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* Are you content for Scottish Government to contact you again in relation to this engagement exercise? Yes
[bookmark: 72098145]The introduction sets out our Vision, outcomes and priorities. Please provide any comments you have on the vision, outcomes and priorities for this strategy?
First of all, thank you for affording us an opportunity to comment on the draft strategy ‘All Together Now’. We hope our comments are found to be helpful and constructive.
We’d suggest strengthening and reframing the vision as follows:
Our vision is that everyone in Scotland has the right to:
· Expect alcohol and other drug use to reduce by government effectively tackling the factors that drive problematic use; 
· [bookmark: _GoBack]Expect the harm from alcohol and other drugs to be reduced; 
· Easily and quickly access effective support for recovery; 
· Be included as full members of society, unhindered by stigma and with rights no less than those not affected by alcohol or drugs; and 
· Expect a national response to alcohol and drugs based on best available data, the results of ongoing research and the lived-experience of those affected.
To achieve this, all government departments, public sector organisations, ADPs and their partners have an obligation to achieve the following outcomes by 2025 by rigorously adopting the following principles…
This proposed vision holds greater faith with the public health priorities for Scotland.
We believe the outcomes at para 17 and priorities at para 32 are broadly appropriate but could be strengthened by taking some of the following into account:
The proposed first clause of the vision mentioned above should be developed with explicit reference to tackling ACEs and supporting people who have experienced ACEs; toxic stress; poverty and exclusion. The statement in para 28 needs to be a principle within 32a. 
An explicit recognition of the contributory effects of poverty and the current structure of the welfare system in creating the conditions that drive problematic substance use and the role of welfare in supporting recovery would be welcomed.
Avoid vague or ambiguous statements like ‘best possible’ (para 1) or ‘increase capacity’ (para 4) and instead provide an explicit statement of the minimum standards of service provision that should be evident in every part of Scotland as part of para 32e. Before services can be accessible, they have to exist.
Delete para 16. It conflicts with para 28. The strategy should be a rallying call that empowers and engages all parts of government, public services, wider civic society and partnerships and coalitions between the public, private and third sector rather than something limited to the interests of substance use services and ADPs. 
Make better use of the existing Scottish policy infrastructure by identifying how each of the relevant national strategy commitments contribute to the aspirations of our vision. ADPs routinely have to do this to facilitate partnership working at a local level. Let’s see this strategy achieve that at a national level too (para 32b). 
Include practical actions in the action plan that would overcome the barriers to making these outcomes real. Examples might include national action to overcome the barriers to sharing data in the best interests of those at risk. Such action could include government creating a duty to reach out to those at risk. 
Add a strategic outcome relating to engagement. The 42% drug and 15% alcohol rates of engagement are too low and the strategy should speak to how we address that. More generally, para 32f could be developed to recognise the value of data to inform action. We need an explicit commitments to collect SALSUS, prevalence, DAISy and other informative data and share this on an open data basis to maximise the utility of this data and enable the public to better hold us to account for variations in outcome.
Para 32d needs to be explicit about GIRFEC and consider the implications of school exclusion as a damaging event.
Para 32h should note that some Government policies are institutionally stigmatising for people in recovery from alcohol and drugs e.g. exclusion from Adult Support and Protection eligibility; exclusion from concessionary travel eligibility; exclusion from the Equality’s Act definition of disability, etc.
The link between this strategy and the Scottish Governments National Outcome framework and in particular the link to reducing inequality should be mentioned.
The strategy could be strengthened by ensuring commonality between these priorities and the principles contained in the Public Health Priorities document i.e.
- Primary objective: reduce inequalities
- Prioritise prevention and early intervention
- Right to fairness, equity and equality without discrimination
- Early and meaningful engagement and collaboration
- Put communities at the heart of change by empowering people to co-design and co-produce change
- Be evidence-led and use data and intelligence to innovate new approaches and guide change
Para 29 needs to be significantly changed. To say, ‘we still have a worrying level of harm caused by alcohol and drug use’ is an unhelpful and for some, a distressing understatement. This section should make it explicitly clear that the current level and trend of alcohol and drug related death is utterly unacceptable, constitutes a national crisis and that and that a fundamental step change will be adopted to dramatically reverse the situation. We are sorry to say but the strategy conveys a distinct lack of urgency.
We agree with most of para 30 ‘what’s been achieved’ section but query the following:
How do we know alcohol and drug education is embedded in schools? (Similar question regards para 74). HMIE do not specifically inspect PSE.
Does the GP contract really enable practice nurse led independent ORT prescribing as core provision rather than an enhanced service? 
There is unfinished work regards bullet 10 that should be picked up in another section of the strategy: Whist proxy supply is now an offence, this is only in the public space. We need an understanding of what our strategy is regards proxy supply to youngsters in a private space, especially where the supplier is not the consenting parent of that youngster. SALSUS data tells us that without doubt private domain proxy supply is the main source of alcohol supply for young people.
We’d have though it important to be explicit about the expectation of how this strategy will be delivered by incorporating into its body the proposed MOU for ADPs and others at para 205, otherwise the explanation of how the strategy will be effectively performance managed is missing.
We welcome the research commitments because innovation, listening to lived experience and evaluation needs to be encouraged to develop the limited evidence base about how and what to do.
We’d suggest statements like the last sentence in para 57 be brought to the opening paragraph of the strategy.
[bookmark: 72098221]Chapter 2 focusses on Prevention. Do you have any comments on this chapter? Is there anything missing from this chapter?
Para 41 should be extended to address the wider determinants of health acknowledged in paras 28, 99 and 211. Considering these ‘out of scope’ in para 42 is inappropriate. Reference should be made to those other strategies that are expected to address these issues and provide confidence that they are ‘in scope’ somewhere. Prevention must address the underlying reasons why people use alcohol or drugs e.g. self-medicating due to trauma or feelings of helplessness; supply: ready availability, low cost and widespread internet based marketing. This is especially relevant in a prison context and should be included in 41h. Alcohol or other drug use should never be dismissed as simply a ‘poor lifestyle choice’.
Para 42 need to be revised because it is ambiguous whether there is an expectation of ADPs, for example, to be contributing to  improvements in inequality, poverty, housing, education and housing. As it currently reads, it contradicts the implications from para 44 and statements in paras 54 and 211-212. We think it is important to explicitly state ‘we aim to reduce the unacceptable variation in life expectancy that exists across Scotland’ given that much of this variation is driver by alcohol and drugs. The strategy would benefit from reframing para 54 to a ‘we will’ commitment and including it in para 32 as a principle.
Please avoid ambiguous euphemisms for problematic drinking in para 49 and stick with the welcomed clear and explicit statement in para 20.
It is appropriate to say we are not anti-alcohol in para 50 but not anti-problematic-alcohol-use. This comes across as victim blaming and misses that we should be anti all of the underlying factors the WHO says (referenced in para 46 and 99) leads to alcohol problems.
We consider para 51 problematic insofar as the evidence indicates that the alcohol industry do not have the potential to effect the changes required in this policy. This paragraph is needlessly provocative and should be deleted. Work should progress on a case by case basis with industry where it clearly contributes to the aims of this strategy and not be enshrined as a matter of national strategy. We understand that an open letter, signed by hundreds of academic and public health professionals, will soon be published criticising Public Health England for its strategic tie-up with the alcohol industry. We should not repeat the same mistakes.
We’d ask that para 52 translate into a commitment that includes strengthening the licensing rules to address availability and strengthening rules around labelling and advertising to address the evidenced shortcomings in ASA and Portman Group self-regulation. This paragraph should also speak to how we tackle known inconsistencies (such as permitting the sale / provision of alcohol on school premises which have been certified as health promoting schools - thus further normalising alcohol as an everyday commodity in children's minds).
We disagree that change cannot be achieved through short-term action. As Tolstoy’ says, we tend to get important things done through the combined effect of the many small things that ordinary individuals, do every day. For example, providing some cultural leadership by restricting the Scottish Parliament’s use of alcohol at work would provide an important signal and end the disenfranchisement from civic society citizens may experience because of the ready availability of alcohol in this nationally important setting. 
We agree with para 61’s call not to be complacent. We suspect a reversal in young people’s drug use trends, possibly due to a growth in country lines type activity and internet sales. It is important that the next SALSUS survey seeks to investigate this effect by preventing schools with known problems from opting out of the survey.
It would be useful to spell out or provide a reference in para 63 to the characteristics mentioned.
‘What Works’ (paras 64-69) would benefit from taking into account that the new Education Scotland benchmarks are still being introduced across Scotland. Despite the statement in bullet 17 para 30, tracking progress of school alcohol and drug education is challenging. However, a national review of PSE has been conducted and this strategy should take into account its finding (‘Let's Talk about Personal and Social Education’, Education and Skills Committee, 2017, para 79).
Para 67 would benefit from explicitly saying what the minimum expected level of intensity and duration should be on average.
Paras 68 and 83 should explicitly develop the ‘out with schools’ component. Community Learning and Development (CLD) professionals have an important role to play and it would be useful to recognise this with reference to the national CLD Standards and CLD Plans.
Please reference the new guidance cited in para 69 and provide a due date for the publication of further guidance in PF2. 
We welcome the emphasis (para 70) on education being about empowering young people to use their understanding of the risks to make optional choices when presented with alcohol or drugs from peers.
Para 81 mentions ‘Drinkline’ but doesn’t provide a link. If Drinkline is 0300 123 1110, it would be useful to review its accessibility.
Para 82 should spell out the characteristic referred to and the targeted work required, especially for those who are looked after, excluded from school or home schooled.
We think para 84-98 should be a new chapter, ‘Protection and Harm Reduction’.
We welcome the use of the term ‘alcohol and drug use’ in para 84-88. However, given the increased recognition of the substantial impact of cumulative neglect, including due to drug or alcohol use that wouldn’t necessarily be classed as problematic or requiring treatment, we’d ask that the guidance mentioned in para 88 challenge us to reflect on whether our own relationship with alcohol creates a blind spot in our professional critical thinking.
Para 88 appropriately highlights the relevance of substance use professionals to the GIRFEC agenda. However, Children’s Social Work focus on the most vulnerable children and there are relatively low engagement rates in substance use services, meaning that many high risk children and young people will not be known to these services. The strategy should therefore be clearer about the role of teachers, police and the named person in this section.
PF10 should be made more concrete: what is the minimum level of early intervention that should be available in each area?
Para 91 should be extended to recognise ACEs manifest themselves in adults too and toxic stress as a child may contribute to their over reactive stress response contributing to the chronic conditions experienced by those who use alcohol and drugs.
Please provide a reference for the National Trauma Training Chapter mentioned in para 92.
We’d suggest that the importance of dovetailing alcohol and drug considerations with local Children Services Plans be included in para 93.
Paras 97 and 107 mention mental healthcare for children and young people but there is no mention of services for children and young people who have a problem with alcohol or drug use. Some CAMHS services will not support young people experiencing difficulties with alcohol and drugs unless they also have a mental health problem. Para 160 may benefit by being moved here.
In mentioning ‘Every Child, Every Chance’ in para 98, it would be helpful to spell out how it is hoped this delivery plan can be used to improve the chances of children affected by alcohol or drugs.
Para 101 reminds us that this strategy should be an exemplar of the Fairer Scotland Duty to ensure all decision makers recognise and act on the inequalities implicit within the alcohol and drugs domain. Paras 27, 43, 44, 171, 180 and 211 acknowledge the links between inequalities and alcohol and drug issues. The strategy should be revised to identify the patterns of socio-economic disadvantage considered and the key inequalities of outcome that are intended to be tackled by this strategy. We think it is important to explicitly state ‘we aim to reduce the unacceptable variation in life expectancy that exists across Scotland’ given that much of this variation is driver by alcohol and drugs. 
Para 98 and 102 should be merged.
The discussion on ‘cashback for communities’ para 103-106 could be significantly strengthened by describing the assurance obtained that these investments have indeed diverted young people from alcohol and drugs, and supported those most at risk or affected by drugs and alcohol (e.g. looked after children, care leavers, CAPSM and bereaved children). This is not entirely apparent from the reference 41 document. The cashback logic model should mirror the whole family approach priorities identified in this strategy.
A reference to the knowledge cited in the first sentence of para 108 would be helpful as would assurance that the activities mentioned in paras 108-110 actually engage families affected by alcohol and drugs.
Para 118. We think a specific targeted action should be reducing the supply of drugs into prison, especially NPS.
Para 120. To ensure person-centred liberations, we should aim for no liberations immediately prior to weekends to ensure newly liberated prisoners are immediately able to access support services that may be closed at the weekend.
We’d suggest additional content under the ‘Prevention in Society’ section (para 99) to define what ‘drunk’ or ‘intoxicated’ means. We have a precise 14-unit benchmark for long term health interests but nothing for drunkenness. This is relevant to sell/not-sell decisions of licensed premises workers; influencing social norms about what is appropriate public behaviour; cultural issues about how much a parent can responsibly drink at home whist in charge of a child; improving our intelligence about the role of alcohol and domestic abuse; and improving the quality of intelligence recorded by the police. For example, whilst it is an offence to allow an intoxicated person on a licensed premises or sell them alcohol, without implying any shortcoming in enforcement of this regulation, most people's normal experience is that intoxicated people are allowed in these premises and are sold alcohol. For some people, that continues to be the whole point of going to the pub.
Given the commitment in para 59, the section starting para 123 should be called, ‘Reducing Supply of Alcohol and Illegal Drugs’. Hopefully the alcohol prevention document will address how to reduce alcohol supply given the evidence base that this is required contrasting with the limitations of current legislation and licensing guidance preventing us from doing so.
We think that para 124 should recognise the different policing challenges in rural and urban areas and speak to the new phenomenon of ‘county lines’ e.g. https://www.theguardian.com/uk-news/2018/sep/21/national-police-unit-work-county-lines-drug-gangs-birmingham and ‘cuckooing’.
We welcome the focus of policing to disrupt the supply of illicit drugs (PF14). We also welcome the commitment to consider widening of the scope of Recorded Police Warnings to other drugs and consider any potential unintended consequences (e.g. will it change the way that drug dealers conduct their business to prevent prosecution, or is there a preventative element provided by the fear of prosecution).
Local and national Police Officers have demonstrated great leadership on changing attitudes and behaviour to tackle stigma so PF17 is welcomed. This would complement the growth in police Trauma Informed Practice and understanding of ACEs.
Para 128 seems out of place.
We would suggest that para 130 acknowledges that heroin, benzodiazepines and alcohol continue to be the drugs of greatest concern in Scotland given their dominant position in drug death toxicology. We’d welcome some contingency planning in anticipation of the crisis that would occur if fentanyl systematically contaminated the heroin supply chain as has occurred in North America.
We welcome para 132 but would ask that it be considerably developed to describe our strategy relating to dependency on prescribed drugs. Such dependence is a huge issue in general practice and the strategic approach to this problem, such as pharmacist taper clinics, needs to be stated. Iatrogenic considerations should also be addressed such as suboptimal pain management/ alternatives to opiate drugs; contraindications for OST; risks of interactions; implications of liver function; the high frequency of antidepressants seen in drug related death toxicology; and lack of availability of support for withdrawal from prescribed drugs. Pharmacists embedded within practices may be well placed to lead the resolution to these problems.
Para 134 mentions online drug supply. The strategy should acknowledge the frequent appearance of drugs for sale on social media and listings on community sales websites give the impression of dealers operating with impunity and this may contribute to the normalisation of drug supply. It is unclear what this strategy’s response is to this phenomenon. Hopefully the alcohol framework will also explore Scotland’s response to on-line alcohol supply.
[bookmark: 72098257]Chapter 3 presents our eight point plan for treatment and recovery. Do you have any comments on this chapter? Is there anything missing from this chapter?
We very much welcome the commitment in para 135 to increased funding, confirmed for a five year period, but more work requires to be done to secure ongoing political commitment to obtain the other resources that will be necessary to fund the commitments in this strategy. 
We commend paras 138-140. As with any strategy that is designed to help people, we welcome the involvement of those with lived or living experience at an early stage in the process.  This will ensure that recovery is something they actively participate in rather than something that is 'done' to them. However, we should be more explicit here about lived experience including that of children and young people. ‘Everyone has a story’ insights should be included here.
TR2 is a bit internally conflicting. Is a national approach likely to be the best way of embedding lived experienced in our thinking?
We were surprised not to find somewhere in paras 141-151 any mention of:
· Provision of drug supply testing
· New routes for naloxone distribution (e.g. police)
· Expectations about fib4 and fibroscan liver health screening
· Recommendations from SDF’s ‘Staying Alive’ report
· Recommendations following national analysis of alcohol or drug related deaths or the Scottish Burden of Disease study mentioned in para 43. 

Para 142 should be developed to recognise that overdose prevention should not just focus on naloxone. People also overdose on depressants and non-opioid drugs.
Regards the proposed 'Safer drug consumption facility' (para 146), the legal constraints are understood, however, we’d welcome input and consultation on the wider impact of such proposals at a point where it is known whether this type of facility could legally exist in Scotland.
We think discussion of rights-based access in paras 152-154 should be developed further:
· People can’t access what is not there. To ensure equity across Scotland, our strategy should aim to describe the minimum level of types of services that should be evident (e.g. dedicated family support services), especially those services that could only be provided at a regional or national level.
· In most cases, people have to travel to services but often cannot afford to do so. Addressing inequalities in eligibility for concessionary travel should be explicitly mentioned in the strategy.
· Access is only one side of the coin. Addressing shortcomings in engagement should also be developed as a strategic response. If we are to achieve the outcomes we seek, we need to dramatically improve engagement rates. How we do that must be an important strategic consideration which should be explored in the strategy. For example, if a waiting times target is justifiable then is an engagement target also justifiable? This should be considered in TR7.
· People with lived experience tell us they are concerned about the availability of aftercare post treatment just as much as the treatment offered.
· We need to be explicit that most people alcohol or drug problems also have issues with their mental health. The care of patients with clinical need must have the supervision of consultant level doctors.  Consultant level psychologists must be available to support and supervise staff undertaking evidence based Psychological Interventions.
Para 154 and 213 may benefit from spelling out the opportunities available from the new GP contract as alluded to in the last bullet of para 30 and para 216 and whether these are funded within the general medical services contract. It would be helpful to say whether nurses and pharmacists would be supported to become independent prescribers. Pharmacists are ideally suited to conduct medication review and risk assessment of prescribing for patients with alcohol or drug issues (eg by using prescribing tools to identify those at increased risk of overdose who are not seen my substance misuse services).
The dialogue mentioned in TR6 should be extend to general practice.
Para 156 emphasises why we’d recommend the MOU mentioned in DS1 should form part of this strategy to remove ambiguity. Our understanding is that the £17m is invested through IJBs. TR8 may wish to clarify the identity of the ‘delivery partners’.
TR9 is a bit muddled. How will investment in advocacy services enable greater cohesion amongst relevant services? 
Para 160 should be developed to emphasise that engagement is not the only issue. Existence of suitable services is also an issue, especially relevant as the Government intends to incorporate the UNCRC into domestic law. As alluded to in this paragraph, it is difficult to justify investment in dedicated substance related services for children given the smaller demands than experienced by adult services. We need mainstream services to provide capacity but many CAMHS are unable to accept such referrals.
Please reference how the new loneliness and social isolation strategy should help address the issues raised in para 163 and 221.
Although we welcome and agree with paras 161-165, we don’t understand TR12 regards expansion into wider settings. Given the growing example of some police officers, please modify para 162, to read…, “Treatment, support services and police have a key role to play in connecting people in recovery to these networks as a part of their core offer”.
It’s good that we acknowledge the value of volunteers in para 165. But yet, unlike professionals, they tend to have no supervision, professional development, mentoring or support. When they get into difficulty or relapse, they struggle to access local help because their relationship with professionals has changed to one of being a peer. This can be fatal. The strategy should mention supporting volunteers with adequate training, supervision and safety infrastructure. This is the biggest ask our local community activists have presented to us. 
Is there something we can do with the tax or benefits system to monetise the value we see in peer volunteer contributions? Just this week, the British Columbia Centre for Disease Control published a report recommending that community volunteers should be paid fairly for their contributions to research, service delivery and overdose prevention activities.
Please modify para 166 to read, ’… and at times parents or carers may require additional help to keep their children free from harm’.
It would be helpful to reframe para 166 within the context of GIRFEC to aid joined up working and help ensure that substance use practitioners are able to work comfortably within the framework of GIRFEC. 
We think supporting young people and families affected by problematic substance use should be a priority but should not only through substance use services. For example, North East Division of Police Scotland contributes to this agenda in partnership with the Priority Families Service. Para 167 should be developed to include reference to adult and young carer strategies and self-directed care and support.
Para 169 is very general. It would help to be more specific, especially in tackling the barriers to multi-agency, whole-family approaches such as data sharing. In some areas we might separate children from parents too soon or delay them getting back together because of high expectations. Our strategy should speak to the implications of the EV appeal case against permanence.
Paras 171-172 are very important. As a result, para 172 should not just focus on the treatment workforce but think more generally.  For example, in policing, should the presence of someone under the influence be considered a matter of vulnerability concern subject to VPD recording? We have been able to demonstrate locally that only a minority of people who subsequently go on to die an alcohol related death had previously ever been recorded in the VPD system. Likewise, we need to ensure that the possession of a personal amount of drugs, especially heroin, is seen primarily as evidence of vulnerability. 
The section ‘Services And Staff Must Deliver Person-Centred, Trauma Informed Care’ at para 171 needs to be expanded to include ‘family inclusive practice’ as an essential skill. Family members calling up a service to enquire, ‘how is my son doing?’ should never experience the reply, ‘I’m sorry, I can’t speak with you without consent. Good bye’. 
Workforce development appears to be spread throughout the document (paras 76/77, 91/92, 171-174, 237, 239 and TR15, DT12, DT14, DT16) and would benefit from being consolidated in one section. 
We would welcome some comment being made in support of TR15 to address:
· Measures to increase the numbers of medical staff trained at the basic level to feed into GP and Consultant programmes in substance use.
· Action to boost the numbers of qualified SMS nurses.
· Engaging nursing and medical students in learning relating to substance use.
We welcome para 178 but would ask that an explicit commitment be included to collect SALSUS and prevalence data; better support data linkage and share this on an open data basis where possible to maximise the utility of the data and enable the public to better hold us to account. Such high level information should be made available to all partners and potentially Community Safety Hubs to assist them in considering drug and alcohol use as part of their wider community safety strategies. 
We would recommend including a commitment to create a strategic data asset inventory for our field: what data is out there, what does the meta data look like, what data governance exists (data protection/ safe haven/ approved anonymising methods, publication frequency, who has access, etc.) and what technical or data science expertise is available to our field (or needs to be developed under our WD strategy). We have relied on plausible logic modelling and MUP modelling but we seldom have the opportunity to test our hypotheses against real data. A data inventory would help us make better use of the data we have already.
It would also be useful to hear whether the pilot Reporting Illicit Drug Reactions (RIDR) system will be continued and whether European Union Early Warning System and cross border police intelligence sharing will still be accessible following Brexit.
Delivering the Seven-Point Plan (para 179-196) appears to be exclusively focused on CJ settings. Nevertheless, it doesn’t explore the parts of the 7 point plan that may be very difficult to achieve in prison.
Para 184 invites other ideas for improvement opportunities. We think it would be helpful to include a consideration of the opportunities available in police custody. Police Scotland support and encourage partners to provide services in a custody setting as part of the development of Criminal Justice Hubs. Recently available data shows that of the 2,480 Aberdeenshire custodies in 2017/18, 22% (n=544) self-declared that they were in withdrawal.
Bullet 1 of para 196 should be modified to recognise that overdose awareness is necessary for most depressant drugs such as benzodiazepines, antidepressants and gabapentinoids not just opioids.
Para 199 should also include more research into the risks for women and reasons for drug use at specific times in their life such as how perimenopause and menopause affect use of drugs and alcohol and mental health.
Para 201 alludes to co-morbidities. It would be helpful to mention here that dual diagnosis will be covered in para 220.
[bookmark: 72098262]Chapter 4 focusses on Delivering Improvement together, and how we need to take a multi-agency approach. Do you have any comments on this chapter? Is there anything missing from this chapter?
We’d have though it important to be explicit about how this strategy will be delivered locally by incorporating details of the proposed MOU for ADPs and others at para 205.
DAISy and the recovery outcome tool (para 209-210) have been in gestation for quite a while, having experienced various delays. Their successful implementation is important for commissioning prioritisation and service improvement. Can we see a definitive introduction date set for 1 April 2019?
In para 211, it would be helpful for government to explicitly state what their strategy is for making this agenda ‘everybody’s business’. At the moment there is a risk of the strategy being a bit of an echo chamber - i.e. speaking only to SMS/ recovery interested people. If we are to achieve the transformation needed, rather than business as usual, the strategy needs to speak to the whole country, all government departments and anyone else who currently think this is someone else’s problem. We would recommend identifying the expected contribution towards this agenda from all other relevant strategies. It is important that the strategy captures the attention of partnerships beyond ADPs such as Community Safety Partnerships, Children’s Service Partnerships, Early Years Collaboratives, Community Justice Partnerships, Community Learning Partnerships and Health and Social Care Partnerships. 
Para 213 needs to be significantly strengthened to address the recognised phenomenon of some GP practices declining to work with patients with an alcohol or drug problem unless optionally funded via a local enhanced service contract. It would be helpful here to spell out how the new GP contract alluded to in the last bullet of para 30 and para 216 might address this problem. Para 212 should also cover how the strategy will address difficulties in patients accessing support for their co-morbidities such as heart disease, COPD and diabetes. Given the pressures in general practice, should this be through a GP or by developing the capacity of SMS services, or some other permutation?
Para 216 wold benefit from saying something more about the contribution of community pharmacists. This could include ABI or medication supervision or support to those on alcohol anti-craving drugs.
DT5 needs to be more specific. For example, the ability of hospital pharmacists, general practice or community staff, including 3rd sector services to make a referral on behalf of a patient.
Para 220 needs to be developed further. Despite ‘Mental Health in Scotland: Closing the Gaps’ clearly describing the issues, the lack of access to mental health services for people with problematic substance use remains a significant and common problem. For example, patients with drug and alcohol problems are not generally given access to the valuable resources of Occupational Therapists who regularly support those patients with mental health issues without drug and alcohol problems. Likewise, CBT tends not to be offered as a main stream service to those with drug and alcohol problems. 
We think that DT7 needs to be more explicit about the housing and substance use agenda. In particular, having a home is a gateway for recovery. It’s near impossible to address addiction without a settled base. Housing and addictions are not independent but interdependent requiring partnership effort. A safe place to live is key to recovery, our job is to help people connect and belong.
We very much welcome the commitments in para 230 and look forward to seeing the impact this will make on people getting the right support they need from point of initial contact. We hope this would enable officers to view a ‘tenner bag’ of heroin or multiple alcohol related incidents as a sign of vulnerability worthy of inclusion in the VPD system. 
We would like to see a commitment to review the evidence base on drug decriminalisation and an appraisal of policy options for Scotland. This would be consistent with Scotland's previous ambitious visions that have led to UN recognition (Minimum Unit Pricing).
We welcome DT10 and acknowledge Police Scotland’s openness to advice and guidance that allows them to minimise the impact on families and individuals whilst still fulfilling their legal duties.
DT13 appears to contradict action 8 of ‘No One Left Behind’. Do we really want to be independently creating employability support? Should we not be encouraging multi-partnership investment to ensure that our employability offering in local areas is suitable for all clients and that staff have the skills and training to deal with the widest range of individual circumstances e.g. relapse prevention training for employability workers, escalation routes and effective communication between alcohol and drug services and support and employability services? In creating specific services, we risk further inequalities in provision such as the SDF addiction workers training programme, which is not available other than in the Central Belt/Fife.
DT14 is very specific and may not be the best route for all people progressing their recovery. Rather than pigeonholing people with lived experience, we should be concerned that they secure the most appropriate work for them that meets their aspirations.  
We agree with DT15 but would suggest some revision to also include skills in relapse prevention and ABI, as well as ensuring people are able to feel comfortable asking the appropriate questions to identify signs of potential drug or alcohol problems.  
The ‘employability’ section would benefit from additionally considering:
People in work with problematic alcohol or drug use who may lose their job without support. This is an area that employability and alcohol and drugs services could be working on together.
Educating employers. We can get as many people in recovery job ready as we like but if employers have stigmatising or ill-informed views about risk then we will be unsuccessful. 
[bookmark: 72123653]To support this strategy we are working on an Equalities Impact Assessment. Please share any views you have on how this strategy will impact on equalities groups including those with protected characteristics (age, disability, gender reassignment, race, religion or belief, sex, sexual orientation, marriage and civil partnership and pregnancy and maternity.) as well as socio-economic and geographic dimensions of equalities.
The strategy needs to recognise the very significant gendered differences in prevalence, engagement, access and outcomes.
It also needs to be assessed against the Fairer Scotland Duty.
Do you have any other comments/suggestions for what you feel should be included within the strategy?
General Comments
The document is quite difficult to read. Shorten, & change process type actions (we will continue to…, we will work alongside…, we will consider…, we remain committed to…, etc.) to tangible dated outcomes.
Road to Recovery was the title for the last strategy and had attained a certain brand, and we wonder whether it is better to retain this theme as the title for this strategy. 
We don’t like “All together Now” because:
· The strategy still needs to do more to draw on all other national strategies, talking about how they could be deployed to improve matters for our client group, e.g. Adult Protection, Adverse Childhood Experiences, Community Development, Corporate Parenting, Education, Equally Safe, Fairer Scotland Duty, Families, Gender Based Violence, GIRFEC, Loneliness and social isolation, Mental Health, Modern Slavery, Policing 2026, Primary Care, Self-Directed Care and Support, Suicide Prevention, etc. ADPs have to work hard at a local level to achieve that in order to get things done. It would be easier if such joining up was done at a national level too.
· If the title alludes to bringing alcohol and drugs under one strategy (which is fine), the strategy should aim to minimise any confusion about apparently contrasting ambitions to take a compassionate approach to problematic drug users whilst seeking to use legislative and regulatory frameworks to restrict alcohol.  
· Ultimately, we are working with people at the margins of society, with the least opportunities, the people who are most damaged with ACEs, etc. They don’t feel ‘together’ with the rest of society. A strategy taking a human rights approach should explicitly address shifting the balance of power relationships between people and providers and from the powerful to the marginalised.
May we suggest that the strategy would benefit from the inclusion of some visionary ‘big ideas’ that couldn’t have been contemplated previously because a) they are novel and had never been thought of before; b) relied on SG unlocking something at a national level; or c) relied on the law being changed? An unhealthy relationship with drugs or alcohol usually conceals or is driven by an individual struggling with themselves (purpose, future, job), their community (lonely, not fitting in, disconnected) or their family (lack of warmth/ love/ connection, relationship strains or historical trauma). These will be similar underlying factors for other areas of concern such as suicide, mental health and obesity. The strategy should take a determined approach to addressing these factors. Ideas include:
· Rather than considering ‘out of scope’ in para 42, recognise that the lower down the social scale someone is, the more vigorous the biological process they experience. The key social determinant of health is income. We should deploy Scotland’s new social security capabilities to address this determinant. “People need to find a way to live rather than just not die.”
· Many of our care group feel alienated, excluded and hopeless. Ultimately many of our drug and alcohol deaths are ‘deaths of despair’. This strategy should be more ambitious in building hope and major on enabling our client group to develop a sense of control, purpose, meaning and self-esteem in keeping with salutogenesis theory. 
· A common theme in the strategy and our comments is about ACEs, young people and families. There should be a much greater commitment to fundamental interventions designed to help families such as:
· Ensuring families have support in their own right to reduce stress in the lives of children and families
· Building stable, nurturing and responsive and connected relationships
· Strengthening core life skills
· Be bold and ambitious! Say things like: “The government aims for Scotland to be the best country in the world to live. We’re working hard to achieve that by doing x,y,z. Sadly not all of our citizens have been able to benefit from this. Worse still, for some, the situation has got worse, as evidenced by x,y,z. The time has come to say enough is enough. This government commits to radically transform the life experience of the most disadvantaged in society so that by 2025 we will have halved our alcohol and drug related death rates.” 
· Spell out how government will tackle stigma. Ideas are available in ‘Changing Stigma to Respect’ but could also include ensuring no examples of institutional stigma of people seeking recovery from alcohol or drugs remain by 2020 or working with the Independent Press Standards Organisation to tighten their ‘Editors’ Code’ to prevent the use of stigmatising language in relation to groups of people using or recovering from alcohol drugs.
· Creating a duty (either through legislation or directive letters from ministers) for ADPs and their partners to proactively identify those not engaged with services but who are at risk of an alcohol or drug related death and to offer them help. Such a duty would unlock many of the current barriers to data sharing and data linkage.
‘We’ or ‘our’ is used a lot but (with the exception of DT11), it is often ambiguous who ‘we’ is. Please reframe to be explicit in each case.
We think some more presentational work is required to help people understand what this strategy stands for. Most people familiar with Road to Recovery would have been able to summarise it in a few sentences. That might be harder to achieve with this strategy as it is currently presented. 
We’d recommend that the strategy explicitly include the Public Health priorities seen through an alcohol and drug lens. This might include:
A Scotland where we live in vibrant, healthy and safe places and communities:
Joined-up and better use of data to understanding the places in which we live (e.g. how many feel they belong to their area).
Everyone should have access to an affordable, safe and warm home.
Draw on all the assets and resources of a community by integrating services and communities.
Help services (such as licensing, planning, construction, social housing and transport) that shape communities and places to think about the alcohol and drug impacts of those decisions and activities.
People feel fully involved in local decision making that directly affects them.
Shifting the commercial environment towards the availability of healthier options & denormalisation of excess consumption.
Tackling loneliness and isolation and improved use of physical spaces to make it easier for communities to gather together for mutual support and self-help (e.g. community accessible or operated buildings, sustainable transport).
Community safety issues (public drunkenness, dealing, discarded paraphernalia, stigma and prejudice).
A Scotland where we flourish in our early years:
Minimise exposure of mums-to-be to alcohol and drugs, ensure SMS service users can access family planning and ensure families in difficulty get the right support, in the right place, at the right time.
Adverse Childhood Experiences (ACEs): Raise awareness of ACEs and their impacts, prevent ACEs from occurring due to alcohol/drugs and mitigate the impact where they do by developing trauma-informed services.
Close Attainment Gap: Ensure families in difficulty with alcohol or drugs can access the early learning and childcare support available to families. 
Local Level: deliver joined-up local children’s services e.g. families in difficulty are supported to be the best parents they can be and young people have are able to make an informed choice about whether to use drugs or alcohol.
A Scotland where we have good mental wellbeing:
Our work addresses the poorer mental health our client group typically experience.
Helping the wider community recognise the link between mental health especially trauma and substance use.
We work with mental health and suicide prevention and practitioners to collectively address issues of common interest such as building resilience and social capital, at the individual and community level and implementing ‘Good Mental Health for All’ to collaboratively tackle the determinants of mental health and the causes of inequalities in mental health.
Continuing to value peer support networks and access to the creative arts, environmental projects, employment and training opportunities – all of which support people to build their personal resilience and social networks.
A joined up response to co-occurring substance use and mental health issues.
A Scotland where we reduce the use of and harm from alcohol, tobacco and other drugs:
Underlying multiple disadvantage and other root causes that drive consumption are tackled.
We offer the support wanted by those currently not engaged with our services.
We design health-promoting environments sufficient to move Scotland’s cultural norms towards healthier choices.
Recovery peer support networks grow in strength, particularly in disadvantaged communities.
We protect and improve public health through improved licensing of alcohol sales.
A Scotland where we have a sustainable, inclusive economy with equality of outcomes for all:
We tackle the causes of poverty and inequality and its effects on those affected by alcohol or drugs.
We support those in sustained recovery to access economic opportunity unconstrained by an unfair assessment of their past or stigma.
People have access to affordable housing.
We maximise income by ensuring those affected by drugs or alcohol have access to their full state entitlements.
We support those accessing substance use services as well as those within the community.
A Scotland where we eat well, have a healthy weight and are physically active.
A strengthened and renewed focus on contributing to ‘wellbeing creation’.
Those gaining most calories from alcohol can access vitamin support to reduce the risk of ARBD.
Collaborating regards marketing of alcohol and products high in fat, sugar and salt.
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