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[bookmark: _GoBack]Public Health Drugs Special Interest Group
2nd February 2021-11-12:30pm
Via Microsoft Teams
AGENDA
Chair: Duncan McCormick

	Item no.
	Agenda Item
	Lead
	Papers
	Time

	1. 
	Welcome and Introductions


	Chair
	
	11am

	2. 
	Actions from previous meeting: 
· COVID vaccination 
· Contact tracing and guidance for homeless service  
· NFOD-Service Specification Update
· Lead for the DDTF surveillance subgroup 
	Chair/Tara
	

	11:10am

	3. 
	Review of interim NRS DRD figures:
· context and interpretation 

	Chair/ALL
	



	11:20am

	4.
	Group updates (for information):
· PHS 
· DRD/subgroups
· Boards
	Chair/ALL
	


	11:45am

	5.
	Review of Objectives
· Group Chair
· Group Survey Feedback and Next Steps.
	Chair/ALL
	

	12:00pm

	6.
	AOB
	Chair/ALL
	
	12:25pm

	7.
	Date of Next Meeting: TBC
	
	
	12:30pm
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PH Drug Special Interest Group

9th November 2020 10:30am to 12:00pm

Microsoft Teams

Chair: Tara Shivaji

Action Note





Attending:

Tara Shivaji (TS) Public Health Scotland (Chair)

Denise McHugh (DM) ScotPHN (Note)

Phil Mackie (PM) ScotPHN

Ann Erickson (AE) NHS Tayside

Lindsay Murphy (LM) Public Health Scotland

Andrew McAuley (AM) Public Health Scotland

Lee Barnsdale (LB) Public Health Scotland

Liz Taylor (LT) Public Health Scotland

Elinor Dickie (ED) Public Health Scotland

Trevor Lakey (TL) NHS Greater Glasgow & Clyde

Trish Tougher (TT) NHS Lanarkshire

Wendy McConnachie (WC) NHS Shetland

Elaine Lawlor (EL) NHS Forth Valley

Laura Doherty (LD) NHS Ayrshire & Arran

Clare Glen (CG) NHS Lothian







Apologies

Emma Fletcher (EF) NHS Tayside (Chair)

Duncan McCormick (DM) NHS Lothian

Ann Conacher (AC) ScotPHN

Elisabeth Smart (ES) NHS Highland

Deborah Stewart (DS), NHS Highland

David Lydall (DL) Scottish Drug Forum  

Jackie Davies (JD), NHS Dumfries & Galloway



 					

		Agenda Item

		Action/Comments

		Responsible



		1.

Welcome & Apologies 

		TS welcomed everyone to the meeting, introductions were made and apologies noted. 

		



		2.

Note 

from Previous meeting 

		TS and the group declared action note of last meeting as accurate. (5th August 2020)



The group agreed to continue with an action note due to the current situation.

 







Group Membership-Rolling Action:

Group agreed to allocate a Deputy for each member of the group and update ScotPHN.



		



















ALL







		3.Agreed Actions

		NFOD



TS updated the group with regards to the NFOD immediate response service plan for non-fatal overdose and DPIA template, after discussion it was agreed that it would be beneficial to carry out some mapping work to further develop the service specification and DPIA framework, it was agreed DM would send out the service specification (attached) to the group for comments or amendments by the end of December 2020.  It was also agreed that DM would send an email to the group asking them to share any information they have which could be useful to the development of the DPIA (Data Protection Impact Assessment), especially any copies of existing DPIAs, information sharing agreements or copies of reports of engagement exercises with the public that looked at balancing confidentiality with saving lives after an overdose.



TS stated that once the information is collated, she will ask for nominated representatives from areas to come together for a short meeting in last week of January in order to finalise the specification, DM will be in touch to arrange.



The completed specification will be presented/updated at the next Drug SIG meeting.









[bookmark: _MON_1667802372][bookmark: _MON_1667802459]     



Influenza / COVID Vaccination

After some group discussion the following actions were agreed:

· The group agreed that they would map out what is happening around influenza delivery and use this to try and inform the guidance cell and any other work around influenza or COVID-19 Vaccine.

·  TS will pull together a questionnaire asking how vaccinations on drug users are carried out in each board. TS will send the questions to DM to collate a Lime Survey to send to the group in the first instance. This will then be collated and summarised and can be discussed further at next meeting to see if we need to take further action around this.



· PM agreed to contact the Immunisation Leads who report to the Scottish Directors of Public Health (SDsPH ) to inform them that we are doing this scoping work, PM will feedback to the group on this.



· The group discussed if anyone was aware of any other UK nation that is progressing work on influenza / respiratory health. As far as the group knew there was no further information. TS will look in to this and update the group. 







Contact Tracing

GC gave an overview to the group of the contact tracing package/toolkit in development for substance users in Lothian including:

· Looking at how we ensure excluded groups are benefiting from test and traces much as the wider population. We are concerned that with the generic contact tracing we would not be reaching some of the most vulnerable groups.

· We were concerned people would not have phones or would not answer calls.

· We are looking to provide something more enhanced and really build a relationship with services currently working with these clients.

· First challenge is to identify if someone id from one of the vulnerable groups.

· Once we have a list of positive cases, Analytical services are checking how we can potentially tag people from vulnerable groups or postcodes in homeless accommodation.

· People in receipt of substance use services are more straight forward.

· Once we receive a list of positive results we can match with individuals in substance use services

· List then sent to test and protect team, they will provide additional information to service user if they do not answer call the test and protect service will contact the relevant misuse service.

· If this option does not work the next step is a risk assessment tool which we have adapted from schools/workplaces. Asking the relevant services to do the contact tracing with their clients then complete a risk assessment and submit to health protection.

· We are exploring how best to identify and tag the  group that are not engaged with services so we can identify and link it in to CMS-this is all a work in progress at the moment.





TS thanked CG for her overview and the group agreed it was very helpful. After further group discussion, it was agreed that TS would contact all the Drug SIG members regarding local intelligence around drug users and contact tracing.  The information can then be collate and the feedback and suggestions could help to build a recommendation paper.





DDTF Surveillance Group



TS will no longer be able to attend this group and asked the members of the SIG to consider if they would have any capacity to become a member of this group. TS has agreed to send the TOR’s for the group via the SIG mailbox. phs.sig@phs.scot  









		









TS/DM/ALL































DM









(agenda item for next meeting)





































TS/DM/ALL























PM









TS



















































































































TS/ALL



















TS/ALL



		5. Refocus of the SIG/Workplan



		At the last meeting EF agreed to send a survey to the group regarding thoughts round the SIG, this was actioned and DM collated the attached responses. Because of time constraints TS and the group agreed to carry this over to the next meeting. 





		(action for next meeting)



		4. AOB

		N/A

		



		5. Date of Next meeting

Date of next meetings 

		 Next meeting TBC, possibly Feb. DM will send out a doodle poll to the group and confirm.

		DM



		6. Close

		TS thanked everyone for coming and brought the meeting to a close.
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This template is an example of how you can record your DPIA process and outcome. It follows the process set out in our DPIA guidance, and should be read alongside that guidance and the Criteria for an acceptable DPIA set out in European guidelines on DPIAs. 





Submitting controller details


			Name of controller


			





			Subject/title of DPO 


			





			Name of controller contact /DPO 


(delete as appropriate)


			











Step 1: Identify the need for a DPIA


			Explain broadly what project aims to achieve and what type of processing it involves. You may find it helpful to refer or link to other documents, such as a project proposal. Summarise why you identified the need for a DPIA.





			The aim of an Immediate Response Intervention is to prevent subsequent overdose and other harms associated with drug use by linking an individual who has experienced a near fatal overdose involving controlled or illicit substances to care or support that can improve their health and wellbeing outcomes.














Step 2: Describe the processing


			Describe the nature of the processing: how will you collect, use, store and delete data? What is the source of the data? Will you be sharing data with anyone? You might find it useful to refer to a flow diagram or other way of describing data flows. What types of processing identified as likely high risk are involved?





			











			Describe the scope of the processing: what is the nature of the data, and does it include special category or criminal offence data? How much data will you be collecting and using? How often? How long will you keep it? How many individuals are affected? What geographical area does it cover?





			











			Describe the context of the processing: what is the nature of your relationship with the individuals? How much control will they have? Would they expect you to use their data in this way? Do they include children or other vulnerable groups? Are there prior concerns over this type of processing or security flaws? Is it novel in any way? What is the current state of technology in this area? Are there any current issues of public concern that you should factor in? Are you signed up to any approved code of conduct or certification scheme (once any have been approved)?





			











			Describe the purposes of the processing: what do you want to achieve? What is the intended effect on individuals? What are the benefits of the processing – for  you, and more broadly? 





			








Step 3: Consultation process


			Consider how to consult with relevant stakeholders: describe when and how you will seek individuals’ views – or justify why it’s not appropriate to do so. Who else do you need to involve within your organisation? Do you need to ask your processors to assist? Do you plan to consult information security experts, or any other experts?





			











Step 4: Assess necessity and proportionality


			Describe compliance and proportionality measures, in particular: what is your lawful basis for processing? Does the processing actually achieve your purpose? Is there another way to achieve the same outcome? How will you prevent function creep? How will you ensure data quality and data minimisation? What information will you give individuals? How will you help to support their rights? What measures do you take to ensure processors comply? How do you safeguard any international transfers?





			Legal frameworks for information sharing





Individuals who experience NFOD may have multiple and complex needs. There is an increasing emphasis on multi-agency and cross boundary working. This requires care providers to be able to communicate and share necessary, relevant and proportionate information to provide good quality and timely care. The minimum dataset is provided in the service specification. Further information may e required depending on the specific service being proposed and the types of patient management and information systems available. 








The legal framework governing joint working is set out in UK data protection legislation and the NHS Scotland regulations, as well as the Public Bodies (Joint Working) (Scotland) Act 2014 and the Caldicott Principles. Patients’ confidentiality is protected by common law. Individual employees have both professional and contractual duties of confidentiality. The European Convention on Human Rights, the General Data Protection Regulation (GDPR), UK Data Protection Act 2018 and the Privacy and Electronic Communication Regulation (2003) set the framework within which the privacy rights in relation to the processing of patient information are safeguarded.





Data processing is typically undertaken under GDPR Article 6 (1) (e) legal bases and the corresponding Article 9 (2) (h) for health data as special category description of the commonly used legal bases are provided below





GDPR Article 6(1)(e) processing is necessary for the performance of a task carried out in the public interest or in the exercise of official functions and section 8 of the Data Protection Act 2018. 





GDPR Article 9(2)(c) processing is necessary to protect the vital interests of the data subject or of another natural person where the data subject is physically or legally incapable of giving consent





As the information will also be used for the strategic planning of services and implementation of prevention measures, GDPR Article 9(2)(i) processing is necessary for reasons of public interest in the area of public health and section 10(1)(d) and Schedule 1 Part 1 of the Data Protection Act 2018 are also relevant.





The 2020 Intra NHS Scotland Information Sharing Accord[endnoteRef:1] facilitates the sharing of personal data between NHS Scotland organisations for health care purposes. This accord means that recognised NHS Scotland organisations do not require explicit consent to share information between themselves and other NHS organisations for the provision of healthcare or the management of services. As a result, NHS Scotland organisations are not required to develop information sharing agreements for established purposes. It is considered best practice to develop agreements for non-routine information sharing. Organisations are still under the requirement to comply with the relevant data protection and privacy legislation, including the completion and review of Data Protection Impact Assessments (DPIA) and this framework is intended to assist with this process. [1:  NHS Scotland (2020) Intra NHS Information Sharing Accord. Available at https://www.informationgovernance.scot.nhs.uk/wp-content/uploads/2020/06/2020-06-17-Intra-NHS-Scotland-Sharing-Accord-v2.0.pdf ] 






Personal information will not be transferred outside of Scotland / UK.











Information must be readily available and accessible to people explaining their rights and how their information is being used. Particular consideration should be given to effective communication; clarity about what will happen next, what won’t happen as part of the process. Information must be communicated in a way that people can understand and a process put in place so that people can opt out of the process if they wish to do so.. Other than at the point of contact with emergency service, other forms of communication should be developed so that people are aware of the process. All communication must make the potential for opt out available and make it clear that opting out does not disadvantage the individual from accessing care or support in the future.











Step 5: Identify and assess risks


			Describe source of risk and nature of potential impact on individuals. Include associated compliance and corporate risks as necessary. 


			Likelihood of harm


			Severity of harm


			Overall risk 





			


			Remote, possible or probable


			Minimal, significant or severe


			Low, medium or high








Step 6: Identify measures to reduce risk


			Identify additional measures you could take to reduce or eliminate risks identified as medium or high risk in step 5





			Risk 


			Options to reduce or eliminate risk


			Effect on risk


			Residual risk


			Measure approved





			


			


			Eliminated reduced accepted


			Low medium high


			Yes/no











Step 7: Sign off and record outcomes


			Item 


			Name/position/date


			Notes





			Measures approved by:


			


			Integrate actions back into project plan, with date and responsibility for completion





			Residual risks approved by:


			


			If accepting any residual high risk, consult the ICO before going ahead





			DPO advice provided:


			


			DPO should advise on compliance, step 6 measures and whether processing can proceed





			Summary of DPO advice:





			DPO advice accepted or overruled by:


			


			If overruled, you must explain your reasons





			Comments:





			Consultation responses reviewed by:


			


			If your decision departs from individuals’ views, you must explain your reasons





			Comments:





			This DPIA will kept under review by:


			


			The DPO should also review ongoing compliance with DPIA
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DRAFT FOR ADOPTION








DRUG-RELATED DEATHS TASKFORCE 


PUBLIC HEALTH SURVEILLANCE SYSTEM SUB-GROUP








TERMS OF REFERENCE











Policy Background





Drug related death (DRD) rates in Scotland continue to rise and annual DRD rates in Scotland increased by 27% in 2018 to 1,187; the highest number ever recorded in Scotland and the highest rate in Europe.  In acting to reduce harm and prevent premature death, there is a clear need to create and make use of an effective public health surveillance system (PHSS). 





The Scottish Government drugs and alcohol strategy Rights, Respect, Recovery sets out a clear set of expectations how existing approaches to public health surveillance will be used and enhanced to help translate the policy into effective actions. Whilst key elements of a PHSS are already in place, there is much which can – and must – be done to enhance these in a way that creates an active surveillance system which is able to deliver the ambitions set out in Rights, Respect, Recovery.  





The Scottish Directors of Public Health 2019 position statement on substance use recognises the importance of preventing and addressing harms that occur as a result of substance misuse through the organised efforts of those agencies and communities which form the “whole system”.  The will require that the PHSS is developed by and for those who see themselves as part of this whole system and established in a sustainable manner. 








Purpose 





This group aims to set out a clear statement of what is needed for a PHSS in Scotland, how it can be established, and how it will function in support of delivering whole system, public health action to prevent and address harms from substance misuse. 























Remit





The PHSS sub-group will specifically review what is already in place that can be used to underpin the PHSS, what else will be needed to create a national PHSS that is fit for purpose. This will require a process that identifies:





· the purposes and functions of a PHSS – link to a whole system; 


· what existing resources – data and human – are already undertaking work that can contribute to the work of the PHSS sub-group and what additional resources will be needed to fulfil the work of the sub-group; 


· UK and international best practice and evidence in the public health surveillance of substance misuse;


· the initial scope for the PHSS within existing data sources and information flows;  


· the medium and longer-term scope for the full PHSS and what its needed to develop the full PHSS; 


· necessary information governance and data sharing agreements; 


· how the PHSS can be established and maintained. 





A focus on quality, consistency and sustainability will run through all of our activities. 





Not only will this requite co-productive approaches across partners sectors, it will also need to be developed in a manner that is sensitive the aims and outcomes on other elements of the Drug-Related Deaths Taskforce and the wider system of commissioning and planning arrangements and service delivery organisations. This will be essential to ensure that the PHSS can provide the necessary underpinning for the wider work to prevent and reduce harms. 








Deliverables





This PHSS sub-group will undertake its work in three phases. 





By Spring 2020: 





1. undertake a mapping of those stakeholders who see themselves as part of the whole system in relation preventing and address drug related harms;


2. ensure there is a clear understanding of existing activities that should feed into work developing the PHSS on a national and local basis; and


3. advise on what is possible now with the currently available data to provide better intelligence on drug related harms. 








By Spring 2021:





4. provide an initial scope and function statement for a preliminary PHSS based on existing resources, current data collection, and information flows and a plan for how that can be implemented;


5. set out  statement of necessary infrastructure and governance supports needed for implementation;


6. create a more detailed understanding of the aims and aspirations for the PHSS across the whole system; 


7. establish what should be considered to be best practice for the public health surveillance of substance misuse from the UK and internationally; and 


8. advise on how best to incorporate data and intelligence on the social, economic, and cultural factors that underpin substance misuse, as a means of informing “upstream” preventative action.   





By Spring 2022:





9. advise on the detailed scope and function for the full PHSS, identifying necessary development in human and capital resources, future data collection and information flows, and procedures for analytical approaches, reporting, and dissemination;


10. an implementation plan for how the preliminary PHSS can be enhanced to create the full PHSS; and


11. make recommendations regarding any necessary changes in agency guidance or statutory regulation to sustain the operation of the PHSS.  





Membership and “ground rules”





Given the potentially complex nature of the task of the PHSS sub-group, there will be a core membership of the sub-group that will be responsible for overseeing the work of the group and providing the necessary access to the wider range of individuals and groups who will be essential in creating the sub-groups deliverables. 





Core members of the PHSS sub-group will be at the invitation of the Drug-Related Deaths Taskforce.  They will demonstrate a clear commitment to make a positive, practical, meaningful and lasting contribution to the work of the Taskforce themselves, whilst also driving forward necessary action to broker effective and appropriate contributions from their own agencies and sectors in delivering the work of the sub-group.





They are also responsible for ensuring two way communication with the sector they are engaged with to ensure that they can represent relevant interests effectively.  Members should report on this activity to help measure the reach and impact of the Drug Deaths Taskforce.





In addition core members will 





· recognise the current reserved nature of the Misuse of Drugs Act 1971, the operational independence of the Police Service of Scotland, the Lord Advocate’s independent responsibility for the investigation and prosecution of crime and the investigation of deaths in Scotland and the independence of the judiciary, particularly in relation to sentencing decisions;


· communicate with and provide feedback from their organisations and ensure regular communication with the Taskforce and other relevant stakeholders;


· represent the aims of the PHSS sub-group and the Taskforce, acting as an ambassador, proactively seeking opportunities to promote the work of the Drugs-Related  Deaths Taskforce, through networking and the engagement of a wider group of stakeholders; 


· be expected to attend or dial-in to meetings. However, the substitution by a named depute is acceptable on the understanding that the depute will provide a report on the meeting to the substantive member and the group they represent and be able to provide specific updates on work allocated to the substantive member; and 


· make a full declaration of interests. If a member is uncertain as to whether or not an interest should be declared, they should seek guidance from the chair.  





These “rules” will apply to all participants in the meetings of the sub-group. 





The expectation is that the sub-group will come together with a shared sense of purpose and that meetings will provide space for open, honest and challenging discussions whilst respecting individual’s views and opinions. 





It is the responsibility of the Chair to ensure conduct and behaviour is aligned with the ethos and approach of the group and group members are expected to behave in accordance with the professional standards of either their sector or professional body.   





Leadership and links with other relevant activity 





Meetings will be conducted by the PHSS sub-group Chair. 





To ensure that the work of the sub- group is informed and effective at making links to other relevant areas of activity, the Secretariat will ensure appropriate communication and co-ordination with the wide range of other organisations, activities and Programme for Government commitments relevant to improving the experiences of people who use drugs and are at risk of harm and death. 





The Secretariat and relevant members will ensure regular updates on the work of the PHSS sub-group are provided to the Drug Deaths taskforce.





Timing and conduct of meetings 





The meetings are to be an informal, open space to hold discussions, agree actions, and identify ways of achieving progress. When necessary Chatham House Rules will be in place to accommodate this. 





Meetings will not have a traditional minute attached to them, but will have a list of actions. A rolling action note will be maintained, but core members will rotate the role of taking a note of actions and will circulate to members in a timely way.





Meetings can be either face to face or by teleconference, depending on the nature of the agenda. A timetable for these will be agreed at the first meeting. 





Core members will share relevant papers, appropriate links and continue conversation in the interim periods between meetings. Scottish Government will circulate the group meeting schedule and key contact details. 





However, the distribution of pertinent notices and papers will sit with each core member to distribute as they see appropriate. 





Core members can expect to be asked to lead individually and/or jointly on pieces of work and will be accountable – via the sub-group - to the Taskforce for related actions. They will be required, as a minimum, to report back at the next meeting of the sub-group or Taskforce meeting or, if unable to attend, provide a written update. Proactive reporting in between meetings will also be essential, and any communications relating to the work of the sub-group must be shared with the Secretariat. 





Reporting





The Drugs-Related Deaths Taskforce expect to receive a short report from each themed group Chair, which will regularly alert the Taskforce to work delivered, on-going work, progress made, current issues, future challenges and advise the Taskforce on the actions they might consider and, if agreed, take in order that the aims of the themed groups be advanced. 





The Taskforce will, where necessary, direct or re-direct a themed groups work as it sees fit within the broader picture that develops.  





Requirements 





Travel costs, where possible, will be shared by the organisations represented.  Where organisations cannot meet an individual’s expenses, Scottish Government will consider, in advance of the expenditure, reimbursement in line with Scottish Government rates and guidelines.





Physical meeting venues are to be rotated (where possible) amongst the membership to give opportunity for geographical spread of meetings and to utilise existing assets rather than hiring external venues.   





Secretariat





Secretariat support for the group will be provided by the Scottish Government Population Health Directorate. It is anticipated that the Drug Deaths Taskforce will be able to draw on the wider expertise across the Scottish Government, as well as amongst external organisations. 





The Secretariat will work with the Scottish Recovery Consortium, Scottish Families Affected by Drugs and Alcohol, and the Scottish Drugs Forum to put in place arrangements to ensure that people with lived and living experience of drugs use and their families are able to engage meaningfully in the work of the Taskforce.











Draft 1.2 


25th October 2019
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			Feedback/results of Survey





			Proposed Course of Action-SIG 


			Proposed Course of Action-Secretariat input





			What are your general reflections of the PH Drugs SIG?





			


			





			· It is a useful group to keep updated with current drugs thinking, especially for those of us working in areas with limited drug use.





· I think there is now clarity about the role/remit of the group.








· Working well.  Meetings productive.  Relationship with national DTF and ADPs clearer.





· I don't think it has achieved what it could do due to a mix of high expectations and suboptimal meetings.








· The SIG has been a positive addition, the focus on PH is very welcome.





· Useful to have to share experiences and learn about upcoming topics.


			


			






































· Contact all members to confirm they wish to remain an active member of the group.  If not, to identify an alternative representative from their board or organisation with a view to establishing representation from all boards and partner organisations.


· All members nominate a deputy to attend on their behalf when they can’t.


· Given the virtual nature of our working life at the moment, would it be beneficial to have short 1 hour monthly meetings via Microsoft Teams, to raise items on a monthly basis and keep the momentum of the group going.


· Utilise the chat facility in Microsoft Teams in-between meeting.  This is a quick way to alert the group to anything that may require a quick response.





			What are the strengths of the group?





			


			





			· Inclusion of local and national public health expertise.  Range of expertise





· Bringing public health professionals with an interest in drugs together, information sharing, networking, facility to take collective action.








· Opportunity for a focus on tackling health harms within a likeminded group, with checks and balances re. duplication and need for distinct contribution





· Willingness to share with others what learning has been gained form local events and issues.








· The knowledge and skills of the participants and the ability to get an overview of this type of work across Scotland.





			


			


· Shorter more focused, more frequent meetings, possibly one focused topic/item per session.


· More group involvement, ask group to recommend or invite guest speakers/contributors as appropriate to agenda.


· Try and bring the group more together, (short sharp monthly 1 hour meetings may help and the option of posting questions in the group chat for a quick response might be helpful


· Initiate, promote and facilitate group (teams) chat


· Encourage all group members to proactively seek out other ways to help the group develop.





			What are the weaknesses of the group?





			


			





			· Assurance that this group is linking to local ADPs in a robust way. For example - is PHSIG a standing item on the each of the ADP Board meetings to ensure linkage.




















· Poor timekeeping, inconsistent chairing, meetings dominated by some individuals who aren’t controlled by chair, meetings often drift and don’t get to some actions, lack of follow up on actions, patchy NHS Board representation.





· I think we still need time as a group to build communication out with meetings and ensure all contributions to the agenda, I think we could operate as a clearer network one emerging issues.





· Can occasionally over-focus on one topic.








· People are doing their best to manage this as well as their jobs, it is unfair to over criticise.








			· 


			· Inviting local ADP’s along to meetings potentially on a regional rotational basis and/or in accordance with the agenda


· A clear channel of how the group could be contacted?


· Encourage input from the group to make best use of ScotPHN website Drug SIG area.   Promote the web area, the public area could have a section for the ADP’s.


· Use Microsoft Teams to our advantage during meetings, use chat etc.


· Follow meeting etiquette 











· Send out to the group asking for agenda items that they want to discuss.   If its monthly shorter meetings, it could be the “Hot Topic” of the month.





· Ask for agenda items via Teams chat?





· Seek to find a balance re topics.








			How would you like to see the group develop in future?





			


			





			


· I think the group is chaired well and administrated well (Denise) - perhaps a review of membership to ensure all Boards are represented.  Assurance links to ADPS.





· SIG has leadership ambitions, but has yet to fulfil its potential in this regard. Part of the reason for this is the high and potentially false expectation being placed on the group by the SG. SG sees it as a new expert NFDRD or PADS Harms group that can deal with the questions that non-expert Taskforce can’t - this is a poisoned chalice. As a result of changes in landscape since establishment, group urgently needs to clarify its relationship to Taskforce and its subgroups and to establish more effective meetings/actions. The co-chairing arrangement did not work due to differences in approach but I am hopeful that a single chair (Emma) may be a positive change.








· I would like to see the group develop into a trusted network of allies and peers, with good communication and purpose focused on public health needs related to drug harms. i would also like to see us dedicate some time to get ahead of policy, beyond the current breadth - both other social policy and also RRR gaps.





· Continue to foster good relationships across the country with those in PH and beyond involved in reducing the harm associated with substance use





.


· I see a role for this group as a key advisory group to PHS and SG, it needs proper secretariat to support the function.  





			· 


			· Review membership





· Could some ADP’s join now and then??





· Build the links with the group and the SDsPH, Utilise the fact that the group can advise the SDsPH. Find a way to promote this more.








· Highlight to the group who offers the secretariat support and make it clear how they can contact, MS Teams chat/SIG mailbox.





· Develop an action plan to take all agreed suggestions forward.
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Service Specification for Immediate Response Interventions for non-fatal overdose


Version 0.0


22.10.2020


Overview


1.1 Individuals who experience non-fatal overdose have an increased risk of experiencing a subsequent overdose, in addition they may often have multiple and complex needs which further exacerbate risk[endnoteRef:1].  [1:  Suffoletto B, Zeigler A. Risk and protective factors for repeated overdose after opioid overdose survival. Drug Alcohol Depend. 2020;209:107890. doi:10.1016/j.drugalcdep.2020.107890] 



1.2 People who survive an overdose may be more willing to engage with support services, however they also face multiple barriers to accessing care following an overdose[endnoteRef:2]. Stigma is a major factor driving the lack of access to care[endnoteRef:3].  [2:  Goldenberg, Shira, et al. "Police-related barriers to harm reduction linked to non-fatal overdose amongst sex workers who use drugs: Results of a community-based cohort in Metro Vancouver, Canada." International Journal of Drug Policy 76 (2020): 102618.]  [3:  Sarah E. Wakeman & Josiah D. Rich (2018) Barriers to Medications for Addiction Treatment: How Stigma Kills, Substance Use & Misuse, 53:2, 330-333, DOI: 10.1080/10826084.2017.1363238] 



1.3 Immediate response interventions are designed to be delivered proactively and actively overcome barriers to the person receiving effective care and support that reduces their risk and improves their wellbeing. 


1.4 The specification sets out core and developmental service standards. Core standards are those that all providers should be able to demonstrate, with developmental standards being those which stimulate changes in practice over time to provide excellence in care and support.


1.5 Immediate response interventions to non-fatal overdoses are an integral part a recovery oriented system of care and directly contributes to points 1,2,4 and 5 of the eight-point plan for treatment and recovery in Scotland[endnoteRef:4].  [4:  Scottish Government (2018) Rights, Respect and Recovery: Alcohol and Drug treatment strategy (available at https://www.gov.scot/publications/rights-respect-recovery/pages/6/)] 



1.6 The purpose of the service specification is to inform local providers and commissioners and assist in the development of or commissioning of immediate response interventions to non-fatal overdose so that actions are coordinated. The specification gives local areas a framework by which people who experience a non-fatal overdose have integrated and seamless pathways to accessing support irrespective of the mode of presentation (no wrong door). 


Population Need


1.7 Estimating the scale of the number of people affected by NFOD is challenging. Overdose is more frequently reported amongst people who inject drugs, a population survey in 1994 estimated that 41% had experienced an overdose in the previous 12 months[endnoteRef:5].  [5:  Gossop M et al (1996) Frequency of non fatal heroin overdose: survey of heroin users recruited in clinical settings. BMJ 1996;313:40] 



1.8 Not all individuals will present to care services – care may be obtained through the Scottish Ambulance Service or directly at the Emergency Department (ED). There is no consistent system of recording drug related overdose / intoxication incidents that present to ED. A preliminary analysis identified significant week to week variation with numbers of attendances ranging between 100 to 160 attendances a week during 2019. 


1.9 An unknown proportion of those who attend ED with an NFOD will be admitted to hospital Validated information is available about hospital admissions due to drug overdose or intoxication. Between 2009 and 2019 - %change in rate of acute hospital stays. Population characteristics (age, gender and drug type – from DRHS)


1.10 Non-fatal overdose is an important public health problem. The consequences of non‐fatal overdose on a person’s health and wellbeing are recognized in the clinical literature through numerous case reports The morbidity associated with NFOD can be divided into indirect (injuries, burns/ exposure, assault) and direct consequences (cardio-pulmonary effects, gastrointestinal effects, musculoskeletal effects and neurological effects) [endnoteRef:6] but few epidemiological data exist describing the burden of morbidity arising.  [6:  Warner‐Smith, Matthew, Shane Darke, and Carolyn Day. "Morbidity associated with non‐fatal heroin overdose." Addiction 97.8 (2002): 963-967.] 



1.11 In the US, during the 12 months following a non-fatal overdose, people, 1% of people experienced a fatal overdose and 19% experienced a subsequent non-fatal overdose[endnoteRef:7]. It is likely that the risk of subsequent NFOD is underestimated by the literature as only NFOD which result in presentations to emergency health care services are available. No similar figures are available for Scotland which means there is no information to determine characterises associated with significantly increased risk of harm.  [7:  Olfson, Mark, et al. "Risks of fatal opioid overdose during the first year following nonfatal overdose." Drug and alcohol dependence 190 (2018): 112-119.] 



1.12 Local audits and evaluations of NFOD pathways in Scotland indicate that between 20 and 60% of people who experience an NFOD are open to treatment services at the time of their overdose.





Expected Significant Future Demographic Changes


1.13 The rates of drug related hospital stays for NFOD increased by x% between 1999 and 2019. No immediate apparent change in trend. Over the same time period, an increased frequency of multiple substances, stimulant and benzodiazepine NFOD have been recorded


1.14 Potential contribution through misuse of prescribed medication e.g. long term opiate prescribing for chronic pain[endnoteRef:8]  [8:  Bedson, John, et al. "Risk of adverse events in patients prescribed long‐term opioids: A cohort study in the UK Clinical Practice Research Datalink." European Journal of Pain 23.5 (2019): 908-922.] 






Principles / Values that determine service provision


To be determined by participatory work


Outcomes


To be determined by participatory work and by literature review


Outcome and improvement indicators:  


· Proportion of eligible individuals not in contact with SMS services at the time of overdose who engage with service within 3 months


· Proportion of individuals with repeat NFOD within 12 months	Comment by Tara Shivaji: Recovery outcome indicator(s) at 3, 6 or 12 months)


· Proportion of individuals who die as a result of fatal OD within 12 months


· Experience of service (appropriateness, dignity, timeliness etc.) qualitative assessment using peer networks. 


 Process and improvement indicators 


· Proportion of eligible individuals not in contact with SMS services offered outreach


· Average time between NFOD and receipt of intervention, proportion receiving this within stated time eg 24h


Surveillance indicators


· Weekly number of NFOD incidents as part of an early warning local surveillance system


· Annual descriptive epidemiology of NFOD incidents to inform targeted deployment of resources


· Incidents over time, distribution by day of week and hour of day


· Distribution by place e.g. incident location consider using GIS to support visualisations. 


· Distribution by person – gender, age, open to specialist SMS service















Scope 


Purpose


2.1 The purpose of an Immediate Response Intervention is to prevent harms associated with drug use by linking an individual to care or support that can improve their health and wellbeing outcomes.


Objectives


2.2 The objectives are dependent on the nature of the intervention delivered and can include one or more of the following





2.2.1 Provision of take home naloxone within xx hrs of NFOD


2.2.2 Provision of other appropriate harm reduction interventions (referral to alcohol support services, stimulant harm reduction) within xx hrs of NFOD


2.2.3 Commencement of OST within xx hrs of NFOD


2.2.4 For individuals already in specialist drug treatment services review of treatment or care plan and medication optimisation within xx time of NFOD


2.2.5 For individuals not engaged with specialist drug treatment / support service, engagement with appropriate support. Intermediate objectives may include building trust with the individual. 


Description of service


2.3 This service specification covers the provision of services to respond to intoxication or a non-fatal overdose involving controlled substances as determined by the Misuse of Drugs Act 1971(NFOD). 


2.4 The scope does not include non-fatal overdose or intoxication situations where controlled substances are not involved.


2.5  The scope of the specification is adults, children and young people who are affected by substance intoxication or overdose. There are particular considerations required when providing a service in relation to children, young people and for people who are transitioning between children and adult services.  	Comment by Tara Shivaji: Should these issues be covered within this spec or is a separate specification required? 

Within this are there particular considerations for children / young people who are looked after?


2.6 Following an NFOD or intoxication event, the individual is provided by an immediate response intervention. The intervention may be provided directly by the care provider. In situations where it is not possible to provide an immediate intervention, the person who experienced the NFOD will be provided with information about the service and how to opt out. Their personal details will then be passed on to the service provider who will deliver an intervention.


2.7 The types of interventions delivered following an NFOD include; training and provision of take home naloxone or other harm reduction equipment, medication initiation or review and optimisation of prescribing, psychological interventions, peer led recovery support, family support. 


2.8 The anticipated benefits of the service are that people who experience an NFOD quickly receive the support they and their family members require to both prevent further harms and continue their recovery journey.	Comment by Tara Shivaji: Need to better articulate what if any added value is created by this service for people who use substances and their families


2.9 Immediate response interventions must be responsive to both local need and context.  A collaborative, partnership approach will be required. 


2.10 The provision of the service and intervention is time critical. The time between the NFOD and receipt of intervention must be minimised and a focus of continuous improvement work.


2.11 A robust process of triage, to ensure only individuals who require the service are offered the service existing within an appropriate clinical / social work governance structure is critical to the safety of the service. 


2.12 The routine sharing of necessary information between organisations to ensure safe and timely integrated care delivery is a fundamental expectation. Participatory work with people who have lived and living experience of substance use emphasised the importance of trust. There is a clear expectation that individual, patient level information will not be shared for any other purpose (e.g. criminal investigation / court proceeding)[endnoteRef:9]. All agencies must ensure that their practice is compliant with local GIRFEC child protection practice standards.  [9:  Scottish Government (2020) Scottish Drug Death Taskforce One year Report, Discussion on surveillance and information sharing March 2019 (embedded in report) https://drugdeathstaskforce.scot/news-information/publications/reports/scottish-drug-deaths-taskforce-one-year-report/ ] 



2.13 Prioritisation for the most rapid response may be given to those with an increased risk of harm or individuals with multiple and complex needs


2.14 Response to children / young people must be compliant with GIRFEC and children protection practice standards. In addition, services service providers must ensure that standard operating procedures and care pathways are developed which recognise the interdependencies with the provision of and governance of Children’s health and social care services. 


2.15 There are a number of interdependencies with other services / agencies which directly impact on the effectiveness of the intervention e.g primary care (management of underlying health conditions, prescribing medications which could interact with illicit substances or ORT), mental health services, housing providers, providers of services for the justice system etc. Consideration should be given to how to navigate these interdependencies at an individual level (eg through the use of multidisciplinary case reviews or similar) and at a higher level where appropriate (e.g. informing existing or developing commissioning / service level agreements). 


2.16 Immediate response interventions are essential and can be effective, however they are a response to a crisis within a wider policy and legal environment framed by the criminalisation of drug use In a wider context, the efforts to promote diversion from prosecution and the protection of human rights are necessary to complement the effectiveness of any approach. 






3 Service Delivery


Service Delivery model


3.1 The key concepts of the service model are outlined in the table below


			Single point of Contact


			The use of a named / role specific individual. The aim of the single point of contact is to build trust between the person and the service provider





			Liaison


			Liaison may describe a role or a way of working where communication is used to facilitate a closer and trusted relationship between a person who has experienced an NFOD and service providers





			Outreach


			Outreach is the activity providing a service to an individual who may not otherwise have access to a service. A key feature of outreach is that it is mobile i.e. meeting people in the location where they are (not requiring people to attend a specific setting). 





			Sustained


			The delivery of the intervention should be sustained and not time limited in nature. There should not be a set time period after which people need to re-enter the pathway. A local operational protocol should be agreed on under what circumstances and how people should be removed from the pathway





			Realtime


			Engagement  with the individual or their family should be made at the earliest possible opportunity following NFOD





			Respect for autonomy


			Respecting the decision making ability of an individual in relation to the delivery of interventions and onward referral to services. This involves enabling the person to in the decision making process and empowering their informed consent. 





			Streamlined


			Arrangements for collaborative working between the service provider and other service actively minimise delays or repeated requests for the same information (e.g. repeated assessment / commencement of OST by outreach provider).





			Coordinated


			Service providers should be able to evidence jointly run interventions with the appropriate agencies including mental health services, primary care, housing providers (e.g. attendance at multidisciplinary / risk assessment meetings, contractual or commissioning arrangements ) and ensure a high level of joint working for those with complex needs




















Delivery processes


3.2 Example process map


Person with NFOD attends Emergency Department (ED)


Person with NFOD assisted by Scottish Ambulance Service (SAS)


Self-report of NFOD / intoxication












Case management: support to access or referral to 


Employment / welfare  


Community recovery   


Housing support  


Primary care  


Alcohol / drug service  


No further action


No further action


Person / family member receives immediate response intervention(s)


Outreach to individual who experienced NFOD.


Triage assessment confirms suitability and no opt out received


Person with NFOD is reviewed by hospital based liaison team and immediate response intervention provided











3.3  In situations where the service provider receives a list of named individuals from a partner (e.g. ED department, SAS). The provider must put in place an assessment process. 


3.4 The purpose of the assessment process is to


3.4.1 Validate information and obtain additional contact details as required


3.4.2 Identify and remove the details of individuals for whom the pathway is inappropriate (e.g. those receiving end of life care or situations where an iatrogenic cause for the NFOD is likely)


3.4.3 Identify details relating to particular groups of concern (e.g. children / young people) and ensure that these are received in a timely manner by the relevant agencies responsible for action


3.4.4 Ensure duplicate referrals from different sources (e.g. SAS and ED) are identified and responded to appropriately


3.4.5 Identify individuals currently engaged / open to treatment services and ensure that the information is transmitted along the correct pathway in a timely manner


3.4.6 To ensure that any individuals who have contacted the service requesting to opt out of the intervention pathway are removed from the pathway


3.4.7 The assessment process requires administrative support and will also require clinical leadership. The purpose of the clinical leadership is to make key decisions and to be accountable through existing governance structures for those decisions.  Examples of key decisions include removal of individuals from the pathway. 





3.5  In situations where a provider receives the personal details of individuals from another source e.g. Scottish Ambulance Service or the Emergency department, arrangements must be in place to allow people to opt out of the pathway. The resources required to maintain an opt out system include provision of up to date contact details to the patient, operational protocols for the transfer of information from the contact point to the service provider and a system for recording the opt out outcome.


Operational information


3.6  Location of service delivery: Interventions may be delivered in secondary health care, statutory or commissioned substance misuse services or within the community. Local public health surveillance systems can be used to inform choice of location and model of delivery.


3.7 Days and hours of operation and requirement for out-of-hours care provision


3.8 Staff or volunteers providing immediate response interventions require knowledge and experience of working with people and families affected by substance use, harm reduction and motivational interviewing. Practice should be recovery focused. Staff / volunteers delivering outreach should receive appropriate supervision and support.


3.9 Minimum dataset 


			Date of incident (NFOD)


			 





			CHI number


			 





			Forename


			 





			Surname


			 





			Date of birth


			 





			Incident location


			 





			Sex


			 





			Home address inc postcode


			





			Contact number


			





			Open / Known to specialist SMS services


			











4 Governance and Quality 


4.1 The expectation of any service delivering immediate response interventions in Scotland would be that robust governance structures and systems are in place and that these structures are integrated with the relevant health and social care partnership / health board as appropriate for the area of operation. Particular considerations for governance and quality include: 


· Clarity on the minimum levels of managerial and clinical leadership


· Evidence of risk assessment, management escalation and review processes


· Creation of a no blame culture, the effective management of serious and untoward incidences and near misses


· Establishment of effective review processes and subsequent shared learning and development activity 





6	Abbreviation and Acronyms 


 


The following abbreviations and acronyms have been used in this document: 


			Abbreviation / Term


			Explanation





			NFOD


			Non-fatal overdose or intoxication involving a substance controlled under the Misuse of Drugs Act (1971)





			Iatrogenic


			An illness caused by medical examination or treatment











 


Date published: <insert publication date>
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Copy of Drug-related Deaths - Quarterly Figures for DPH SIG on Drugs and some DDTF members - up to 2020 Q3.xlsx
Tables 1 and 2

		Directors of Public Health (DPH) Special Interest Group (SIG) on Drugs, and some Drug Deaths Taskforce members

		***** INCOMPLETE and "EXPERIMENTAL" STATISTICS *****



		Drug poisoning deaths, on the basis of the ONS "wide" definition, registered in Scotland

		NB: this is not the standard definition of drug-related deaths.



		Please see the accompanying "background" document for details of what should be kept in mind when using this information.

		Brief summaries of some of the key points to keep in mind are:

		A.  Figures for the latest quarter(s) may be greatly underestimated because NRS may not yet have received

		the information required for it to change the cause of some deaths from, say, "unascertained (pending investigations)"

		to (say) "toxic effects of X, Y and Z" - and hence to count those deaths as "poisoning" ones

		This is particularly the case if/when there are long delays in the production of the results of toxicology tests,

		as may be seen from the numbers of deaths which are being counted as "ill-defined and unknown cause of death" 

		in NRS's statistical database, which are shown at the foot of Table 1

		B.  Figures for earlier quarters may be affected, but to a lesser extent

		C.  The completeness of NRS's information may vary between different parts of Scotland

		and the figures for some areas may be affected by large percentage quarter-to-quarter "random" fluctuations.

		It follows that these figures must be used with great caution, and (in time) taking account of the extent to which

		the figures for previous quarters were revised as and when new quarters' tables were produced



		NB:   figures in:

		bold => "finalised", consistent with those that NRS has published for the year concerned

		normal type => "provisional", may be revised when further tables produced, as NRS has not yet finalised its data for the year concerned

		italics => "very provisional", could be revised by large percentage if/when NRS receives information that enables it to classify (e.g.) "unascertained" deaths



		Table 1:  total number by year and quarter

		showing (in due course) the numbers that appeared in previous editions of the tables, and indicating when subsequent editions will be produced

		and when the figures for certain years and quarters will be finalised



				Year and quarter in which the deaths were registered

				annual totals (when available)										2016								2017								2018								2019								2020

														qtr								qtr								qtr								qtr								qtr

				2016		2017		2018		2019		2020		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3



		produced 25 January 2019		997		1045		n-a		n-a		n-a		227		275		271		224		227		254		277		287		319		359		296

		produced 22 March 2019		997		1045		1285		n-a		n-a		227		275		271		224		227		254		277		287		321		361		298		305

		produced 21 June 2019		997		1045		1313		n-a		n-a		227		275		271		224		227		254		277		287		323		364		303		323		238

		produced 13 September 2019		997		1045		1313		n-a		n-a		227		275		271		224		227		254		277		287		323		364		303		323		393		181

		produced 13 December 2019		997		1045		1313		n-a		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		316		84

		produced 17 March 2020		997		1045		1313		948		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		343		141		66

		produced 19 June 2020		997		1045		1313		1168		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		347		285		138		67

		produced 15 September 2020		997		1045		1313		1395		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		347		327		323		119		63

		produced 15 December 2020		997		1045		1313		1406		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		347		333		328		179		113		35

		etc

		etc

		etc



		Deaths which are being counted as "ill-defined and unknown cause of death" in NRS' statistical database		200		205		264		214		n-a		51		47		52		50		53		49		45		58		61		65		82		56		38		46		77		53		339		514		546

		(ICD10 codes R95-R99, including Sudden Infant Death Syndrome [R95] deaths)



		Table 2: number by sex, by age-group and by NHS Board of area of residence (if resident in Scotland)

		There is not room here to show (in due course) the numbers that appeared in previous editions of the tables, or indicate when subsequent editions will be produced

		and when the figures for certain years and quarters will be finalised

		However, in due course, users will be able to compare the latest edition against previous editions of this table, and get an idea of the extent to which the figures for

		what was, at the time, the latest quarter were revised when subsequent editions of these tables were produced.



				Year and quarter in which the deaths were registered

				annual totals (when available)										2016								2017								2018								2019								2020

														qtr								qtr								qtr								qtr								qtr

				2016		2017		2018		2019		2020		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3



		All such deaths		997		1045		1313		1406		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		347		333		328		179		113		35



		Female		332		340		384		449		n-a		77		94		78		83		76		82		88		94		108		98		95		83		126		105		110		108		60		32		18

		Male		665		705		929		957		n-a		150		181		193		141		151		172		189		193		215		266		208		240		272		242		223		220		119		81		17



		under 25		51		42		79		84		n-a		13		14		11		13		8		13		9		12		15		20		22		22		25		18		18		23		12		7		4

		25 to 34		215		197		236		229		n-a		45		68		56		46		46		38		58		55		64		69		52		51		67		55		49		58		40		24		3

		35 to 44		362		389		457		497		n-a		84		97		103		78		84		93		103		109		114		131		105		107		135		124		133		105		49		35		7

		45 to 54		247		290		392		440		n-a		65		52		72		58		63		84		71		72		91		103		88		110		131		104		103		102		54		31		7

		55 and over		122		127		149		156		n-a		20		44		29		29		26		26		36		39		39		41		36		33		40		46		30		40		24		16		14



		Ayrshire and Arran		90		74		99		117		n-a		12		25		25		28		14		13		25		22		16		30		31		22		38		28		21		30		12		9		2

		Borders		13		14		25		20		n-a		3		5		4		1		3		1		3		7		6		6		9		4		6		5		4		5		2		.		1

		Dumfries and Galloway		22		26		28		37		n-a		5		4		7		6		1		10		7		8		5		6		7		10		8		8		12		9		1		2		.

		Fife		60		73		72		91		n-a		14		19		13		14		19		14		24		16		17		20		20		15		28		18		23		22		8		4		3

		Forth Valley		59		43		82		86		n-a		15		17		15		12		12		8		10		13		21		19		18		24		13		28		23		22		3		6		3

		Grampian		79		95		98		91		n-a		15		16		28		20		17		23		24		31		31		19		26		22		30		16		22		23		18		3		3

		Greater Glasgow and Clyde		283		309		425		429		n-a		71		78		82		52		66		93		71		79		112		112		91		110		129		97		107		96		50		30		4

		Highland		33		39		54		52		n-a		8		11		6		8		8		12		6		13		9		19		11		15		18		14		11		9		11		2		.

		Lanarkshire		129		113		139		175		n-a		28		38		31		32		31		21		29		32		36		42		32		29		41		52		43		39		28		10		1

		Lothian		149		150		170		174		n-a		39		38		41		31		29		39		47		35		43		56		29		42		44		50		39		41		20		6		4

		Orkney		1		2		3		1		n-a		.		.		1		.		.		.		1		1		.		1		.		2		1		.		.		.		.		.		.

		Shetland		1		2		.		2		n-a		.		.		1		.		.		.		2		.		.		.		.		.		.		1		.		1		.		1		.

		Tayside		75		102		116		130		n-a		17		23		16		19		27		19		26		30		26		34		29		27		41		30		28		31		26		40		14

		Western Isles		3		3		2		1		n-a		.		1		1		1		.		1		2		.		1		.		.		1		1		.		.		.		.		.		.
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List 1

		Directors of Public Health (DPH) Special Interest Group (SIG) on Drugs, and some Drug Deaths Taskforce members



		***** INCOMPLETE and "EXPERIMENTAL" STATISTICS *****



		Drug poisoning deaths, on the basis of the ONS "wide" definition, registered in Scotland

		NB: this is not the standard definition of drug-related deaths.



		Please see the accompanying "background" document for details of what should be kept in mind when using this information.

		Brief summaries of some of the key points to keep in mind are:

		A.  Figures for the latest quarter(s) may be greatly underestimated because NRS may not yet have received

		the information required for it to change the cause of some deaths from, say, "unascertained (pending investigations)"

		to (say) "toxic effects of X, Y and Z" - and hence to count those deaths as "poisoning" ones

		This is particularly the case if/when there are delays in the production of the results of toxicology tests

		B.  Figures for earlier quarters may be affected, but to a lesser extent

		C.  The completeness of NRS's information may vary between different parts of Scotland

		and the figures for some areas may be affected by large percentage quarter-to-quarter "random" fluctuations.

		It follows that these figures must be used with great caution, and (in time) taking account of the extent to which

		the figures for previous quarters were revised as and when new quarters' tables were produced



		There are two lists of drug/substance names:

		.     List 1 - drugs which were implicated in, or which potentially contributed to, the cause of the death; and

		.     List 2 - other drugs which were present but which were not considered to have had any direct contribution to the death.



		Points to note - for both List 1 and List 2



		More than one drug may be reported per death.  

		Each death is counted ONCE for each drug/substance name that was mentioned.

		To simplify the computer programming, the names appear in UPPER CASE, and an underscore ("_") is used when a name consists of two or more words.



		Sometimes, different pathologists may use different versions of a name (e.g. "6-MAM", "6MAM", "6_MAM"). 

		There is a separate entry for each version that was used, and there could be separate entries for 

		singular and plural versions of a substance name (e.g. "analgesic", "analgesics"). 

		NB: there may be a few "typos" in the latest quarters, which will be corrected before NRS "freezes" its statistical data for the year concerned

		NRS may sometimes have tried to standardise the way in which particular substance names are recorded in its database, 

		but such lists show that the terminology has not been completely consistent over all the years.



		In the case of an unspecified member of a group of substances (e.g. "benzodiazepine" or "opiate"), rather than a specific drug 

		(such as "diazepam" or "heroin"), the list shows the number of deaths for which that particular word was used. 

		So the figures for (e.g.) "benzodiazepine" may be less than the figures for (e.g.) "diazepam", and likewise in other cases (e.g. "opiate" and "heroin").    

		Information about the numbers of drug-related deaths for which one or more benzodiazepines were reported, or for which one or more opiates or opiods were reported,    

		is not available from these lists, but does appear in the annual publication "Drug-related Deaths in Scotland".    



		There is not room here to show (in due course) the numbers that appeared in previous editions or to indicate when subsequent editions will be produced

		and when the figures for certain years and quarters will be finalised

		However, in due course, users will be able to compare the latest edition against previous editions of this list, and get an idea of the extent to which the figures for 

		what was, at the time, the latest quarter were revised when subsequent editions were produced.



		List 1: drugs / substances which were implicated in, or potentially contributed to, the cause of death





				Year and quarter in which the deaths were registered

				annual totals (when available)										2016								2017								2018								2019								2020

														qtr								qtr								qtr								qtr								qtr

				2016		2017		2018		2019		2020		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3

		Total number of deaths

		on the ONS/"wide" definition		997		1045		1313		1406		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		347		333		328		179		113		35



		3-METHOXYPHENCYCLIDINE		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		4F-EPH		1		.		.		.		n-a		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		5F-MDMB-PINACA		.		.		1		1		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		1		.		.		.		.

		6-MAM		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		6_MAM		1		1		1		.		n-a		.		.		1		.		.		.		.		1		.		1		.		.		.		.		.		.		.		.		.

		AB-FUBINACA		.		.		1		1		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		1		.		.		.		.

		AKB48		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		ALCOHOL		132		105		170		154		n-a		28		33		42		29		25		25		21		34		44		51		34		41		42		42		34		36		23		11		3

		ALFENTANIL		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		ALPRAZOLAM		24		99		137		65		n-a		1		2		9		12		16		13		30		40		45		22		26		44		37		10		9		9		2		1		.

		ALUMINIUM_PHOSPHATE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		AMFETAMINE		1		1		2		.		n-a		1		.		.		.		.		.		.		1		1		1		.		.		.		.		.		.		.		.		.

		AMIODARONE		.		.		.		.		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.

		AMISULPRIDE		1		1		4		3		n-a		.		.		1		.		.		.		1		.		1		1		1		1		.		.		1		2		.		.		.

		AMITRIPTYLINE		54		42		58		41		n-a		13		10		13		18		12		12		10		8		12		20		16		10		11		8		10		12		5		1		.

		AMLODIPINE		.		1		4		1		n-a		.		.		.		.		.		.		1		.		1		1		2		.		1		.		.		.		.		.		.

		AMPHETAMINE		23		32		44		52		n-a		9		6		4		4		7		12		5		8		11		14		5		14		17		12		13		10		6		4		.

		AMT		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		AMYL_NITRATE		.		.		.		.		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.

		ANABOLIC_STEROID		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		ANTIRETROVIRAL		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		ASPIRIN		.		1		2		.		n-a		.		.		.		.		.		.		1		.		.		.		1		1		.		.		.		.		.		.		.

		ATENOLOL		2		5		1		.		n-a		1		1		.		.		.		2		2		1		1		.		.		.		.		.		.		.		.		.		.

		BACLOFEN		2		1		1		1		n-a		.		1		.		1		.		.		1		.		.		1		.		.		1		.		.		.		.		.		.

		BARBITONE		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		BARBITURATE		.		1		.		.		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		BENZODIAZEPINE		32		48		39		34		n-a		6		3		11		12		6		7		16		19		21		10		5		3		11		7		4		12		3		.		.

		BENZODIAZEPINES		1		.		3		.		n-a		.		.		.		1		.		.		.		.		2		.		1		.		.		.		.		.		.		.		.

		BENZOYLECGONINE		.		1		2		.		n-a		.		.		.		.		.		1		.		.		.		2		.		.		.		.		.		.		.		.		.

		BENZYLPIPERAZINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		BETA_HYDROXYBUTYRATE		.		1		.		.		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		BISOPROLOL		.		1		1		.		n-a		.		.		.		.		.		.		.		1		.		.		.		1		.		.		.		.		.		.		.

		BISPHOSPHONATE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.

		BROMAZEPAM		.		1		1		1		n-a		.		.		.		.		.		1		.		.		.		.		.		1		.		1		.		.		.		.		.

		BUPRENORPHINE		40		36		90		82		n-a		8		11		10		11		9		4		11		12		22		26		23		19		23		20		15		24		12		1		1

		BUTANE		2		2		3		1		n-a		.		.		1		1		.		1		1		.		.		2		1		.		.		.		1		.		.		.		.

		CAFFEINE		1		.		.		1		n-a		.		.		.		1		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		CANNABIS		3		2		2		2		n-a		.		.		.		3		.		1		.		1		1		1		.		.		2		.		.		.		.		.		.

		CARBAMAZEPINE		3		2		1		1		n-a		.		.		2		1		1		.		1		.		.		1		.		.		.		1		.		.		.		.		.

		CELECOXIB		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		CHLORDIAZEPOXIDE		.		2		3		2		n-a		.		.		.		.		.		.		1		1		.		2		1		.		.		.		.		2		.		.		.

		CHLORPHENIRAMINE		.		1		3		1		n-a		.		.		.		.		.		1		.		.		1		.		.		2		.		1		.		.		1		.		.

		CHLORPROMAZINE		5		2		1		2		n-a		.		3		1		1		1		.		1		.		.		1		.		.		.		1		1		.		.		.		.

		CITALOPRAM		11		9		7		10		n-a		4		3		2		2		4		.		2		3		1		2		3		1		3		2		3		2		.		.		.

		CLEANING_FLUID		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		CLOBAZAM		.		1		.		.		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		CLOMIPRAMINE		1		1		2		.		n-a		.		1		.		.		.		.		.		1		.		.		1		1		.		.		.		.		.		.		.

		CLONAZOLAM		.		.		.		.		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.

		CLONIDINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.

		CLOXAZOLAM		3		3		5		3		n-a		.		.		.		3		.		.		1		2		3		.		2		.		.		1		1		1		.		.		.

		CLOZAPINE		2		3		.		3		n-a		1		1		.		.		1		2		.		.		.		.		.		.		.		2		.		1		.		.		.

		CO-CODAMOL		6		11		6		10		n-a		1		2		.		3		1		3		3		4		2		2		1		1		3		5		2		.		.		.		1

		CO-PROXAMOL		.		1		.		.		n-a		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		COCAINE		123		176		278		368		n-a		24		39		33		27		30		36		53		57		56		81		68		73		96		91		86		95		52		24		3

		CODEINE		42		32		59		56		n-a		15		7		8		12		8		7		8		9		18		17		7		17		14		16		18		8		4		1		.

		COLCHICINE		1		.		2		.		n-a		1		.		.		.		.		.		.		.		.		.		1		1		.		.		.		.		.		.		.

		CYCLIZINE		6		4		1		7		n-a		1		2		1		2		1		2		.		1		1		.		.		.		1		3		3		.		.		.		.

		DELORAZEPAM		21		13		30		11		n-a		2		1		11		7		3		2		5		3		17		5		4		4		4		1		4		2		1		.		.

		DESIPRAMINE		.		.		2		.		n-a		.		.		.		.		.		.		.		.		1		.		.		1		.		.		.		.		.		.		.

		DIAMORPHINE		3		1		.		.		n-a		1		1		1		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		DIAZEPAM		154		205		212		179		n-a		30		38		47		39		47		52		52		54		59		66		43		44		62		44		36		37		18		4		1

		DIAZEPINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.

		DICLAZEPAM		75		26		31		12		n-a		16		11		20		28		6		2		9		9		14		7		5		5		2		8		2		.		1		.		.

		DIGOXIN		.		1		.		.		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		DIHYDROCODEINE		115		101		134		116		n-a		25		33		35		22		27		25		19		30		36		39		30		29		30		28		29		29		13		3		.

		DILTIAZEM		.		1		2		.		n-a		.		.		.		.		.		.		1		.		.		.		1		1		.		.		.		.		.		.		.

		DIPHENHYDRAMINE		8		5		4		1		n-a		4		1		1		2		1		2		2		.		2		2		.		.		1		.		.		.		.		.		.

		DIPHENIDINE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		DIPIPANONE		2		.		.		.		n-a		.		1		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		DOSULEPIN		1		1		2		.		n-a		.		.		1		.		.		1		.		.		1		1		.		.		.		.		.		.		.		.		.

		DOTHIEPIN		3		.		.		.		n-a		1		.		2		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		DOXEPIN		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		DOXYLAMINE		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		DROTAVERINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		DULOXETINE		1		3		.		.		n-a		.		.		1		.		1		1		1		.		.		.		.		.		.		.		.		.		.		.		.

		ECSTASY		10		9		7		1		n-a		2		2		3		3		2		1		3		3		3		1		2		1		.		.		1		.		.		.		.

		ETHANOL		3		2		2		3		n-a		1		1		.		1		1		.		1		.		1		1		.		.		2		1		.		.		.		.		.

		ETHYLENE		1		.		.		.		n-a		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		ETHYLENE_GLYCOL		.		1		.		.		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		ETIZOLAM		225		300		551		756		n-a		34		82		66		43		68		66		83		83		115		164		128		144		211		181		177		187		65		42		3

		FENTANYL		7		15		12		25		n-a		1		2		2		2		7		3		1		4		3		4		4		1		12		6		5		2		.		.		.

		FLECAINIDE		1		1		.		.		n-a		1		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		FLUALPRAZOLAM		.		.		.		22		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		12		10		1		4		.

		FLUBROMAZEPAM		2		8		.		3		n-a		.		1		1		.		5		3		.		.		.		.		.		.		.		.		.		3		.		.		.

		FLUBROMAZOLAM		.		.		1		4		n-a		.		.		.		.		.		.		.		.		.		.		1		.		1		.		.		3		4		1		.

		FLUOXETINE		16		16		16		11		n-a		3		3		7		3		4		6		3		3		6		2		4		4		2		2		5		2		.		.		.

		GABAPENTIN		154		144		200		195		n-a		35		48		39		32		29		31		45		39		51		62		43		44		56		46		51		42		29		8		1

		GAMMA_HYDROXYBUTYRATE		1		.		2		1		n-a		1		.		.		.		.		.		.		.		.		2		.		.		1		.		.		.		.		.		.

		GLICLAZIDE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		HALOPERIDOL		.		1		.		.		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		HELIUM		5		6		5		2		n-a		.		2		1		2		.		.		3		3		2		1		1		1		.		.		1		1		1		.		.

		HEROIN		330		316		380		422		n-a		78		98		88		66		62		83		81		90		84		106		98		92		117		110		98		97		38		27		.

		HYDROCODONE		2		2		2		1		n-a		1		1		.		.		.		.		2		.		.		.		1		1		.		1		.		.		1		.		.

		HYDROXYCHLOROQUINE		3		.		.		.		n-a		1		1		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		IBUPROFEN		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		1		.		.

		IMIPRAMINE		.		1		3		.		n-a		.		.		.		.		1		.		.		.		2		.		1		.		.		.		.		.		.		.		.

		INSULIN		5		4		2		2		n-a		1		1		2		1		1		.		.		3		.		1		1		.		.		.		2		.		.		.		.

		IRON		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		ISOBUTANE		1		2		2		.		n-a		.		.		.		1		.		1		1		.		.		1		1		.		.		.		.		.		.		.		.

		IVERMECTIN		1		.		.		.		n-a		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		KETAMINE		1		2		5		7		n-a		1		.		.		.		1		1		.		.		3		2		.		.		4		1		.		2		2		1		.

		LAMOTRIGINE		2		2		1		.		n-a		.		.		1		1		1		.		.		1		.		.		.		1		.		.		.		.		.		.		.

		LEVAMISOLE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		LEVETIRACETAM		.		1		.		1		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		1		.		.		.		.		.

		LIGNOCAINE		.		1		.		1		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		1		.		.		.		.		.

		LITHIUM_SALTS		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		2

		LOFEPRAMINE		2		.		.		.		n-a		1		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		LOFEXIDINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		LORAZEPAM		11		8		14		8		n-a		1		2		4		4		2		3		2		1		8		2		4		.		3		3		1		1		1		.		.

		LORMETAZEPAM		.		.		1		1		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		1		.		.		.		.

		LSD		.		1		1		.		n-a		.		.		.		.		.		.		1		.		.		.		1		.		.		.		.		.		.		.		.

		MDA		2		4		5		1		n-a		.		.		1		1		2		.		2		.		.		1		2		2		1		.		.		.		.		.		1

		MDMA		27		25		35		25		n-a		8		5		11		3		7		4		7		7		6		8		10		11		8		2		6		9		5		3		2

		MDMB-CHMICA		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		MEPHEDRONE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.

		METFORMIN		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		1		.

		METHADONE		366		443		564		566		n-a		84		103		97		82		91		117		113		122		151		151		125		137		151		145		128		142		58		30		3

		METHAMPHETAMINE		1		.		.		.		n-a		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		METHYLPHENIDATE		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		METOCLOPRAMIDE		.		1		1		.		n-a		.		.		.		.		.		.		.		1		.		.		.		1		.		.		.		.		.		.		.

		MEXEDRONE		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		MIRTAZAPINE		35		65		59		34		n-a		10		7		11		7		16		20		15		14		21		16		6		16		6		12		7		9		6		4		.

		MITRAGYNINE		1		.		1		.		n-a		.		.		.		1		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		MOCLOBEMIDE		2		.		.		.		n-a		.		.		1		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		MODAFINIL		.		1		.		.		n-a		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		MORPHINE		197		202		210		273		n-a		51		44		58		44		52		55		51		44		48		63		43		56		75		64		68		66		33		11		1

		MORPHINE_SULPHATE		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		MST		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		MXP		2		.		.		.		n-a		2		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		NAPROXEN		1		.		2		.		n-a		.		.		.		1		.		.		.		.		.		1		.		1		.		.		.		.		.		.		.

		NARCOTIC		1		1		.		.		n-a		.		.		1		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		NEFOPAM		3		1		.		.		n-a		1		1		.		1		.		.		1		.		.		.		.		.		.		.		.		.		1		.		.

		NIFEDIPINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		NITRAZEPAM		1		2		.		1		n-a		.		.		.		1		.		.		1		1		.		.		.		.		.		.		.		1		.		.		.

		NON-STEROIDAL_ANTI-INFLAMMATORY_DRUGS		2		.		.		.		n-a		.		.		1		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		NORFLUOXETINE		1		1		.		.		n-a		.		.		1		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		NORTRIPTYLINE		.		1		1		2		n-a		.		.		.		.		1		.		.		.		.		.		.		1		1		.		1		.		.		.		.

		OLANZAPINE		11		11		15		11		n-a		2		1		3		5		4		6		1		.		10		3		.		2		3		3		3		2		1		.		.

		OPIATE		15		24		12		4		n-a		2		1		7		5		3		5		4		12		5		4		.		3		.		3		1		.		.		.		.

		OPIATES		.		.		3		.		n-a		.		.		.		.		.		.		.		.		3		.		.		.		.		.		.		.		.		.		.

		OPIOID		2		2		3		2		n-a		.		.		1		1		.		1		1		.		3		.		.		.		.		.		.		2		.		.		.

		ORAMORPH		2		.		.		.		n-a		.		1		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		OXAZEPAM		4		5		3		.		n-a		1		.		.		3		.		1		2		2		1		1		.		1		.		.		.		.		.		.		.

		OXYCODONE		17		20		19		36		n-a		3		7		4		3		5		5		6		4		6		6		5		2		6		12		11		7		8		.		.

		PARACETAMOL		37		44		49		39		n-a		10		9		7		11		8		13		13		10		13		11		11		14		6		10		11		12		7		.		8

		PAROXETINE		.		2		2		1		n-a		.		.		.		.		1		1		.		.		1		1		.		.		.		.		.		1		.		.		.

		PENTAZOCINE		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		PENTOBARBITONE		4		.		2		2		n-a		1		1		2		.		.		.		.		.		1		.		.		1		1		.		.		1		.		.		.

		PETHIDINE		.		1		1		.		n-a		.		.		.		.		.		.		1		.		.		1		.		.		.		.		.		.		.		.		.

		PHENAZEPAM		6		30		27		24		n-a		1		1		4		.		5		2		4		19		12		6		6		3		.		4		1		19		6		2		.

		PHENOBARBITONE		.		2		1		.		n-a		.		.		.		.		.		1		.		1		.		1		.		.		.		.		.		.		.		.		.

		PHENYTOIN		1		.		.		.		n-a		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		PMA		2		.		1		.		n-a		.		2		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		PMMA		2		.		.		.		n-a		.		2		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		PREGABALIN		71		121		216		280		n-a		16		19		23		13		25		32		27		37		54		56		47		59		64		77		69		70		18		14		1

		PROCHLORPERAZINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		PROCYCLIDINE		2		.		2		2		n-a		1		.		1		.		.		.		.		.		1		1		.		.		.		.		.		2		.		.		.

		PROMETHAZINE		2		7		1		7		n-a		1		1		.		.		1		2		2		2		.		1		.		.		3		1		.		3		.		1		.

		PROPAFENONE		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		PROPANE		2		2		3		1		n-a		.		.		1		1		.		1		1		.		.		2		1		.		.		.		1		.		.		.		.

		PROPOFOL		.		1		.		1		n-a		.		.		.		.		.		.		1		.		.		.		.		.		1		.		.		.		.		.		.

		PROPRANOLOL		15		20		29		18		n-a		3		5		3		4		6		6		3		5		6		8		5		10		5		5		4		4		2		1		.

		PYRAZOLAM		2		1		.		.		n-a		.		2		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		QUETIAPINE		9		12		8		11		n-a		2		2		3		2		3		4		4		1		1		1		3		3		2		5		3		1		2		.		.

		QUININE		.		1		.		.		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		RAMIPRIL		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		RISPERIDONE		.		.		1		1		n-a		.		.		.		.		.		.		.		.		1		.		.		.		1		.		.		.		.		.		.

		ROCURONIUM		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		SEDATIVE		19		22		9		1		n-a		4		3		6		6		4		5		7		6		6		3		.		.		1		.		.		.		.		.		.

		SERTRALINE		16		16		19		9		n-a		3		4		3		6		2		6		2		6		12		2		2		3		5		3		1		.		1		.		.

		SILDENAFIL		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		SODIUM_NITRITE		.		.		.		4		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		3		.		.		.

		SODIUM_VALPROATE		.		1		1		1		n-a		.		.		.		.		.		1		.		.		1		.		.		.		.		.		1		.		.		.		.

		SOLPADOL		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		STEROID		.		.		.		.		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1

		SULPIRIDE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		TAPENTADOL		.		.		1		2		n-a		.		.		.		.		.		.		.		.		.		.		1		.		.		1		.		1		.		.		.

		TEMAZEPAM		8		7		6		4		n-a		1		2		1		4		1		1		2		3		1		1		2		2		1		.		1		2		.		1		.

		THEOPHYLLINE		1		.		.		1		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		THIOPENTAL		.		.		2		.		n-a		.		.		.		.		.		.		.		.		1		1		.		.		.		.		.		.		.		.		.

		TRAMADOL		64		60		57		56		n-a		11		13		22		18		17		14		10		19		11		15		21		10		16		14		13		13		5		3		.

		TRAZODONE		2		1		7		2		n-a		.		1		.		1		1		.		.		.		3		2		.		2		1		.		1		.		.		.		.

		TRIMIPRAMINE		.		1		.		.		n-a		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		UNSPECIFIED_DRUG		40		27		35		68		n-a		4		10		14		12		6		1		11		9		12		5		9		9		26		19		14		9		28		43		14

		UNSPECIFIED_SOLVENT		3		1		3		2		n-a		1		2		.		.		.		.		1		.		.		1		1		1		1		1		.		.		.		1		.

		VALPROIC_ACID		1		.		2		1		n-a		.		.		1		.		.		.		.		.		2		.		.		.		.		1		.		.		.		.		.

		VENLAFAXINE		9		14		19		15		n-a		2		2		1		4		3		1		6		4		2		6		7		4		3		3		4		5		1		.		.

		VERAPAMIL		1		.		1		.		n-a		.		1		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.

		VERCURONIUM		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		ZOLPIDEM		.		2		.		1		n-a		.		.		.		.		.		1		1		.		.		.		.		.		1		.		.		.		1		.		.

		ZOPICLONE		22		29		24		18		n-a		8		4		4		6		9		9		6		5		7		6		5		6		5		5		4		4		2		.		.

		ZUCLOPENTHIXOL		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.
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List 2

		Directors of Public Health (DPH) Special Interest Group (SIG) on Drugs, and some Drug Deaths Taskforce members



		***** INCOMPLETE and "EXPERIMENTAL" STATISTICS *****



		Drug poisoning deaths, on the basis of the ONS "wide" definition, registered in Scotland

		NB: this is not the standard definition of drug-related deaths.



		Please see the accompanying "background" document for details of what should be kept in mind when using this information.

		Brief summaries of some of the key points to keep in mind are:

		A.  Figures for the latest quarter(s) may be greatly underestimated because NRS may not yet have received

		the information required for it to change the cause of some deaths from, say, "unascertained (pending investigations)"

		to (say) "toxic effects of X, Y and Z" - and hence to count those deaths as "poisoning" ones

		This is particularly the case if/when there are long delays in the production of the results of toxicology tests

		B.  Figures for earlier quarters may be affected, but to a lesser extent

		C.  The completeness of NRS's information may vary between different parts of Scotland

		and the figures for some areas may be affected by large percentage quarter-to-quarter "random" fluctuations.

		It follows that these figures must be used with great caution, and (in time) taking account of the extent to which

		the figures for previous quarters were revised as and when new quarters' tables were produced



		NB:   figures in:

		bold => "finalised", consistent with those that NRS has published for the year concerned

		normal type => "provisional", may be revised when further lists produced, as NRS has not yet finalised its data for the year concerned

		italics => "very provisional", could be revised by large percentage if/when NRS receives information that enables it to classify (e.g.) "unascertained" deaths

		Points to note - see the "List 1" sheet



		List 2: drugs / substances which were present in the body but were NOT considered to have had any direct contribution to the death



				Year and quarter in which the deaths were registered

				annual totals (when available)										2016								2017								2018								2019								2020

														qtr								qtr								qtr								qtr								qtr

				2016		2017		2018		2019		2020		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3		4		1		2		3

		Total number of deaths

		on the ONS/"wide" definition		997		1045		1313		1406		n-a		227		275		271		224		227		254		277		287		323		364		303		323		398		347		333		328		179		113		35



		4F-MDMB-BINACA		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.

		6_MAM		.		.		1		.		n-a		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.

		7-AMINOCLONAZEPAM		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.

		7-AMINONITRAZEPAM		.		.		.		.		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.

		8_AMINOCLONAZOLAM		.		.		.		.		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.

		9-HYDROXYRISPERIDONE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		AB-FUBINACA		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		ALCOHOL		224		240		298		327		n-a		54		67		62		41		43		62		67		68		75		75		66		82		101		75		74		77		15		10		1

		ALFENTANIL		.		.		.		3		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		1		1		.		.		.		.

		ALPRAZOLAM		6		10		9		8		n-a		1		.		3		2		2		1		2		5		.		.		5		4		3		2		1		2		1		.		.

		AMFETAMINE		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		AMISULPRIDE		2		1		1		2		n-a		2		.		.		.		.		1		.		.		1		.		.		.		1		.		.		1		.		.		.

		AMITRIPTYLINE		55		66		79		98		n-a		14		11		14		16		17		13		17		19		24		22		14		19		30		31		15		22		10		2		1

		AMLODIPINE		2		1		4		1		n-a		2		.		.		.		.		.		1		.		.		2		2		.		.		1		.		.		.		.		.

		AMPHETAMINE		4		5		10		9		n-a		3		.		1		.		.		2		.		3		3		2		2		3		4		3		1		1		1		.		.

		ANABOLIC_STEROID		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		ARIPIPRAZOLE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.

		ATENOLOL		2		1		4		.		n-a		.		.		.		2		.		1		.		.		.		1		2		1		.		.		.		.		.		.		.

		ATROPINE		1		.		.		.		n-a		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		BACLOFEN		.		1		2		1		n-a		.		.		.		.		.		.		.		1		.		1		.		1		.		.		1		.		.		.		.

		BENZODIAZEPINE		6		1		4		3		n-a		1		3		2		.		.		1		.		.		.		2		1		1		.		2		1		.		.		2		.

		BENZOYLECGONINE		2		4		2		7		n-a		.		1		.		1		1		1		2		.		2		.		.		.		5		.		2		.		1		.		.

		BENZOYLECOGNINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		BOLDENONE		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		BUPRENORPHINE		9		8		11		10		n-a		2		4		3		.		2		.		3		3		2		5		2		2		4		2		2		2		2		.		.

		CANNABIS		199		170		260		216		n-a		46		65		52		36		35		34		51		50		51		78		63		68		60		71		53		32		1		.		.

		CARBAMAZEPINE		4		2		10		3		n-a		1		.		1		2		.		2		.		.		5		4		1		.		2		1		.		.		.		.		.

		CETIRIZINE		.		1		1		.		n-a		.		.		.		.		.		1		.		.		.		.		.		1		.		.		.		.		.		.		.

		CHLORDIAZEPOXIDE		2		2		1		1		n-a		1		1		.		.		1		1		.		.		1		.		.		.		1		.		.		.		.		.		.

		CHLORPHENIRAMINE		4		1		8		7		n-a		1		1		2		.		1		.		.		.		3		2		3		.		.		3		2		2		1		.		.

		CHLORPROMAZINE		13		12		12		16		n-a		3		4		2		4		2		2		4		4		3		4		4		1		3		4		7		2		.		.		.

		CITALOPRAM		27		25		24		22		n-a		10		2		9		6		8		6		5		6		6		6		7		5		9		6		4		3		3		1		1

		CLOBAZAM		1		1		.		.		n-a		.		.		.		1		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		CLOMIPRAMINE		1		.		5		.		n-a		.		.		.		1		.		.		.		.		.		.		3		2		.		.		.		.		.		.		.

		CLONAZEPAM		.		.		3		1		n-a		.		.		.		.		.		.		.		.		1		1		1		.		.		.		.		1		1		.		.

		CLONIDINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.

		CLORAZEPAM		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		CLOXAZOLAM		1		2		.		.		n-a		.		.		1		.		1		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		CLOZAPINE		2		5		5		1		n-a		1		1		.		.		.		.		4		1		1		3		1		.		.		.		1		.		.		.		.

		CO-CODAMOL		1		.		.		2		n-a		.		.		.		1		.		.		.		.		.		.		.		.		.		1		1		.		.		.		.

		COCAINE		20		27		49		48		n-a		3		5		7		5		4		12		6		5		14		10		11		14		15		15		10		8		2		3		.

		CODEINE		36		42		47		51		n-a		6		9		14		7		7		12		11		12		16		11		11		9		12		14		10		15		4		1		.

		CYCLIZINE		12		10		19		18		n-a		4		2		3		3		4		1		1		4		2		10		5		2		7		3		6		2		1		.		.

		DELORAZEPAM		7		4		3		4		n-a		3		.		3		1		1		.		2		1		2		.		1		.		.		3		.		1		.		.		.

		DESIPRAMINE		.		2		.		.		n-a		.		.		.		.		1		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		DIAZEPAM		217		211		226		201		n-a		58		57		51		51		53		57		50		51		47		62		65		52		57		60		39		45		21		10		1

		DICLAZEPAM		19		3		1		.		n-a		11		3		3		2		2		.		1		.		1		.		.		.		.		.		.		.		.		.		.

		DICLOFENAC		.		1		2		.		n-a		.		.		.		.		.		.		1		.		1		1		.		.		.		.		.		.		.		.		.

		DIHYDROCODEINE		37		43		40		55		n-a		6		12		12		7		10		8		11		14		8		13		9		10		11		15		13		16		3		8		.

		DILTIAZEM		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		DIPHENHYDRAMINE		2		8		6		8		n-a		1		.		1		.		2		4		2		.		2		1		2		1		4		2		2		.		.		.		.

		DOSULEPIN		.		1		3		3		n-a		.		.		.		.		.		.		.		1		2		1		.		.		.		2		1		.		.		.		.

		DOTHIEPIN		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		DROSTANOLONE		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		DULOXETINE		7		8		7		14		n-a		4		.		1		2		1		4		1		2		2		1		2		2		4		3		5		2		1		.		.

		ECGONINE_METHYL_ESTER		.		.		.		2		n-a		.		.		.		.		.		.		.		.		.		.		.		.		2		.		.		.		.		.		.

		ECSTASY		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		ETHANOL		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		ETIZOLAM		44		24		11		19		n-a		16		14		11		3		4		12		5		3		3		6		1		1		5		8		3		3		4		2		.

		FENTANYL		.		1		.		1		n-a		.		.		.		.		1		.		.		.		.		.		.		.		.		1		.		.		.		.		.

		FLECAINIDE		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		FLUOXETINE		20		27		38		35		n-a		10		3		3		4		8		7		4		8		10		9		7		12		14		11		5		5		3		.		.

		FLUPENTHIXOL		2		3		4		3		n-a		1		.		1		.		1		.		1		1		.		2		2		.		2		1		.		.		.		.		.

		FLUPENTIXOL		1		.		.		.		n-a		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		GABAPENTIN		55		83		86		53		n-a		9		17		16		13		19		23		13		28		22		24		24		16		14		15		12		12		1		4		.

		GAMMA_HYDROXYBUTYRATE		3		5		2		4		n-a		1		.		1		1		1		1		2		1		.		1		1		.		1		1		2		.		.		.		.

		GLICLAZIDE		.		1		1		.		n-a		.		.		.		.		.		.		.		1		.		.		1		.		.		.		.		.		.		.		.

		HALOPERIDOL		4		.		1		.		n-a		1		1		1		1		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		HEROIN		2		2		2		4		n-a		.		1		1		.		.		.		.		2		1		.		1		.		2		1		1		.		.		.		.

		HYDROCODONE		2		.		5		.		n-a		.		1		1		.		.		.		.		.		.		.		3		2		.		.		.		.		.		.		.

		HYDROXYCHLOROQUINE		.		1		.		.		n-a		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.

		IBUPROFEN		2		6		6		3		n-a		.		1		1		.		2		3		.		1		2		2		1		1		1		1		1		.		.		.		.

		IMIPRAMINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.

		ISOPROPANOL		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		KETAMINE		1		5		1		4		n-a		.		.		.		1		.		3		1		1		.		.		.		1		1		1		1		1		1		.		.

		LABETALOL		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		LAMOTRIGINE		8		4		16		20		n-a		1		3		1		3		1		1		.		2		3		6		3		4		6		8		4		2		.		.		.

		LETROZOLE		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		LEVAMISOLE		9		.		6		2		n-a		1		2		2		4		.		.		.		.		2		1		2		1		.		1		1		.		.		.		.

		LEVETIRACETAM		5		4		5		12		n-a		1		2		2		.		.		3		.		1		2		2		.		1		8		3		1		.		.		1		.

		LIGNOCAINE		9		13		19		15		n-a		1		1		4		3		4		6		3		.		.		6		9		4		4		3		6		2		.		.		.

		LISINOPRIL		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.

		LITHIUM		1		.		.		.		n-a		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		LORAZEPAM		9		9		16		4		n-a		2		5		1		1		1		5		2		1		2		8		5		1		1		1		1		1		1		.		.

		MDA		3		.		.		1		n-a		1		.		.		2		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.

		MDMA		2		2		1		.		n-a		2		.		.		.		.		.		2		.		.		.		1		.		.		.		.		.		.		.		.

		METFORMIN		.		2		1		.		n-a		.		.		.		.		.		.		.		2		.		.		1		.		.		.		.		.		.		.		.

		METHADONE		14		13		17		21		n-a		4		4		5		1		5		3		2		3		4		6		3		4		9		5		4		3		1		1		.

		METHANDIENONE		.		1		.		.		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		METOCLOPRAMIDE		.		1		7		6		n-a		.		.		.		.		.		.		1		.		3		.		2		2		4		1		1		.		.		.		.

		METOCLOPRAMINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		METOPROLOL		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.

		MIDAZOLAM		.		.		5		5		n-a		.		.		.		.		.		.		.		.		1		1		1		2		2		1		1		1		1		.		.

		MIRTAZAPINE		149		170		234		237		n-a		37		41		37		34		41		38		44		47		42		70		62		60		71		56		53		57		20		16		1

		MIRTAZEPAM		.		.		.		.		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.

		MOCLOBEMIDE		.		1		.		.		n-a		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		MONOACEYTLMORPHINE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		MORPHINE		12		17		24		27		n-a		4		4		2		2		3		4		6		4		9		3		4		8		7		6		6		8		2		1		.

		NALOXONE		3		1		3		2		n-a		.		.		1		2		.		.		.		1		.		.		3		.		1		.		1		.		.		.		.

		NANDROLONE		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		NAPROXEN		8		10		11		2		n-a		2		4		.		2		1		.		3		6		3		1		5		2		2		.		.		.		.		.		.

		NEFOPAM		1		4		.		3		n-a		.		1		.		.		1		.		1		2		.		.		.		.		2		.		1		.		.		.		.

		NITRAZEPAM		3		.		3		3		n-a		.		.		.		3		.		.		.		.		1		1		.		1		1		1		.		1		2		.		.

		NORFLUOXETINE		1		2		2		1		n-a		1		.		.		.		.		1		1		.		1		1		.		.		.		.		1		.		.		.		.

		NORTRIPTYLINE		.		.		2		2		n-a		.		.		.		.		.		.		.		.		.		1		1		.		.		1		1		.		.		.		.

		OLANZAPINE		31		36		46		52		n-a		6		8		7		10		12		6		7		11		13		10		13		10		12		24		9		7		1		.		.

		OXAZEPAM		3		4		3		1		n-a		.		1		1		1		2		1		1		.		.		1		2		.		.		.		.		1		.		.		.

		OXYCODONE		1		1		2		5		n-a		.		.		.		1		.		1		.		.		1		.		1		.		.		1		2		2		.		.		.

		OXYMETHOLONE		.		1		.		.		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		PALIPERIDONE		.		2		.		.		n-a		.		.		.		.		.		.		.		2		.		.		.		.		.		.		.		.		.		.		.

		PARACETAMOL		82		105		133		155		n-a		16		16		26		24		25		22		27		31		33		36		26		38		46		42		35		32		12		3		.

		PAROXETINE		2		4		4		3		n-a		.		1		.		1		3		1		.		.		1		2		.		1		.		2		.		1		.		.		.

		PHENAZEPAM		1		1		1		.		n-a		.		.		.		1		.		1		.		.		1		.		.		.		.		.		.		.		1		.		.

		PHENETHAZINE		1		.		.		.		n-a		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		PHENYTOIN		3		1		2		.		n-a		1		.		1		1		1		.		.		.		1		.		1		.		.		.		.		.		.		.		.

		PHOLCODINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		PREGABALIN		62		97		155		136		n-a		14		9		17		22		13		18		30		36		35		40		45		35		44		30		31		31		8		10		.

		PROCHLORPERAZINE		.		1		.		.		n-a		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.

		PROCYCLIDINE		5		6		4		10		n-a		2		.		2		1		.		1		3		2		.		2		1		1		4		1		3		2		.		.		.

		PROMAZINE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.

		PROMETHAZINE		8		7		22		19		n-a		.		3		3		2		.		2		.		5		4		8		5		5		3		4		8		4		2		3		.

		PROPRANOLOL		9		10		21		20		n-a		2		2		4		1		2		2		3		3		3		5		11		2		6		6		6		2		.		.		.

		PSILOCIN		1		.		.		.		n-a		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		PYRAZOLAM		.		2		.		.		n-a		.		.		.		.		2		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		QUETIAPINE		24		24		44		43		n-a		8		4		8		4		4		5		8		7		7		11		15		11		18		15		8		2		.		.		.

		QUININE		4		1		10		9		n-a		.		1		1		2		.		.		1		.		2		2		3		3		2		2		2		3		.		.		.

		RISPERIDONE		3		4		7		6		n-a		.		1		1		1		2		.		.		2		2		2		.		3		.		2		4		.		.		.		.

		RIVAROXABAN		.		.		1		.		n-a		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.

		SALBUTAMOL		4		1		2		2		n-a		1		1		2		.		.		1		.		.		.		.		.		2		1		1		.		.		.		.		.

		SERTRALINE		41		49		68		57		n-a		12		7		13		9		13		11		12		13		6		19		21		22		13		19		16		9		6		4		.

		SILDENAFIL		.		2		2		3		n-a		.		.		.		.		.		.		1		1		1		.		.		1		.		3		.		.		.		.		.

		SODIUM_VALPROATE		1		.		7		4		n-a		.		1		.		.		.		.		.		.		2		3		.		2		2		.		2		.		.		.		.

		STANOZOLOL		.		1		.		.		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		STEROID		.		1		.		.		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		SULPIRIDE		.		1		1		.		n-a		.		.		.		.		.		.		.		1		1		.		.		.		.		.		.		.		.		.		.

		TEMAZEPAM		11		10		6		10		n-a		4		5		1		1		3		3		2		2		.		1		2		3		3		2		3		2		.		.		.

		THC-COOH		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.

		THEOPHYLLINE		.		.		.		1		n-a		.		.		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		TRAMADOL		19		20		21		15		n-a		3		7		3		6		6		5		5		4		5		4		6		6		7		4		4		.		1		4		.

		TRAZODONE		9		17		14		17		n-a		3		2		1		3		3		4		5		5		4		2		2		6		7		6		4		.		1		.		.

		TRENBOLONE		.		1		.		.		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.

		TRIFLUOPERAZINE		.		1		.		.		n-a		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		TRIMETHOPRIM		2		.		.		2		n-a		1		.		1		.		.		.		.		.		.		.		.		.		1		.		1		.		.		.		.

		UNSPECIFIED_DRUG		.		1		.		1		n-a		.		.		.		.		.		.		.		1		.		.		.		.		.		.		1		.		.		.		.

		VALPROATE		.		.		1		.		n-a		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.		.		.		.		.

		VALPROIC_ACID		5		6		4		8		n-a		1		2		1		1		2		3		1		.		2		2		.		.		2		2		2		2		.		1		.

		VENLAFAXINE		9		19		22		15		n-a		3		4		1		1		7		3		4		5		7		6		4		5		4		4		5		2		.		.		.

		VERAPAMIL		1		.		.		1		n-a		.		1		.		.		.		.		.		.		.		.		.		.		1		.		.		.		.		.		.

		WARFARIN		1		.		.		.		n-a		.		1		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.		.

		ZOLPIDEM		.		3		1		1		n-a		.		.		.		.		1		1		.		1		.		1		.		.		.		.		.		1		1		.		.

		ZOPICLONE		17		30		36		28		n-a		6		4		4		3		7		8		3		12		6		11		11		8		11		9		5		3		2		.		.

		ZUCLOPENTHIXOL		3		2		5		3		n-a		.		.		2		1		.		.		2		.		2		1		.		2		2		.		1		.		.		.		.
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Directors of Public Health (DPH) Special Interest Group (SIG) on Drugs 

some Drug Death Taskforce members



Quarterly figures for drug poisoning deaths (on the basis of the ONS “wide” definition): background



These figures are provided in confidence, and must be used with great caution because they are incomplete and “experimental” statistics.  Some of them may be subject to large percentage revisions when the tables and lists are extended to cover further quarters, because these figures were produced from National Records of Scotland (NRS) data which (due to the way in which the information is obtained) cannot be complete in respect of the latest quarter, even at the best of times, and nowadays may also be significantly incomplete for some of the previous quarters, due to the very long delays in the production of the results of toxicology tests.



When using these figures, several points must be kept in mind.



1.	These figures are on the basis of the Office for National Statistics (ONS) “wide” definition of “drug poisoning” deaths (see paragraph B2 of Annex B of “Drug-related Deaths in Scotland in 2018”, which is available via https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths/drug-related-deaths-in-scotland   ).  Therefore, they are not on the standard basis which is used for NRS’s main statistics of drug-related deaths (the “UK Drug Strategy ‘baseline’” definition, which is described in paragraph A of Annex A of that publication). Figures on the basis of the ONS “wide” definition include more than just deaths which are counted as drug-related (in terms of the standard definition): for example, they also include deaths from poisoning by freely available medicines.  The ONS “wide” definition basis has been used for these figures because it is much easier to apply to NRS’s data: it does not require scrutiny of a list of possible drug-related deaths in order to identify the small proportion that should not be counted for reasons such as those given in section A3 of Annex A of “Drug-related Deaths in Scotland in 2018”.   NRS cannot produce reliable numbers of drug-related deaths (in terms of the standard definition) until after it has “frozen” the statistical data for the year, because NRS does not know until then which deaths should be excluded for such reasons.  As the differences between the two definitions have not been great in recent years, any trends (or not) that may be shown by the figures on the ONS “wide” basis should provide a reasonable guide as to the likely trends (or not) in figures on the standard basis:

		

		2014

		2015

		2016

		2017

		2018



		ONS “wide” definition

		743

		813

		997

		1,045

		1,313



		Drug-related deaths – standard definition

		614

		706

		868

		934

		1,187



		Drug-deaths - standard definition as a percentage of ONS “wide” definition

		

83%

		

87%

		

87%

		

89%

		

90%







2.	The figures for the latest quarter(s) may be greatly underestimated, and the figures for some of the earlier quarters may also be affected by undercounting (but to a lesser extent than those for the latest quarter[s]).  This is because there may be many deaths which were due to drug poisoning but for which NRS had not (by the time the figures were produced from its database) received the information that would be required for it to change their causes from something like “unascertained (pending investigations)”, which was all that was known (and, hence, could be recorded) at the time those deaths were registered, to their actual causes, once determined (such as “toxic effects of X, Y and Z”), which would enable NRS to count them as drug poisoning deaths.  This is particularly the case nowadays, when there are very long delays in the production of the results of toxicology tests, and hence very long delays in NRS being notified of the causes of many drug-deaths  (Some notes on how NRS obtains its information are given in the Annex.) 

Therefore, Table 1 shows the numbers that were produced when the figures were extracted on different dates.  As more quarterly sets of figures are produced, one will be able to compare the numbers for a particular quarter that were produced on different dates and see the extent to which they changed, from one date to the next, until they were finalised after NRS “froze” its statistical data for the year concerned.

Table 1 also shows the number of deaths which are being counted as “ill-defined and unknown cause of death” in NRS’s statistical database.  Recent years have had around 200-250 such deaths, when NRS “froze” its statistical data for the year.  In most cases, these were deaths for which NRS was told that the cause could not be ascertained (even after investigations).  Therefore, one would expect an average of about 50-60 such death per quarter.  It follows that any quarter with far more than 60 such deaths is one for which NRS has still to receive information for many deaths, and therefore one for which NRS’s current figure for drug-related deaths could well be too low.  However, one cannot assume that all the “unknown cause” deaths were actually drug-related: when the relevant investigations are completed, some of them may well be found to have been due to (e.g.) alcohol, heart disease, diabetes or other causes of death.   

In order to make it clear which figures have been finalised, and which may be revised:

· Bold type is used for figures which will not change, because they are for years for which NRS has “frozen” its statistical data

· Ordinary type is used for figures which may change (ideally, slightly) because they are for years for which NRS has not yet “frozen” its statistical data

· Italic type is used for the figures for the latest quarter(s), which could change by large percentages, once NRS receives information about the actual causes of deaths for which (at the time that those figures were produced) NRS’s database had only (e.g.) “unascertained (pending investigations)”.

   

3.	Table 1 provides figures for Scotland as a whole, and so will indicate how the figures for Scotland as a whole changed, from one date to the next, until they were finalised.  The completeness of NRS’s information may vary between the different parts of Scotland, because of differences between areas in (e.g.) staffing levels, workloads and procedures for providing NRS with information.  For example, NRS might not receive information about relevant deaths promptly if there were a large increase in their numbers in an area which had a shortage of the staff who produce the information that NRS needs.  So the latest quarter’s figures may be much more complete for some areas than for others. 



4.	The figures for some areas may be affected by large percentage quarter-to-quarter fluctuations, which are just due to “random” variability.  For example, if an area has, on average:

· 16 such deaths per quarter, its likely range of values (based on what would be expected from random quarter to quarter statistical variability) would be between (roughly) 8 and 24 such deaths per quarter;

· 25 such deaths per quarter, its likely range of values would be between (roughly) 15 and 35 such deaths per quarter

· 36 such deaths per quarter, its likely range of values would be between (roughly) 24 and 48 such death per quarter

So apparently large percentage changes from one quarter to the next could just be the result of “random” fluctuations, rather than being due to any change in the area’s underlying rate of such deaths  Possible examples of this, for the eight quarters of 2016 and 2017 (two years for which there was not much difference between their overall totals for Scotland as a whole, which were 997 and 1,045 respectively) include:

· Ayrshire & Arran – on average, 21 per quarter, but “only” 12 for 2016 Q1, “only” 14 for 2017 Q1 and “only” 13 for 2017 Q2 (compared with at least 22 for each of the other five quarters);

· Dumfries & Galloway – on average, 6 per quarter, but “only” 1 for 2017 Q1 compared with 10 for 2017 Q2; and

· Greater Glasgow & Clyde – on average, 74 per quarter, but individual quarters’ values varied from 52 for 2016 Q4 to 93 for 2017 Q2.

More information about fluctuations in, and the possible unreliability of, death statistics for small areas, for small sub-groups of the population, or for short periods is available from the NRS website at  https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths/deaths-background-information/fluctuations-in-and-possible-unreliability-of-death-statistics  .  



5.	There may be differences between NRS’s and other organisations’ figures for certain parts of Scotland for particular periods.  For example, NRS’s figures are based on when the deaths were registered and what NRS understands was the deceased’s area of residence.  Other organisations’ figures may be based on when and where the death occurred.  So, for example, if a person from Inverness who was studying in Edinburgh died while visiting friends in Glasgow at the end of December 2018, then (depending upon what information was given, and when the death was registered) NRS would probably count it as the death of a resident of Highland which was registered in the first quarter of 2019 (rather than as an Edinburgh or Glasgow death at the end of 2018).  More information about differences between NRS and other bodies’ definitions is available in paragraphs B6 to B9 of Annex B of “Drug-related Deaths in Scotland in 2018”



6.	The lists of substances mentioned may include some “typos” for the latest quarters.  Nowadays, before NRS “freezes” its statistical data for a year, it runs programs which check the names of all the substances that have been reported.  Any “typos” should then be identified and corrected before NRS produces its annual statistics. However, the data from which these quarterly figures have been produced include records which have not yet been checked in that way, and so there may be some “typos”.



7.	Finally, it must be re-emphasised that NRS cannot provide reliable statistics on the drug-related deaths that were registered in part of a year until after it has produced and published the final figures for that year.  Before then, there will be some deaths which NRS should count as drug-related but which it is unable to do so because it has not yet been told which drugs were involved in them: all that NRS may know (at the time) about their causes is that they were stated to be (e.g.) “unascertained (pending investigations)” when the deaths were registered.  NRS’s processes are designed to obtain (if possible) any information that may be outstanding before it "freezes" its statistical database, which is normally done around the end of April.  Until then, NRS does not know how complete (or otherwise) is its information about the deaths which were registered in the calendar year.  Therefore, NRS’s system is not suitable for monitoring trends/developments during the course of a year (it can, of course, provide such information after it has published the annual totals), and the “non-bold” figures in these quarterly tables must be used with great caution – especially the ones which are in italics. 



Annex: 



How NRS obtains such information, and why it may not have been received yet



NB: the paragraphs that follow are from a paper which was produced for the Partnership for Action on Drugs in Scotland’s “Harm Reduction” Group’s meeting on 23 January 2019.  They were written before there were very long delays in the production of the results of toxicology tests.  Paragraph 2.2 refers to what used to be the “normal” timescale within which NRS received information.  Nowadays, the delays are much greater than was the case at that time.   



2.1	Sources of information

NRS's statistics of drug-related deaths are based on information from:

· in all cases, the record of the registration of the death.  This includes what was specified on the Medical Certificate of the Cause of Death (an example of this is available via  http://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths/deaths-background-information/death-certificates-and-coding-the-causes-of-death  );

· in most cases, pathologists.  They report on (e.g.) the substances which were found in the body (an example of the form that is used to supply this information is available via https://www.nrscotland.gov.uk/files//statistics/drug-related-deaths/drd2016/html/drug-related-deaths-2016-annex-d.html   );     

· in most cases, Procurators Fiscal.  They specify any changes to the public record of the causes of the deaths which were referred to them for investigation;  and

· in some cases, additional details supplied by the doctors who certified the deaths.  For example, a doctor may have indicated that he/she can provide NRS with further information about the death for statistical purposes, or may respond to an enquiry from NRS about what was given as the cause of a particular death.



2.2	When the information becomes available

Typically, deaths are registered within a few days of occurrence.  However, at that stage, what is shown as the cause of death may be uninformative - e.g. it may be given as "unascertained (pending investigations)".  NRS may subsequently receive further information about individual deaths from (e.g.) pathologists, Procurators Fiscal or certifying doctors.  For example, for most "drug poisoning" deaths, pathologists routinely tell NRS which substances were involved.  However, there are always some such deaths for which that information is outstanding. NRS may get it by asking the pathologists, but NRS cannot do that for at least 3 months because (NRS understands) the pathologists have 12 weeks to complete their investigation into a death and report to COPFS (and so may have no information to give to NRS until that time has elapsed). Therefore, NRS does not seek outstanding information for deaths which were registered in (e.g.) the second quarter until (e.g.) the fourth quarter. So, for example, in mid-November, NRS should have almost complete information about Q1 and Q2 deaths (including pathologists’ responses to requests), and less complete information about deaths registered in Q3 and the first few weeks of Q4 (as NRS might not, by then, have been told which substances were involved in some of those deaths). 



2.3	Determining the number of drug-related deaths (in terms of the standard definition)

Nowadays, NRS “freezes” its statistical data for the previous calendar year around the end of April, and publishes almost all its statistics near the end of June (“Drug-related Deaths…” follows a couple of weeks later, because it requires extra work).  Therefore, NRS's statistics of deaths in general, and drug-related deaths in particular, are based on the information which it has received by about the end of April.  NRS identifies the deaths which it counts as drug-related, using criteria which are described in Annex A of its publication (see  https://www.nrscotland.gov.uk/files//statistics/drug-related-deaths/drd2016/html/drug-related-deaths-2016-annex-a.html   ).  This process has a number of steps, including the manual scrutiny of some of the information that NRS holds about individual deaths, in order to decide which should be excluded for the kinds of reasons that are given in that Annex.  Such cases are considered by both the NRS Vital Events Statistician and NRS’s  Medical Adviser (who is a public health consultant in ISD).  They decide in May which deaths will be counted as "drug-related" for the purpose of the statistics.  In the NRS publication for 2017, Table Z showed that (between 2007 and 2017) an average of about two dozen deaths per year which appeared to fall within the standard definition were excluded because (i) the cause of death was a secondary infection or a related complication, or (ii) a controlled substance was present only as part of a compound analgesic or cold remedy.  The number has varied – e.g. it was 38 in 2010 and 15 in 2012.
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		Feedback/results of Survey



		Proposed Course of Action-SIG 

		Proposed Course of Action-Secretariat input



		What are your general reflections of the PH Drugs SIG?



		

		



		· It is a useful group to keep updated with current drugs thinking, especially for those of us working in areas with limited drug use.



· I think there is now clarity about the role/remit of the group.





· Working well.  Meetings productive.  Relationship with national DTF and ADPs clearer.



· I don't think it has achieved what it could do due to a mix of high expectations and suboptimal meetings.





· The SIG has been a positive addition, the focus on PH is very welcome.



· Useful to have to share experiences and learn about upcoming topics.

		

		

























· Contact all members to confirm they wish to remain an active member of the group.  If not, to identify an alternative representative from their board or organisation with a view to establishing representation from all boards and partner organisations.

· All members nominate a deputy to attend on their behalf when they can’t.

· Given the virtual nature of our working life at the moment, would it be beneficial to have short 1 hour monthly meetings via Microsoft Teams, to raise items on a monthly basis and keep the momentum of the group going.

· Utilise the chat facility in Microsoft Teams in-between meeting.  This is a quick way to alert the group to anything that may require a quick response.



		What are the strengths of the group?



		

		



		· Inclusion of local and national public health expertise.  Range of expertise



· Bringing public health professionals with an interest in drugs together, information sharing, networking, facility to take collective action.





· Opportunity for a focus on tackling health harms within a likeminded group, with checks and balances re. duplication and need for distinct contribution



· Willingness to share with others what learning has been gained form local events and issues.





· The knowledge and skills of the participants and the ability to get an overview of this type of work across Scotland.



		

		

· Shorter more focused, more frequent meetings, possibly one focused topic/item per session.

· More group involvement, ask group to recommend or invite guest speakers/contributors as appropriate to agenda.

· Try and bring the group more together, (short sharp monthly 1 hour meetings may help and the option of posting questions in the group chat for a quick response might be helpful

· Initiate, promote and facilitate group (teams) chat

· Encourage all group members to proactively seek out other ways to help the group develop.



		What are the weaknesses of the group?



		

		



		· Assurance that this group is linking to local ADPs in a robust way. For example - is PHSIG a standing item on the each of the ADP Board meetings to ensure linkage.













· Poor timekeeping, inconsistent chairing, meetings dominated by some individuals who aren’t controlled by chair, meetings often drift and don’t get to some actions, lack of follow up on actions, patchy NHS Board representation.



· I think we still need time as a group to build communication out with meetings and ensure all contributions to the agenda, I think we could operate as a clearer network one emerging issues.



· Can occasionally over-focus on one topic.





· People are doing their best to manage this as well as their jobs, it is unfair to over criticise.





		· 

		· Inviting local ADP’s along to meetings potentially on a regional rotational basis and/or in accordance with the agenda

· A clear channel of how the group could be contacted?

· Encourage input from the group to make best use of ScotPHN website Drug SIG area.   Promote the web area, the public area could have a section for the ADP’s.

· Use Microsoft Teams to our advantage during meetings, use chat etc.

· Follow meeting etiquette 







· Send out to the group asking for agenda items that they want to discuss.   If its monthly shorter meetings, it could be the “Hot Topic” of the month.



· Ask for agenda items via Teams chat?



· Seek to find a balance re topics.





		How would you like to see the group develop in future?



		

		



		

· I think the group is chaired well and administrated well (Denise) - perhaps a review of membership to ensure all Boards are represented.  Assurance links to ADPS.



· SIG has leadership ambitions, but has yet to fulfil its potential in this regard. Part of the reason for this is the high and potentially false expectation being placed on the group by the SG. SG sees it as a new expert NFDRD or PADS Harms group that can deal with the questions that non-expert Taskforce can’t - this is a poisoned chalice. As a result of changes in landscape since establishment, group urgently needs to clarify its relationship to Taskforce and its subgroups and to establish more effective meetings/actions. The co-chairing arrangement did not work due to differences in approach but I am hopeful that a single chair (Emma) may be a positive change.





· I would like to see the group develop into a trusted network of allies and peers, with good communication and purpose focused on public health needs related to drug harms. i would also like to see us dedicate some time to get ahead of policy, beyond the current breadth - both other social policy and also RRR gaps.



· Continue to foster good relationships across the country with those in PH and beyond involved in reducing the harm associated with substance use



.

· I see a role for this group as a key advisory group to PHS and SG, it needs proper secretariat to support the function.  



		· 

		· Review membership



· Could some ADP’s join now and then??



· Build the links with the group and the SDsPH, Utilise the fact that the group can advise the SDsPH. Find a way to promote this more.





· Highlight to the group who offers the secretariat support and make it clear how they can contact, MS Teams chat/SIG mailbox.



· Develop an action plan to take all agreed suggestions forward.































5




image5.png
Public Health%
Scotland




