefore drug treatment services in Scotland do have some positive effects 
on various outcomes with the exception of a slight increase in levels of unsafe 
drinking and a decrease in those undertaking paid legal work. 

METHADONE AND ABSTINENCE 
Methadone maintenance treatment is a common treatment used for opiate 
misusers and has been pursued as both a means of reducing drug-related 
harm and helping people towards a drug free lifestyle. 
 
The debate around methadone has reignited in recent times following a 
number of high profile cases involving children and due to the results of the 
DORIS study which found that 3 years after starting methadone treatment, 
just 3.4% of drug misusers were drug-free. This compares to 29% of those in 
residential rehabilitation and is despite the finding that the majority of people 
(57%) entering treatment wish to be drug free. It is also significantly less than 
levels of abstinence found in a comparative English study (25%) (Gossop et 
al, 2001). 
 
In 2005/06, the cost to the NHS of dispensing methadone mixture was 
£12,200,215. However there is no definitive figure on the number of people on 
methadone at any one point in time. Some estimates by the Information and 
Statistics Division of the NHS in Scotland are set out below: 
 
Table 3: Estimated number of people being prescribed methadone in Scotland, 
by NHS Board 2002-2004 

 2002 2003 2004 % change 
from 2002 

Argyll & Clyde 1568 1645 2000 +27.5 
Ayrshire & Arran 1026 1295 1215 +18.4 
Borders 56 61 77 +37.5 
Dumfries & Galloway 269 384 402 +49.4 
Fife 858 833 897 +4.5 
Forth Valley 284 361 572 +101.4 
Grampian 1413 1403 1591 +12.6 
Greater Glasgow 6133 6569 6623 +8 
Highland 110 154 212 +92.7 
Lanarkshire 1294 1438 1348 +4.1 
Lothian 2191 2559 3104 +41.7 
Orkney 0 0 0 0 
Shetland 32 27 25 -21.9 
Tayside 1166 1289 1161 -0.4 
Western Isles 0 0 0 0 
Scotland 16401 18017 19227 +17.2 

Source: Information and Statistics Division of the NHS in Scotland 
 
These figures should be viewed in the context of recent research which 
estimates that in 2003 there were approximately 51,582 problematic opiate 

 7



and/or benzodiazepine users in Scotland (1.84% of the population) (Hay et al, 
2005). 
 
Some commentators who have spoken out in defence of the use of 
Methadone include the Scottish Drugs Forum who state that harm reduction 
programmes such as methadone give users ‘vital breathing space’ as they 
attempt to come off drugs, and that for some users the process can take ‘10 
years or more’2. 
 
Others such as Tom Wood (former Deputy Chief Constable of Lothian and 
Borders Police and Chair of the Association of Drug and Alcohol Action 
Teams) have commented that a rise in methadone prescriptions should not 
necessarily be viewed in a negative light because: 
 

“Methadone was never meant to be seen as the final solution, it is just a 
step in the road to recovery. It is not fair to see a rise in methadone 
prescriptions as an index of failure because I think it shows we are 
getting more people into referral services and they are on methadone 
programmes as opposed to on the streets taking heroin”3

 
This view of methadone as a method of stabilising users’ lifestyles is 
supported to some extent by the research from Glasgow University as it 
shows that, while not as effective as complete abstinence, being on 
methadone and abstinent from other drugs resulted in better outcomes than 
not being abstinent at all (e.g. more likely to be in education or employment, 
better health, lower levels of self harm and criminal behaviour). Similarly, 
international evidence supports the finding that methadone is more effective 
at retaining people in treatment and reducing heroin use compared to 
treatments that do not utilise opioid substitutes (Mattick et al, 2003). 

FUNDING AND THE ECONOMICS OF DRUG MISUSE 
It is difficult to get a global figure of how much is spent on drug misuse in 
Scotland because funding comes from such a wide range of ring-fenced and 
mainstream budgets. However, in response to a PQ (S2W-17179), the 
Executive set out the following specific funding streams: 
 
Table 4: Specific funding streams for drug misuse in Scotland, 2001-2006 
Drug Misuse (£ Million – cash terms) 2001-

02 
2002-
03 

2003-
04 

2004-
05 

2005-
06 

Treatment (via NHS Boards) 14.9 16.9 16.9 19.7 25.7 
Rehabilitation (via authorities) 6.8 6.8 6.8 6.8 6.8 
Prisons 2.0 4.0 4.0 4.0 4.0 
Criminal Justice (drug courts etc) 2.7 5.6 6.4 7.8 9.9 
Community Disposals (SIPs etc) 5.0 8.5 11.4 12.0 12.7 
Enforcement (SDEA etc) 13.7 15.7 19.9 21.2 23.4 
Communication/support 2.4 2.4 2.4 1.8 1.8 
Scotland Against Drugs 1.0 1.5 1.5 1.5 1.5 
Information/Research 1.5 1.5 1.5 1.5 1.5 

                                                 
2 BBC News Article – Abstinence call in drugs study
3 Evening News, 19th December 2006, Number of prescriptions for methadone on rise in Lothian
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Drug Misuse (£ Million – cash terms) 2001-
02 

2002-
03 

2003-
04 

2004-
05 

2005-
06 

Drug and Alcohol Action Teams and 
National Support 

1.5 1.5 1.5 1.5 1.5 

Total (cash terms) £51.5m £64.4m £72.3m £77.8m £88.8m 
 
However, it should be noted that a large amount of expenditure will come from 
mainstream budgets and this will not be reflected in the above table. In 1999, 
the Scottish Executive published a ‘Review of Executive Expenditure on 
Tackling Drug Misuse’ (Scottish Executive, 2000). This review specifically 
aimed to disaggregate expenditure on drug misuse across department 
budgets and estimated drugs-specific spend, generic drugs spend and 
consequential expenditure. The review estimated the following: 
 
• Drugs-specific spend in 1999 was £56.1m 
• Generic drugs spend in 1999 was £85.4m 
• Consequential expenditure in 1999 was £191.42m 
 
Therefore, for every pound spent on drug-specific programmes, approximately 
£1.50 is spent by generic programmes and £3.40 on the consequences of 
drug misuse. 
 
Of the drugs-specific and generic drugs spend (£141.5m), 46% was spent on 
enforcement, 38% on treatment/rehabilitation and 16% on expenditure. The 
Executive also calculated the distribution of funds between the 4 priority areas 
of the drug strategy4 (young people, communities, treatment and availability) 
and found that 33% was spent on communities, 31% on availability, 25% on 
treatment and 11% on young people. 
 
There is a lack of literature on the cost-effectiveness of treatments for drug 
misuse. However, one often quoted figure comes from the National Treatment 
Outcomes Research Study (the English equivalent to the DORIS study) which 
calculated that for every £1 spent on treatment, £3 is saved in reduced 
demands on the criminal justice system and lower levels of victim costs of 
crime (Gossop et al, 2001; Godfrey et al, 2004). 
 

Kathleen Robson 
Senior Research Specialist 
Health & Community Care 

SPICe 

                                                 
4 The report urges caution with these calculations as they considered some of the allocations to be 
‘fairly arbitrary’  
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Agenda Item 2            HC/S2/07/01/08 
23 January 2007 

Health Committee 
 

Treatment of Drugs Users in Scotland – Paper from Scotland’s Futures 
Forum 

 
 
Background: 
 

1. On 15 January 2007, Scotland’s Future Forum held a conference in the 
Scottish Parliament entitled: “Over the Horizon – Fresh Perspectives 
on Alcohol and Drugs”. 

 
2. The Forum has provided the Committee with the attached note to 

assist it in its consideration of the issues. 
 
Recommendation: 
 

3. Members are asked to note the Futures Forum comments when 
considering the issues at today’s meeting. 



 
 

 
 
 
UPDATE NOTE TO THE HEALTH COMMITTEE 
 
 
Background 
 
1. As a parliamentary resource, the Futures Forum aims to support and 
assist MSPs and Committees, by adding a “futures” perspective to ongoing 
work. This approach has proved very successful during the Forum’s 2006 
project on the positive aspects of Scotland having an ageing population. 
 
2. Scotland’s Futures Forum’s Board of Director’s recently agreed that a 
futures study, looking at fresh perspectives on alcohol and drugs, should be 
undertaken, following the May elections.  
 
3. The Forum is an academic and safe environment to test and consider 
new thinking and is ideally placed to bring together a wide range of 
stakeholders. The Forum does not seek to duplicate research or conduct 
policy work but, hopes to add value by stimulating public policy debate about 
the future. 
 
4. To that end, on 15 January 2007, the Forum brought together 250 
experts including drug users, alcohol and drug workers, health care 
professionals, the drinks industry, public policy makers and academics. The 
one day conference considered where the Forum might focus its project on 
alcohol and drugs. 
 
Main discussion points 
 
5. The Conference heard from three speakers (Programme attached at 
Annex A) then broke into 6 café conversations across the Parliament. The 
Café themes were: 
 

 Hidden Harm- children and young people's futures 
 Key Policy Drivers 
 Treatment- Improving treatment options 
 Public Info & General Overview 
 Role of Communities 
 Regulation/prohibition continuum 



 
6. The Forum is currently analysing the thinking to come from these 
sessions, which will help inform the direction of the project. This analysis will 
be passed to the Health Committee as soon as possible. As part of the 
Health Committee’s legacy considerations, the Forum would be very 
grateful to receive guidance where the Committee thinks the Forum’s 
project could concentrate its work over the year long project. 
 
7. Following the election, The Forum will continue to seek advice and 
provide feed back to relevant Committees. 
 
Project Management 
 
8. Between January and May 2007, the Forum will model the futures 
project, presenting plans to the Project Board for approval. Frank Pigatelli has 
kindly agreed to chair that Board. 
 
9. It is anticipated that the futures project will be fully participative, 
engaging at a local level, and have a strong international focus, both by way 
of considering best practice from abroad and taking account of emerging 
international research. 
 
10. As part of the year long project, the Forum will also develop a quarterly 
international lecture series at Holyrood, maintain and support the network of 
people who attended the launch conference, and run monthly futures 
workshops at Holyrood, bringing together relevant interests and testing the 
work of the futures project. 
 
11. The Forum is very keen to engage with the Health Committee in 
this work and undertake the project in ways the Committee would find 
helpful. 
 
Robert Rae 
Scotland’s Futures Forum 
January 2007 
 



Annex A 
 

OVER THE HORIZON – PROGRAM FOR 15 JANUARY 2007: 
FRESH PERSPECTIVES ON ALCOHOL AND DRUGS 

 
 
9.30 - 10.30 a.m.  Coffee and registration 
 
10.30 - 10.35 a.m  Plenary session in the Chamber, Scottish  
    Parliament. Welcome and introduction from  
    Facilitator 
 
10.35 - 11.00a.m.  Prof Tony King, Chair, RSA Commission and  
    Professor of Government at Essex University 
 
11.00 - 11.15a.m.  Q & A 
 
11.15 - 11.30a.m.  Rev John Miller, Castlemilk East Parish Church 
 
11.30 - 11.45a.m.  Tom Wood, Chair, The Scottish Association of  
    Alcohol and Drug Action Teams 
 
11.45 - 12.00p.m.  Q & A 
 
12.00 - 1.00 p.m.  Lunch (Sandwich buffet lunches will be served) 
 
1.00 - 2.45 p.m.  Conversation cafes within Committee rooms 
 
2.45 - 3.00 p.m.  Return to Chamber for Plenary session  
 
3.00 - 3.45 p.m.  Final Plenary session  
 
3.45 p.m.   Close  
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SP Bill 79–PM 1 Session 2 (2006)

TREATMENT OF DRUG USERS (SCOTLAND) BILL

——————————

POLICY MEMORANDUM

INTRODUCTION

1. This document relates to the Treatment of Drug Users (Scotland) Bill introduced in the 
Scottish Parliament on 29 September 2006. It has been prepared by Rosemary Byrne MSP, the 
Member in Charge of the Bill, in accordance with Rule 9.3.3A of the Parliament’s Standing 
Orders. The contents are entirely the responsibility of the Member and have not been endorsed 
by the Parliament. Explanatory notes and other accompanying documents are published 
separately as SP Bill 79-EN.

POLICY OBJECTIVES OF THE BILL

2. The objective of the Bill is to provide for all drug users to be assessed for an individual 
holistic care plan within seven days of requesting such assistance, and for this care to be financed 
in part from a percentage of the monies seized under the Proceeds of Crime Act (2002).

3. The aim of the Bill is to provide a range of treatment and rehabilitation options to drug 
users to support them and their families. This range of options would be based on the needs of 
the drug users and their families and would include physical, psychological and emotional care, 
housing and social care issues including child protection and education and employability 
options. This range of options would lead to a reduction in numbers using drugs and reduce the 
burden of care on local health and social care services whilst reducing crime and the costs 
associated with criminal justice proceedings.  

4. The secondary aim of the Bill is to use a percentage of monies seized under the Proceeds 
of Crime Act 2002 to provide an additional income stream to fund the treatment and 
rehabilitation services. 

5. This approach will address the inequality in service provision and availability across the 
country particularly for those who need a range of treatment options and yet fail to meet current 
criteria to receive assistance.

6. This Bill should contribute to the overall health and well-being of the people of Scotland.  
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Practicalities

7. This Bill will require a designated professional, “the care worker”, to  assess the drug 
user and help integrate the service provision that the drug user and their family might need.

8. The care package will be based on clinical need and may need input from various 
professionals from amongst others health, social care, education and housing. The care worker 
would be able to access such help from their agencies on behalf of the drug user and their 
families.

9. All of these services currently exist, some provided by Local Authorities some by Health 
Boards and the care worker would integrate these services as determined by clinical need. 

BACKGROUND

The drugs problem

10. At the present time Scotland’s communities are blighted by drugs,  from the actual 
physical and psychological harm done to users and their families to the effects on the wider 
community through the strain on health and social services and the criminal justice system. 

11. This Bill seeks to address this by offering a range of treatment options to be determined 
by clinical need and by integrating services to ensure equality of treatment across the country. 

12. There were 336 drug-related deaths in Scotland in 2005. Deaths involving cocaine 
accounted for 13% while those from heroin totalled 58%. The number of deaths involving 
methadone was 21%. Deaths from ecstasy totalled 3%. Of those who died, 14% (47) were aged 
under 25, while 83% (278) were less than 45 years of age. 23% were female and 77% were male. 
There is some anecdotal evidence that some drug related deaths may not be recorded as such. 
This is due to a variety of factors including the actual cause of death being a complex 
combination of several conditions and the reluctance of some families to inform medical staff of 
any drug use. This may lead to an underestimation of drug deaths.

13. According to a study by Glasgow University and Scottish Centre for Infection and 
Environmental Health in 2003 there were 51,582 people in Scotland misusing Opiates and/or 
Benzodiazepines. This is generally accepted to be the best indication of national prevalence. 
However, it does not include people who have problems with other types of drugs (e.g. cocaine, 
cannabis) and therefore could be considered an underestimate of the total number of drug 
misusers. 1

14. There were 41,823 drugs crimes recorded by the police in 2004/05.

1 National Study of Prevalence in Problematic Drug Misuse in 2003 by Glasgow University & SCIEH 
http://www.drugmisuse.isdscotland.org/publications/04dmss/prev.htm
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The current legal position

15. There is currently no statutory duty on Ministers to provide care for drug users or their 
families. The National Health Service (Scotland) Act 1975 places a general duty on Ministers in 
relation to all patients while the NHS Reform (Scotland) Act 2004 added a duty for Ministers to 
promote health improvement.

Problems with the current system

16. The current provision of drug treatment and rehabilitation services is inconsistent, and 
poorly funded. While there are very many excellent projects and professionals working in the 
field and many pockets of good practice, the lack of co-ordination between agencies means that 
service users can receive different treatment services in different areas while service providers 
have to spend considerable amounts of time chasing funding rather than providing a service.

17. The services offered to drug users can vary from area to area especially in rural areas. 
This can result in the treatment being offered not being based on clinical need but merely on 
what is available in that region. 

18. The criteria for accessing treatment options also varies between areas such that those 
seeking treatment may not be offered the best treatment as determined by clinical need but 
whether or not they fit the locally set criteria. This is especially true for access to methadone 
programmes.

Funding Issues

19. In 2005-6 £66.7 million was allocated by the Scottish Executive to tackle drugs. This 
money was allocated for “drug treatment”.2  £32 million of that was allocated to NHS health 
boards for the treatment and rehabilitation of drug users. It is left to the Health Boards to 
determine the best use of that money. 3

20. The current funding mechanisms are short term in their outlook and thus prevent long 
term strategic planning and delivery of services by groups working in the field of drug treatment.

21. The current funding mechanisms can result in organisations and projects spending time 
chasing funding rather than on service delivery. 

22. Studies of potential savings to the criminal justice system from treatment and 
rehabilitation services currently give an estimate that for every £1 spent on treatment services 
£9.50 is saved in the criminal justice system.4

2 www.scotland.giv.uk/News/Releases/2006/08/31142714
3 Parliamentary Question  S2W-25931 15/05/06
4 Godfrey C., Stewart D., Gossop M. Economic analysis of costs and consequences of the treatment of drug misuse: 
2 year outcome data from the National Treatment Outcome Research study (2004).
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ALTERNATIVE APPROACHES

23. The objectives set out in this Bill can only be achieved via the Bill. The situation of 
excessive demand and inadequate supply in the NHS and Social Services for example, the cap on 
methadone prescribing in a number of Health Board areas and the shortage of Child and Family 
social workers in Local Authorities, means that if a specific time requirement is not imposed in a 
treatment package, or a range of treatment options is not available, then treatment will either be 
inadequate or drug users will have to wait an excessive time for treatment. In both instances this 
exacerbates the problems experienced by users and their families. 

24. Current policy on drug misuse has been centred on Criminal Justice; prison sentences for 
drug crime do not provide rehabilitation but only serve to act as a revolving door whereby drug 
addicts move in and out without the addiction being addressed. Drug testing and treatment orders 
can be effective where there are effective services, however there are limited services in some 
areas resulting in testing rather than treatment being the case.

25. Education on drug misuse and prevention is crucially important, particularly in schools. It 
is vital that the message put out to young people is meaningful and consistent. However 
education on prevention will not impact on those currently addicted other than through important 
harm reduction policies which should be part of any treatment and support package.   

26. The requirements in the Bill are that the Minister would have a specific duty thus 
enabling careful monitoring. A specific duty rather than a general duty would ensure access to 
appropriate assessment and services and integrated service provision equally across Scotland 

27. The time requirement and duty of care will concentrate resources and address the current 
post code lottery.

28. Despite years of reported concern about inadequate supply of drug treatment and 
rehabilitation places the gap between demand and supply remains unacceptably wide and only 
this Bill will force a significant narrowing of the gap. 

CONSULTATION

29. The draft proposal for the Bill was lodged on 21 April 2006. The final proposal was 
lodged on 24 August 2006.  The following 18 MSPs supported the Bill; Carolyn Leckie, Margo 
MacDonald, Frances Curran, John Farquhar Munro, Jean Turner, Colin Fox, Dennis Canavan, 
Rosie Kane, Tommy Sheridan, John Swinburne, Elaine Smith, Campbell Martin, Patrick Harvie, 
Mark Ballard, Chris Balance, Robin Harper, Eleanor Scott and Shiona Baird.

30. The Member undertook a wide ranging consultation on the general principles of the 
proposed Bill between April and August 2006. Respondents were invited to address 7 set 
questions which also provided an opportunity for additional comments.
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The Responses

31. Copies of the Consultation were widely circulated amongst individuals and groups 
working in the field of drug use, health professionals, Local Authorities and individuals. In total 
85 responses were received. These included responses from Health Boards, charities, 
organisations representing those with drug problems, professional bodies representing nurses, 
doctors and pharmacist and many individuals including current and ex drug users.

32. The first question put in the consultation document was on the general principles of the 
Bill. “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?”

33. 93% percent of those who responded to the consultation were in favour of the general 
principles of the Bill. 28% raised the issue of timescale and whether adequate resources were in 
place to offer such a tight time scale. Only 3.5% of respondents were not in favour of the 
proposed legislation. 

34. While some respondents had raised concerns about the ability to meet the proposed 
timescale several felt that the idea of a set timescale was a good idea as the nature of drug abuse 
is not conducive to clients remaining stable and motivated when on a waiting list.

The range of options

35. The consultees were then asked about the care plan options. “The Bill proposes to offer a 
range of options within the care plan, to drug users. Which do you think should be offered?”.

36. The respondents gave overall support for the options offered. Almost all of those who 
responded to the question about the care plan voiced their approval   of the need to offer a range 
of options. However a few also raised concerns about how the offer of treatment options could 
be delivered within the declared timescale with some stating that the current resources in their 
areas made it impossible to currently offer all of those services.  

37. Several respondents stressed that clinical need should obviously determine the actual 
options within any care plan and that there should also be client input. Some members of the 
Scottish Drugs Forum stressed that,  “whatever you offer has to be needs led – client should 
determine what service is needed”. 

Alternative prescribing

38. The consultees were asked about substitute prescribing. “The Bill proposes to offer 
substitute prescribing such as Methadone, Heroin, Buprenorphine and Subutex as part of the care 
plan. Do you agree with this proposal?”.

39. One of the treatment options that is proposed within the draft Bill is  substitute 
prescribing. This could include the prescribing of substances such as methadone or subutex or in 
some cases heroin under clinical conditions. 
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40. While some respondents were either unsure about this issue or felt that it did not apply to 
them only 14% of respondents were totally opposed to the idea of any form of substitute 
prescribing and some 66% were in favour.  

41. Of those who supported the idea of substitute prescribing almost 70%  did so on the 
understanding that the prescribing was based on clinical need and was carried out under strict 
medical supervision. 

Provision of a home risk assessment

42. The consultation asked – “The Bill proposes to offer child care as part of the care plan. 
Do you think this should include a home risk assessment?”.

43. The Bill recognises that drug use does not only affect the user but also their family and 
that can include children. The Bill does not in any way aim to penalise the vast majority of drug 
using parents who care for their children in an excellent and loving manner. What the Bill does 
offer however is the option of a home risk assessment to help those drug users who are 
struggling with parenting. The Bill would propose undertaking a risk assessment to identify what 
support could be offered to parents.

44. The establishment of a risk assessment was supported by 76% of respondents with 11% 
of respondents not supporting this. 

45. Some concerns were raised however, that child risk assessments might be perceived by 
drug users as a means by which their children might be taken into care and as a result those drug 
users, especially mothers, might not access treatment and rehabilitation services as a result. 

Determination of care worker

46. The consultees were asked – “The Bill proposes that a single care worker should co-
ordinate the care plan. Who do you think the care worker should be?”.

47. The holistic care package will be delivered by an identified professional care worker and 
the consultation process sought opinions as to who that professional should be.

48. The issue as to who the professional care worker should be was an important element of 
the care plan and the respondents recognised that importance. 

49. 29% thought it should be a drugs worker, 5% thought it should be a social worker, 2% 
wanted a psychiatric nurse, and a further 6% wanted some combination of drugs worker, social 
worker, and psychiatric nurse. However 40% of respondents were unsure as to who the care 
worker should be.

50. Several respondents stated that the drug user should be involved in the appointment of the 
care worker; several thought that the worker should be an ex-addict and some wanted a 
combined approach from several agencies.   
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Responsibility for overall care

51. The consultation asked, “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?”.

52. The delivery of the services contained in the Bill will require coordination between 
several service providers and the Bill asked which Minister or department should have overall 
responsibility for this role.  

53. Support for which Minister should be responsible for the measures in the bill varied with 
36% favouring the Health Minster, 14% wanting the Communities Minister and 25% wanting 
some other Minister to be in charge. 11.5% of respondents were unsure as to who should have 
overall control while a further 13.5% did not feel it applied to them.

54. The majority of respondents did not want the Justice Minister to have overall 
responsibility and some raised the suggestion of creating a dedicated “addictions” Minister. 

55. Several stated that whichever Minister had control there had to be integration of services. 
Several examples were given as to the current lack of integration between agencies - “… what 
matters is that there is an integration of purpose and action at governmental and operational 
level” (NHS National Services Scotland).

Use of monies seized under the Proceeds of Crime Act (2002) 

56. Consultees were asked  - “The Bill proposes should 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?”.

57. It is recognised that the provision of drug treatment and rehabilitation services will cost 
money and while the vast majority of that funding is already in place and should under the 
provisions of this Bill merely be better targeted, the Bill also provides for a percentage of monies 
seized under the Proceeds of Crime Act (2002) to be ring fenced for drug treatment and 
rehabilitation services.

58. All of the respondents to the consultation understood that the proposals in the Bill would 
need core funding however the proposal to use a percentage of the money seized from drug 
dealers under the Proceeds of Crime Act (2002) to help pay for the care plan was strongly 
supported with some 79% of respondents in favour. 

59. Concerns were raised however by the Association of Scottish Police Superintendents who 
felt that the amount of money seized under the Proceeds of Crime Act was relatively small and 
would not go very far. 
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EFFECTS ON EQUAL OPPORTUNITIES, HUMAN RIGHTS, ISLAND 
COMMUNITIES, SUSTAINABLE DEVELOMENT ETC.

60. The Bill will have no negative effect on equal opportunities. In fact the Bill will increase 
the availability and standardise the services provided to drug users so will enhance the equal 
opportunities of the people of Scotland. 

61. On a very fundamental level the Bill removes two types of discrimination. Those who 
currently seek help with drug abuse in rural areas often find that the services they require are
unavailable in their home areas such that they receive a second class service for their problems. 
In some areas of Scotland due to finances and the way services are organised not all treatment 
options are available. The proposed Bill would remove this level of discrimination by ensuring 
that all services were made available on the basis of clinical need rather than financial constraint.  

62. The Bill does not affect rights under the European Convention on Human Rights and 
there is no distinction made by the Bill between island and rural communities and any other 
communities. In fact the Bill enhances the provision of drug treatment services in rural areas.

63. The Bill will have no negative effect on sustainable development.

LOCAL GOVERNMENT

64. The Bill will impact on the provision of services of Local Government. The Bill requires 
Local Authorities to integrate drug treatment and rehabilitation services within their area. 

65. The accompanying Financial Memorandum assesses the financial impact of the Bill on 
local authorities in detail. In general it is not expected there will be a significant additional cost 
on local authorities. The current funding for drug treatment and rehabilitation services from 
central Government will not decrease but will be better targeted. The Bill will also provide an 
additional income stream as it provides for a percentage of the money seized under the Proceeds 
of Crime Act 2002 to be utilised for drug treatment and rehabilitation. The requirement is that 
money seized must be spent on drug treatment and rehabilitation services within the area of 
seizure.

66. The Member in charge of this Bill endorses the comments in this document and believes 
that the provisions of this Bill will enable an integrated delivery of drug treatment and 
rehabilitation services to be effected across the country for the benefit of drug users, their 
families and the wider community. 
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BRIEFING PAPER BY THE MINISTER FOR JUSTICE 

 
The Committee has indicated that it wishes to explore two issues: 
 
A. How effective is the current approach to drug treatment and 
 rehabilitation in Scotland? 
 
1. Everyone wants a society in Scotland that is drug-free.  That is our long-term 
aspiration.  However, we need to recognise that eradicating both the supply of, and 
demand for, illegal drugs is a world-wide challenge, with most developed countries 
facing serious problems of illegal drugs misuse.  There is no country that has been 
significantly more successful than others in tackling the drugs problem.   There are 
no easy answers; and no quick fixes. 
 
2. Tackling drugs misuse requires a multi-pronged approach, based on 
prevention and education; treatment and rehabilitation; and enforcement.  An 
effective strategy needs to help prevent people getting involved in drugs in the first 
place; provide effective and timely treatment and rehabilitation for those with serious 
drugs problems; protect communities suffering as a result of drugs misuse and drug 
dealing; and disrupt the supply of drugs into Scotland.    The current national 
strategy in Scotland includes all these elements. 
 
3. Getting people into treatment is an effective way of reducing crime and 
improving health and social well-being.  We have made substantial progress in 
recent years in getting people into treatment, both community based and residential.     
The number of new clients accessing treatment in 2005-6 was 13,791, an increase 
of 30% from 2000-1, with a near four-fold increase in people accessing residential 
services (treating both drug and/or alcohol problems) between 2001-2 and 2004-5.   
This is a very positive outcome of the increased investment made by the Executive 
over recent years.  Investment has nearly doubled in five years - £23.7m was 
provided to NHS Health Boards in 2005-6 compared with £12.3m in 2000-1. 
 
4. There is no single form of treatment that works best for most people.   
Decisions about treatment options must be made by clinicians in consultation with 
clients.  Methadone has its place, by offering people the chance to stabilise their 
lives and stop the criminality associated with drugs misuse.  However, we need to 
make sure that methadone is being prescribed properly, according to national clinical 
guidelines and that adherence is being monitored effectively.  These issues, 
amongst others, are being addressed by the review commissioned by the First 
Minister, the report on which will be presented to Parliament after the election. 
 

 



 

5. Some people do not want to go onto a substitute-prescribing programme and 
they should be given the option of detoxification.  The Executive is providing 
investment in order to extend the range of treatment options available locally and 
through piloting innovative treatment approaches.   
 
6. However, it is clear that, whatever treatment approach is used, it should not 
be offered in isolation of wider support to address the economic, social and 
psychological problems that cause or contribute to addiction – homelessness, 
unemployment, low educational attainment, family breakdown, mental health 
problems.  Unless immediate treatment is linked to longer-term support people are 
unlikely to sustain abstinence whatever treatment option is chosen.     This has been 
the weak link in the chain of our approach to treatment and rehabilitation and we 
must address this as a matter of priority.  
 
7. Treatment in a residential setting can be very helpful for many people and 
their families, but there is no clear evidence that residential services achieve better 
outcomes generally than community-based services.  However effective the 
treatment, most people still want to return to their families and communities at the 
end of their residential treatment and need to be able to access quickly and easily 
community-based after-care services so that the benefits from residential support 
can be sustained in the longer term.    We also need to recognise  
 
B. How can the current approach be improved to better address the 
 problem of  drugs misuse? 
 
8. The Executive is not complacent about its current approach to drugs misuse.  
It is clear that we need to improve what we do in various ways. 
 
9. While we have been successful in getting people into treatment, we need to 
increase the flow of people out of addiction, into drug-free, productive lives, wherever 
possible.  This requires improving the quality and consistency of services; better 
integrating treatment with wider rehabilitative support; and improving the 
accountability of services for delivering tangible outcomes. 
 
10. We are already taking action in all these areas, including introducing quality 
standards for substance-misuse services and improving the inspection of drugs 
services; providing training of GPs and other health workers in the management of 
substance misuse; reviewing the place of methadone in drug treatment and 
residential treatment provision in Scotland; taking stock of the effectiveness of 
Alcohol and Drug Action Teams; and plugging gaps in our knowledge, through 
improved data and research.     
 
11. We also need to do more to reduce the flow into addiction, by putting more 
emphasis on prevention.  We need to improve the targeting and delivery of our 
prevention and education messages, both in formal school settings and informally 
and for both children generally and those most at risk from moving from drug 
experimentation to hard drug use and addiction, because of the families they are 
brought up in or the areas in which they live.   

 



 

12. We need to do more to support and protect those young people most at risk of 
addiction and, particularly those living in substance-misusing households.  We are 
not prepared to see children’s lives damaged by their parents’ drug misuse.  We 
need to continue to offer those parents the help to address their drug habit but we 
also need to be ready to act in the best interests of the child.  The Children and 
Young People Cabinet Delivery Group is driving forward an integrated action plan 
set out in “Hidden Harm – Next Steps”.  Such action includes:  improving the 
identification of children at risk from parental substance misuse; ensuring agencies 
get better at sharing information; making sure there is a more interventionist 
approach by social workers; and providing more advice on contraception, to 
encourage people to take better informed decisions about having children. 
 
13.  We are also looking at a more contractual approach between service providers 
and parents.  We want to develop voluntary supportive contracts which make sure 
that parents are clear about their responsibilities, the consequences of their actions 
and the support and treatment they will receive in return.  Parents should be offered 
a range support to enable them to be the best parent they can be.  We are 
developing detailed pilots for this approach and will ensuring it is robustly evaluated.   
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