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Dear Sir or Madam
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Yours faithfully
DAVID W LYNCH

Chief Officer
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AGENDA
1 APOLOGIES FOR ABSENCE
2 DECLARATIONS OF INTEREST

Members are reminded that, in terms of the Integration Joint Board’s Code of Conduct, it is their
responsibility to make decisions about whether to declare an interest in any item on this Agenda and
whether to take part in any discussions or voting.

3 MINUTE OF PREVIOUS MEETING - Page 1

The minute of previous meeting of the Integration Joint Board held on 30th August, 2016 is attached
for approval.

4 DUNDEE CITY HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD -
CHANGE OF OFFICE BEARERS - POSITIONS OF CHAIR AND VICE CHAIR

Reference is made to Article V of the minute of meeting of the Integration Joint Board held on
27th October, 2015 wherein the Integration Joint Board agreed to appoint Doug Cross, nominated by
NHS Tayside to the position of Chair and Councillor Ken Lynn, nominated by Dundee City Council to
the position of Vice Chair until October, 2016.

It is reported that these terms of office have now come to an end and that in terms of paragraph 3.3 of
the Dundee Integration Scheme nominations are required from Dundee City Council for the position of
Chair and NHS Tayside for the position of Vice Chair.

5 MEMBERSHIP — POSITION OF REGISTERED MEDICAL PRACTITIONER

Reference is made to the minute of meeting of the Integration Joint Board of 4th May, 2016 wherein
the retiral of Dr David Dorward who held the position of Registered Medical Practitioner member on
the Integration Joint Board was intimated.

It was reported that NHS Tayside has nominated Dr Frank Weber to the vacant position of Registered
Medical Practitioner whose name is included in the list of primary medical services performers
prepared by the Health Board following the retiral of Dr David Dorward who previously held this
position on the Integration Joint Board.

6 PERFORMANCE AND AUDIT COMMITTEE — APPOINTMENT OF MEMBERSHIP
AND CHAIR

Reference is made to Article VIII of the minute of meeting of the Integration Joint Board held on
30th August, 2016 wherein it was agreed to establish a Performance and Audit Committee as a
Standing Committee of the Integration Joint Board. The Terms of Reference were also agreed.

Itis reported that:-

(a) MEMBERSHIP

The Terms of Reference indicated that the Integration Joint Board shall appoint the Committee which
would consist of not less than six members of the Integration Joint Board. The Committee will include
at least four Integration Joint Board voting members (on the basis of two from NHS Tayside and two
from Dundee City Council).

()  CHAIR

The Committee will be chaired by a person not being the Chair of the Integration Joint Board and will
be nominated by the Integration Joint Board.

Itis reported that:-

The Integration Joint Board’s instructions are requested with regard to the appointment of the
members and the Chair to serve on the Performance and Audit Committee.



7 PATHWAY OF CARE FOR ALCOHOL SERVICES
(Presentation by Dr Fiona Cowden, Consultant Psychiatrist, Dundee Substance Misuse Service)

8 DRUG DEATHS IN TAYSIDE 2015 — ANNUAL REPORT OF THE DRUG DEATH REVIEW
AND WORKING GROUPS - Page 11

(Presentation by Caroline Snowdon, Senior Health Intelligence Analyst and Drew Walker, Director of
Public Health and Report No DIJB48-2016 by Chief Officer, copy attached).

9 LIVING WAGE FOR CARE WORKERS IN ADULT SOCIAL CARE - Page 61
(Report No DIJB49-2016 by Chief Finance Officer, copy attached).

10 TRANSFORMATION PROGRAMME - ADDITIONAL INNOVATION AND DEVELOPMENT
FUND INVESTMENT - Page 67

(Report No DIJB50-2016 by Chief Finance Officer, copy attached).
11 FINANCIAL MONITORING — AUGUST 2016 - Page 71
(Report No DIJB51-2016 by Chief Finance Officer, copy attached).
12 WINTER PLAN

(Report No DIJB52-2016 by Chief Officer, to follow).

13 PROGRAMME OF MEETINGS 2017

It is proposed that the programme of meetings of the Dundee City Health and Social Care Integration
Joint Board over 2017 be as follows:-

Date Venue Time

Tuesday, 28th February, 2017 Committee Room 1, 14 City Square, Dundee 2.00 pm

Tuesday, 25th April, 2017 Committee Room 1, 14 City Square, Dundee 2.00 pm
Tuesday, 27th June, 2017 Committee Room 1, 14 City Square, Dundee 2.00 pm
Tuesday, 29th August, 2017 Committee Room 1, 14 City Square, Dundee 2.00 pm

Tuesday, 31th October, 2017 Committee Room 1, 14 City Square, Dundee 2.00 pm
Tuesday, 19th December, 2017 Committee Room 1, 14 City Square, Dundee 2.00 pm

14 DATE OF NEXT MEETING

The next meeting of the Integration Joint Board will be held in Committee Room 1, 14 City Square,
Dundee on Tuesday, 6th December, 2016 at 2.00 pm. Please note the earlier start time.



ITEM NO ...3............ 1

Dundee O/

Health & Social Care
Partnership

At a MEETING of the DUNDEE CITY HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD
held at Dundee on 30th August, 2016.

Present:-

Members Role

Doug CROSS (Chairperson) Nominated by Health Board (Non-Executive Member)

Judith GOLDEN Nominated by Health Board (Non-Executive Member)

Munwar HUSSAIN Nominated by Health Board (Non-Executve Member)

Ken LYNN (Vice Chairperson) Nominated by Dundee City Council (Elected Member)

Stewart HUNTER Nominated by Dundee City Council (Elected Member)

David BOWES Nominated by Dundee City Council (Elected Member)

David W LYNCH Chief Officer

Dave BERRY Chief Finance Officer

Eileen McKENNA Registered Nurse

Cesar RODRIGUEZ Registered Medical Practitioner (not providing primary medical
services)

Raymond MARSHALL Staff Partnership Representative

Jim McFARLANE Trade Union Representative

Dee Mclintosh (substitute for Third Sector Representative
Christine LOWDEN)
Martyn SLOAN Carer Representative

Also in attendance:-

Diane McCULLOCH Head of Community Health and Care Services

Lydia BANKS Dundee Safe Zone Bus Co-ordinator

Carina MITCHELL Director, Advocating Together (Dundee)

Colin McCASHEY Convener of the Dundee Adult Support and Protection Committee
Arlene HAY Dundee Health and Social Care Partnership

Lynsey WEBSTER Dundee Health and Social Care Partnership

Shona HYMAN Dundee Health and Social Care Partnership

Lynne HAMILTON NHS Tayside

Neil PRENTICE NHS Tayside

David SHAW Dundee Health and Social Care Partnership

Doug CROSS, Chairperson, in the Chair.

I APOLOGIES FOR ABSENCE

Apologies were intimated on behalf of Andrew Jack and Drew Walker.
Il DECLARATION OF INTEREST

No declarations of interest were made.

i MINUTE OF PREVIOUS MEETING

The minute of meeting of the Integration Joint Board held on 28th June, 2016 was submitted and
approved.

t:\documents\healthsocialcare-jb\agenda and reports\251016\300816min.doc
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v RESIGNATION OF BARBARA TUCKER, STAFF PARTNERSHIP
REPRESENTATIVE

It was reported that Barbara Tucker had resigned from her membership on the Integration Joint Board
as Staff Partnership Representative and that her replacement in this capacity would be
Raymond Marshall.

The Integration Joint Board noted the position.
V PRESENTATIONS
(a) SAFE ZONE

Lydia Banks, Dundee Safe Zone Bus Co-ordinator, Tayside Council on Alcohol gave a presentation
on the service provided by this project on Friday and Saturday evenings in Central Dundee. The
Integration Joint Board noted the content of the presentation.

(b) SAFE PLACES

Carina Mitchell, Director, Advocating Together (Dundee) gave a presentation on the service provided
by this project which aimed to help disabled, elderly and vulnerable people feel safe in their
community.

The Integrated Joint Board noted the content of the presentation.

It was reported that the Integration Joint Board may resolve under Section 50(A)(4) of the Local
Government (Scotland) Act 1973 that the press and public be excluded from the meeting for
the undernoted item of business on the grounds that it involved the likely disclosure of exempt
information as defined in paragraphs 3, 6 and 9 of Part | of Schedule 7A of the Act. After
hearing that the matter had been considered by the NHS Tayside Board, the Integration Joint
Board agreed that the item be considered in public.

W MENTAL HEALTH REDESIGN TRANSFORMATION PROGRAMME
There was submitted Report No DIJB46-2016 by the Chief Officer informing the Integration Joint
Board of progress made in relation to the Mental Health Service Redesign Transformation

Programme.

The Integration Joint Board:-

0] noted the progress made to date in relation to the Mental Health Service Redesign
Transformation Programme as detailed in the NHS Tayside paper in Appendix 1 of the
report; and

(i) noted that a paper had been presented to the NHS Tayside Board on

25th August, 2016, along with the Option Appraisal in Appendix 2 of the report and
Supporting Appendices in Appendix 3 of the report and the recommendations had
been approved by the NHS Tayside Board.

Vi ADULT SUPPORT AND PROTECTION COMMITTEE - INDEPENDENT
CONVENOR'’S BIENNIAL REPORT TO THE SCOTTISH GOVERNMENT

There was submitted Report No DIJB34-2016 by the Chief Officer advising the Integration Joint Board
that the Independent Convenor of the Adult Support and Protection Committee had produced his
Biennial Report for the Scottish Government for the period April, 2014 - March, 2016.
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After hearing Colin McCashey, Convener of the Adult Support and Protection Committee, the
Integration Joint Board:-

0] noted the contents of the Independent Convenor's Biennial Report in Appendix 2 of
the report;
(i) noted the progress that had been made in developing an effective partnership

response to Adult Support and Protection issues in the city;

(iii) noted the Independent Convenor's recommendations for 2016-2018 outlined in
paragraph 4.5 of the report; and

(iv) remitted to the Chief Officer to ensure that recommendations contained within the
Biennial Report were taken forward by relevant groupings and individuals within the
Health and Social Care Partnership under the advice and guidance of the Adult
Support and Protection Committee.

VI HIGH LEVEL RISK REGISTER

There was submitted Report No DIJB35-2016 by the Chief Finance Officer proposing a high level risk
register for the Board.

The Integration Joint Board:-

() agreed the proposed high level risk register as noted in Appendix 1 of the report; and

(ii) remitted to the Chief Finance Officer to bring to the Integration Joint Board an
integrated operational risk register and business continuity plan for operational
Integration Joint Board functions.

IX PERFORMANCE AND AUDIT COMMITTEE

There was submitted Report No DIJB36-2016 by the Chief Finance Officer seeking approval to
establish a Performance and Audit Committee.

The Integration Joint Board:-

0] noted the responsibility of the Integration Joint Board to put in place appropriate and
proportionate audit arrangements;

(i) agreed to establish a Performance and Audit Committee as a Standing Committee of
the Integration Joint Board, the first meeting of which would take place at a date
following the Integration Joint Board meeting to be held on 25th October, 2016.

(iii) agreed the terms of reference as detailed in the report, a copy of which is attached to
this minute as an appendix;

(iv) approved the arrangements for the appointment of the Chair and members to serve
on the Performance and Audit Committee; and

(V) remitted to the Clerk to make consequent amendments to Standing Orders.
X DUNDEE HEALTH AND SOCIAL CARE PARTNERSHIP PERFORMANCE REPORT

There was submitted Report No DIJB37-2016 by the Chief Officer updating the Integration Joint Board
on progress in implementing the Partnership's performance framework.



The Integration Joint Board:-

0] noted the progress that had been made in further developing and implementing the
performance framework since it was approved by the Integration Joint Board in
February, 2016;

(i) considered the proposed approach in Section 4.2 to reporting against the national
health and wellbeing outcomes and indicators within the context of an annual
performance report;

(iii) noted that work was currently being undertaken to improve the availability of data at a
locality/neighbourhood level from national partners, including the Scottish Government
and NHS National Services Scotland, Information Services Division;

(iv) agreed that the Information Team, working with the wider Partnership and under the
direction of the proposed Performance and Audit Committee, should continue to
develop exemplar formats for other sections of the annual performance report and
bring these forward for consideration as they become available;

(v) considered the proposed approach in Section 4.3 to reporting progress against
strategic priorities and shifts within the Partnership Strategic and Commissioning Plan;

(vi) agreed that the Information Team, working with the wider Partnership and under the
direction of the proposed Performance and Audit Committee should continue to
develop the exemplar approach across all strategic priorities and shifts as the basis
for future quarterly performance reports; and

(vii) agreed that further discussion and development should take place under the direction
of the proposed Performance and Audit Committee to enable the integration of
financial performance and information into the quarterly performance report in the
medium-term.

Xl FINANCIAL MONITORING REPORT - JULY 2016

There was submitted Report No DIJB38-2016 by the Chief Finance Officer providing the Integration
Joint Board with an update of the projected financial monitoring position for delegated health and
social care services for 2016/2017.

The Integration Joint Board:-

0] noted the overall projected financial position for delegated services as at
31st July, 2016;

(i) instructed the Chief Finance Officer to continue to monitor the 2016/2017 projected
financial outturn and present this to the Integration Joint Board throughout the
remainder of the financial year;

(iii) noted that the format and focus of this financial monitoring would change over time as
budgets became more integrated and more closely aligned with the priorities set out
within the Strategic and Commissioning Plan.

Xl TRANSFORMATION PROGRAMME
There was submitted Report No DIJB39-2016 by the Chief Finance Officer providing the Integration

Joint Board with an overview of Dundee Health and Social Care Partnership's Transformation
Programme.



The Integration Joint Board:-

0] noted the detail of Dundee Health and Social Care Partnership's Transformation
Programme and how this links directly with the actions reflected in the Strategic and
Commissioning Plan; and

(i) instructed the Chief Finance Officer to report progress in achieving the Transformation
Programme through the financial monitoring process.

Xl ANNUAL ACCOUNTS 2015/2016

There was submitted Report No DIJB43-2016 by the Chief Finance Officer presenting the Integration
Joint Board's Draft Audit Annual Statement of Accounts for the year to 31st March, 2016, together with
the draft External Auditor's report in relation to these accounts.

The Integration Joint Board:-

0] noted the contents of the draft External Auditor's report at Appendix 1 to the report
including the completed action plan at page 15 of the report and, in particular, that
KPMG had indicated they would issue an unqualified audit opinion on the Integration
Joint Board's 2015/2016 accounts;

(i) endorsed this report as the Integration Joint Board's formal response to the External
Auditor's report;

(i) approved the Audited Annual Accounts at Appendix 2 to the report for signature and
instructed the Chief Finance Officer to return these to the External Auditor; and

(iv) instructed the Chief Finance Officer to arrange for the above Annual Accounts to be
published on the Dundee Health & Social Care Partnership website by no later than
31st October, 2016.

XV DISCHARGE MANAGEMENT PERFORMANCE UPDATE

There was submitted Report No DIJB44-2016 by the Chief Officer providing an update to the Health
and Social Care Integration Joint Board on Discharge Management Performance in Dundee.

The Integration Joint Board noted the current position in relation to discharge from hospital.

XV DUNDEE DISCHARGE MANAGEMENT IMPROVEMENT PLAN AND USE OF
FUNDING

There was submitted Report No DIJB40-2016 by the Chief Officer providing an update to the Health
and Social Care Integration Joint Board of the outcome and progress of actions and arrangements put
in place across the Partnership to respond to discharge management.

The Integration Joint Board:-

0] approved the Dundee Discharge Management Improvement Plan in Appendix 1 of the
report;

(i) noted progress in relation to spend against Discharge Monies; and

(iii) agreed that a further update be submitted to the Joint Board in three months' time.

XVI DUNDEE FAIRNESS COMMISSION REPORT: A FAIR WAY TO GO

On a reference to Article IV(b) of the minute of meeting of the Integration Joint Board of
28th June, 2016, there was submitted Report No DIJB41-2016 by the Chief Officer relative to the
above.



The Integration Joint Board:-

0] remitted to the Chief Officer to ensure that the relevant recommendations of the
Fairness Commission were taken forward as part of the Health Inequalities
Commissioning Statement from Dundee Health and Social Care Partnership's
Strategic and Commissioning Plan. These recommendations would be further
developed and monitored through the refreshed Health and Care Theme of
Community Planning; and

(ii) noted the initial actions and priorities identified in Sections 4.2-4.7 of the report.

XVII WEAVERS BURN CARE INSPECTORATE REPORT

There was submitted Report No DIJB45-2016 by the Chief Officer briefing the Integration Joint Board
on the outcome of a recent inspection of Weavers Burn, Care at Home/Housing Support Service
undertaken by the Care Inspectorate in May, 2016.

The Integration Joint Board:-

0] noted the content of the Care Inspectorate report and accompanying action plan in
Appendix 1 and Appendix 2 of the report;

(i) noted that the service had also developed a more detailed operational improvement
plan for use in addition to the Care Inspectorate Action Plan; and

(i) remitted to the Chief Officer to report improvements to the Integration Joint Board after
the Care Inspectorate's follow-up visit.

XVIII DATE OF NEXT MEETING

The Integration Joint Board noted that the next meeting of the Integration Joint Board would be held in
Committee Room 1, 14 City Square, Dundee on 25th October, 2016 at 4.00 pm.

The Integration Joint Board resolved under Section 50(a)(4) of the Local Government
(Scotland) Act 1973 that the press and public be excluded from the meeting for the undernoted
item of business on the grounds that it involved the likely disclosure of exempt information as
defined in paragraphs 3, 6 and 9 of Part | of Schedule 7A of the Act.

XIX FUTURE OF RESIDENTIAL CARE FOR OLDER PEOPLE

There was submitted Report No DIJB42-2016 by the Chief Officer outlining proposals for the provision
of local authority operated residential care to meet the future needs of older people.

The Integration Joint Board approved the recommendations detailed in the report.

In addition, the Integration Joint Board agreed to engage with Dundee City Council regarding the
required care home provision within Dundee City.

Doug CROSS, Chairperson.



Appendix 1

DUNDEE CITY HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD
PERFORMANCE AND AUDIT COMMITTEE
TERMS OF REFERENCE

1 Introduction

1.1 The Performance and Audit Committee is identified as a Committee of the Integration Joint
Board (1JB).

1.2 The Committee will be known as the Performance and Audit Committee of the IJB and will
be a Standing Committee of the IJB.

2 Constitution

2.1 The 1JB shall appoint the Committee. The Committee will consist of not less than six
members of the 1JB, excluding Professional Advisors. The Committee will include at least
four 1JB voting members, two from NHS Tayside and two from Dundee City Council. Only
voting members of the 1JB will be able to vote on the Committee.

2.2 The Committee may at its discretion set up short term working groups for review work.
Membership of the working group will be open to anyone whom the Committee considers
will assist in the task assigned. The working groups will not be decision making bodies or
formal committees but will make recommendations to the Performance and Audit
Committee.

3 Chair

3.1 The Committee will be chaired by a person not being the Chair of the 1B, will be nominated
by the 1B and will rotate between a voting member from NHS Tayside and a voting
member from Dundee City Council. In the absence of the Chair, the members present at
the meeting will appoint a member to Chair the meeting. The Chair will rotate on the same
frequency as the Chair of the 1JB.

4 Quorum

4.1 Two voting members of the Committee will constitute a quorum.

5 Attendance at meetings

5.1 The Chief Officer, Chief Finance Officer, Chief Internal Auditor and other Professional
Advisors or their nominated representatives may attend meetings. Other persons shall
attend meetings at the invitation of the Committee.

5.2 The external auditor will be invited to attend at least one meeting per annum.

5.3 The Committee may invite additional advisors as appropriate.




6 Meeting Frequency

6.1 The Committee will meet at least three times each financial year with further meetings,
including development events arranged if necessary.

7 Authority

7.1 The Committee is authorised to instruct further investigation on any matters which fall within
Paragraph 8.

8 Duties

8.1 The Committee will review the overall Internal Control arrangements of the 1JB and make

recommendations to the 1JB regarding signing of the Governance Statement.

Specifically it will be responsible for the following duties:

1.

The preparation and implementation of the strategy for Performance Review and
monitoring the performance of the Partnership towards achieving its policy
objectives and priorities in relation to all functions of the 1JB.

Ensuring that the Chief Officer establishes and implements satisfactory
arrangements for reviewing and appraising service performance against set
objectives, levels and standards of service and to receive regular reports on these
and to review progress against the outcomes in the Strategic and Commissioning
Plan.

Acting as a focus for Best Value and performance initiatives.

To review and approve the annual Internal Audit plan on behalf of the 1JB.

To receive reports, monitor the implementation of agreed actions on audit
recommendations and reporting to the IJB as appropriate.

To receive monitoring reports on the activity of Internal Audit and an annual Internal
Audit Report.

To consider External Audit Plans and reports (including the annual accounts and
audit certificate), matters arising from these and management actions identified in
response.

To support the 1JB in ensuring that the strategic integrated assurance and
performance framework is working effectively, and that escalation of notice and
action is consistent with the risk tolerance set by the 1IB.

To support the 1B in delivering and expecting co-operation in seeking assurance
that hosted services run by partners are working effectively in order to allow
Dundee 1JB to sign off on its accountabilities for its resident population.

10.

Review risk management arrangements, receive regular reports on risk
management and an annual Risk Management report.

11.

Ensure existence of and compliance with an appropriate Risk Management
Strategy.

12.

To consider annual financial accounts and related matters before submission to
and approval by the 1JB.
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13. Ensuring that the Senior Management Team of Dundee Health and Saocial Care
Partnership, including Heads of Service, Professional Leads and Principal
Managers maintain effective controls within their services which comply with
financial procedures and regulations.

14. To be responsible for setting its own work programme in order to meet its specific
duties including any matters which the Chief Officer believes would benefit from
investigation.

15. Promoting the highest standards of conduct by 1JB Members; and monitoring and
keeping under review the Code of Conduct maintained by the IJB.

16. Will have oversight of Information Governance arrangements as part of the
Performance and Audit process.

17. To be aware of, and act on, Audit Scotland, national and UK audit findings and
inspections/regulatory advice, and to confirm that the 1JB has brought itself into
compliance timeously.

9 Review

9.1 The Terms of Reference will be reviewed when the Chair passes to ensure their ongoing
appropriateness in dealing with the business of the 1JB.

9.2 As a matter of good practice, the Committee should allow for periodic review utilising best

practice guidelines and external facilitation as required.
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ITEM No ...8............

Dundee C)ﬁ

Health & Social Care
Partnership

REPORT TO: HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD -
25 OCTOBER 2016
REPORT ON: DRUG DEATHS IN TAYSIDE 2015 — ANNUAL REPORT OF THE TAYSIDE
DRUG DEATH REVIEW & WORKING GROUPS (DDRG & DDWG)

REPORT BY: CHIEF OFFICER

REPORT NO: DIJB48-2016

1.0 PURPOSE OF REPORT

1.1 This report is for information only.

2.0 RECOMMENDATIONS
It is recommended that the Integration Joint Board (IJB):

2.1 Notes the findings and recommendations of the Drug Deaths in Tayside 2015 report (attached
as Appendix 1).

3.0 FINANCIAL IMPLICATIONS

3.1 None.

4.0 MAIN TEXT

4.1 On the 31% August 2016 (International Overdose Awareness Day), the Tayside Drug Death
Review & Working Groups (DDRG & DDWG) launched the Drug Deaths in Tayside 2015
annual report at an event held at The Steeple Church, Dundee. In addition to launching the
report, interactive zones were available to raise awareness, highlight risks and offer education
on the support available for people who use drugs and their families across Tayside. The
event was attended by a wide range of partners including NHS, Local Authority and Voluntary
Sector colleagues in addition to members of the community. A remembrance ceremony was
also held to provide an opportunity for everyone affected by overdose to remember their loved
ones. This is anticipated to be the first in a series of annual events.

4.2 Key findings from the 2015 Report:

Drug deaths in Tayside (and indeed Scotland) continue to rise with 48 recorded in 2015 (28
in Dundee City). Although lower than the number seen in 2012, it remains the case that
Tayside and Dundee City in particular, continues to have a poor record in relation to
substance use and drug deaths remains a high priority for all Alcohol and Drug Partnership
(ADP) partners.

The majority of drug death victims in Tayside are male, white Scottish and unemployed with
a clear association between drug death and high levels of deprivation, trauma and
vulnerability throughout life. Despite a slight drop in the average age of the victims in 2015,
this cohort continues to be an ageing population.

As a result of the overall rise in the average age of the drug death victims, individuals face
increasingly complicated co-existing conditions alongside their substance misuse. Their
high levels of physical ill-health result in less resilience to overdose as age increases.
Management of chronic health problems such as pain issues, respiratory related disease or



4.3

4.4.1

5.0

6.0

12

hepatitis C is impaired by chaotic lifestyles and difficulties accessing generic health
services.

Ninety percent of the 2015 victims were suffering from a psychiatric condition at the time of
death. Nearly all of the individuals had also suffered some form of significant life event(s)
such as recent deterioration of their health, recent hospital discharge/prison release or a
relapse in their substance misuse. In many cases, this may have resulted in reduced
tolerance to the drugs that they had used prior to death.

21 (44%) individuals were open to a service at the time of death with 16 individuals being in
receipt of a methadone prescription. This was a lower proportion than in previous years.

With an average number of 4.4 drugs being used per person prior to death, there is strong
evidence of poly drug use (including prescribed medications, controlled drugs and illicitly
obtained medications) in Tayside.

In 2015, heroin was the most commonly found substance in toxicology. The presence of
analgesics, particularly gabapentin and pregabalin rose and given that in approximately half
of these cases the medication had not been prescribed, diverted medication continues to be
of concern.

The number of problematic alcohol users occasionally misusing drugs rose in 2015. These
individuals may have been known to alcohol services but had not disclosed their occasional
drug use resulting in them not receiving overdose awareness training or advice.

General low levels of recognition by witnesses of the signs of overdose were apparent in
some cases in 2015 resulting in delays in calling for help, such that resuscitation was not
possible.

New psychoactive substances (NPS) continued to emerge but tended to be used in addition
to controlled drugs. However, it is recognised that these substances present a growing risk.

A number of recommendations are made in the report. These relate to key themes including
early intervention, co-morbidities, prescribing, overdose awareness and naloxone training,
criminal justice and offending, new psychoactive substances, alcohol misuse and service
contact/retention. A stakeholder event will be held in the near future to create an action plan to
allow for the monitoring of actions and progress towards these recommendations.

Current and future work of the DDRG & DDWG:

e Amalgamation of the DDRG and DDWG to ensure that operational
issues/actions/recommendations identified from the review of individual cases link to the
broader, more strategic recommendations identified from the annual trends/report (and
vice versa).

e Development of a rolling action log to record and monitor all actions identified by the
review of individual cases.

e Joint working with GPs to examine trends and themes emerging from those drug death
victims registered with the cluster 1 GP Practices in Dundee.

POLICY IMPLICATIONS

This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.

CONSULTATIONS

The Chief Finance Officer, the Clerk and the Multi-agency Drug Deaths Review Group were
consulted in the preparation of this report.
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7.0 BACKGROUND PAPERS

None.
David W Lynch DATE: 21 September
Chief Officer 2016
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Executive Summary

The histories of drug death victims highlight the day to day experiences of people with substance misuse problems
and offer opportunities for preventative interventions at multiple stages in their life course. The aim of the drug
death review process is to contribute to the identification of these opportunities and positive interventions which
may change the life course of people with substance misuse problems who are still living.

Case Vignette: A Typical Drug Death Victim in Tayside 2015

BIRTH

CHILDHOOD

AGE 16 YEARS

AGE
20 - 26 YEARS

AGE
27-36 YEARS

AGE 37 YEARS
(time of death)

*Baby boy born in Dundee
eliving in a deprived community

eParents separated/divorced and contact with only one parent
eUnstable living and schooling situation

eParent(s) with substance misuse/mental health issues
*Physical or sexual abuse

eLeft school with no qualifications
eGained employment, continued education or apprenticeship/vocational training course
*Drinking alcohol at weekends

eCommenced drug use at 20

e|nitially cannabis followed by LSD, ecstasy, cocaine and amphetamines shortly after
eSmoking heroin

eInjecting aged 26 years

eReceiving treatment for problematic alcohol use

¢|n a volatile and unstable romantic relationship
*Would have children but they would not be living with him

*Close relationships with family and friends but difficulties in these relationships due to his
and/or their substance misuse

eCommitting crime to fund drug use and in and out of prison

eMisusing a cocktail of illicit and prescribed substances including heroin and
benzodiazepines alongside problematic alcohol misuse

eKnown to a GP and several servcies intermittently including mental health services and
substance misuse services

eReceiving pharmacological treatment for his drug dependency

eSingle, unemployed and living alone with at least one change in his living arrangements
in recent months

eKnown to a GP and at least one specialist drug service

*Would have an ongoing physical health issue such as respiratory disease, chronic pain or
hepatitis C alongside at least one mental health problem such as depression

*Would have suffered from at least one adverse life event such as ill-health or a relapse
*He would typically die at his home address and in the presence of others

eHe is likely to have consumed heroin, benzodiazepines and at least one analgesic
medication (either prescribed or non-prescribed)

eHe is likely to have thought to have been sleeping resulting in any resuscitation being
delayed

*A post mortem blood sample would reveal a cocktail of 4 drugs
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Background

Aims and objectives

The principal aim of this report is to set forth recommendations to facilitate the reduction of drug deaths and inform
policy and practice at a local and national level by summarising the results of data collection and analysis pertaining
to the demographic, social, criminal offending, substance misuse, physical, psychiatric/psychological and service use
characteristics as well as the specific circumstances, of drug deaths in the Tayside area.

Methods

The population of Drug Deaths (DDs) in Tayside consisted of 48 cases in 2015. The definition of a DD in Tayside is
detailed in the main report. Information about these deaths was collected via dissemination of the East Central
Scotland Drug Deaths Questionnaire and/or case notes held by social care services, specialist addiction services,
criminal justice services, general practice, prison and police services. Data relating to the specific cause of death,
post mortem and toxicology was obtained from the Procurator Fiscal offices in Tayside.

Summary of results

Incidence and prevalence of drug deaths

e The Tayside Drug Deaths Review Group considered a total of 66 potential drug deaths in 2015 with 48 being
confirmed as drug deaths by review and toxicology.

e Of the 48 confirmed cases, over two thirds (n=33) were deaths recorded as being solely due to drug misuse. The
remaining deaths had alcohol and/or physical causes recorded as a significant contributory factor.

e There was a small increase in the rate of DDs in Tayside from 0.11 per 1,000 population in 2014 to 0.12 per 1,000
in 2015.

e Fifty eight percent (n=28) of DDs in Tayside occurred in Dundee.

e Fourteen cases had not received a full post mortem due to their history of Hepatitis C.

e There was no pattern in the month of death but the highest number occurred in March and December and there
were no deaths in November.

e Almost a third (31%) of deaths were at the weekend (Saturday or Sunday) with a quarter being on a Friday.

Demographic, life context and social functioning

o The majority (98%) of Tayside DD victims were White Scottish, the predominant ethnicity in Tayside.

e The majority (77%, n=37) of the 2015 deaths were male. This is consistent with national figures and local figures
from previous years.

e The drug deaths cohort is an ageing population. The mean age of the DD victims was 37.2 years, a slight drop
from 2014 but still continuing the overall upward trend since 2009.

e In 2015, the age range of DD victims spanned 40 years from early 20’s to late 50’s with a median age of death of
36.5 years old.

e Aclear inequality gradient exists (albeit not as marked as previous years) with 38% of Tayside DD victims living in
the 20% most deprived areas in Scotland.

e Less than half (44%) of the DD victims were living alone at the time of their deaths.

e The living arrangements of 22 victims had changed in the 6 months prior to their deaths. The most common
reasons for this were changes in relationship status, incarcerations, homelessness or a hospital inpatient stay.

e Twenty eight (58%) of the victims were single/separated/divorced/widowed at the time of their deaths while 13
were married/co-habiting and 7 were in a romantic relationship.

e The mean age at which 2015 DD victims left school was 15.7 years and 12 (25%) were known to have left with
some form of qualifications.
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e Seventy nine percent of DD victims had been engaged in some form of employment/education activity after
leaving school.

e Although 21% were unemployed after leaving school, this figure was reversed directly before death, at which
point 90% of DD victims were unemployed.

e Twenty six (54%) of the DD victims had children, resulting in a total of 56 individuals losing a parent in 2015.
Thirty five of those who lost a parent to drug death were aged under 16 years old.

e The majority of DD victims were not socially isolated. Many were known to have a close relationship with a
family member (68%) or a close friendship with another person (83%).

e A substantial number of the victims were known to have significant difficulties in these relationships and often
the friends of the deceased also misused substances.

e Over half (60%) of DDs occurred in the presence of others and in all cases, the witness was known to the victim.

Significant life events

e Forty seven (98%) of the DD victims were known to have experienced a significant adverse event in their adult
lives and 54% (n=26) had experienced adversity in childhood.
e Most common adverse life events included recent ill-health/deterioration/hospital discharge or a relapse.

Criminal justice and offending

e The majority (85%) of DD victims had criminal histories and had been convicted of a crime at some point in their
lives.

o Twelve victims (29%) with a criminal history had been arrested in the 6 months prior to their deaths.

e Almost two thirds of the DD victims (n=31) in 2015 had served a prison sentence at some point during their lives
with 13 (42%) of these individuals having served their most recent sentence in the year prior to death.

e Recent prison release had previously been identified as a risk factor for a drug death. However this was not so
evident in 2015 with 5 individuals dying within 3 months of release.

e Nineteen (46%) of the DD victims had been subject to some form of community restriction order at some point
in their lives.

Substance misuse

o Almost all (98%) of the DD victims were known poly-drug users, 85% had injected at some point in their lives and
at least 65% were current injectors at the time of death.

e The average age at which drug misuse began was 19.9 years with injecting drug use commencing, on average, at
26.3 years. These averages were older than previously seen.

e By the time of their deaths, the victims had an average drug-using career of 17.3 years.

e Of the 2015 deaths, 63% were known to have overdosed at some point in their lives, often on multiple
occasions.

e Benzodiazepines, heroin/morphine and methadone have consistently been the most common substances
involved in the DDs in Tayside. However in 2015, analgesics were more commonly detected than methadone.

e For the first time since data collection began in 2009, heroin was the most commonly found substance with it
being detected in 39 (81%) cases.

e Benzodiazepines were detected in 73% of cases while analgesics were present in 58% of cases.

e Of the 23 deaths where methadone was detected, 16 (70%) of the individuals had been prescribed the
substance.

e The proportion of deaths involving anti-depressants fell from 49% to 44% in 2015.

e A total of 8 different NPS were found in the toxicology of 18 (38%) individuals. The most commonly found
substance was etizolam (found in 12 cases). Four individuals had 2 NPS present in their toxicology.
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Co-morbidities/co-existing health conditions

Of the 48 DD victims, 38 (79%) were known to be suffering significant physical difficulties at the time of death
with 32 individuals having more than one issue (more than 2014). Pain, respiratory disease and Hepatitis C
continued to be the most common physical conditions recorded.

All but one of the DD victims (98%) had suffered from psychological or psychiatric difficulties with 43 (90%)
suffering from at least one mental health issue at the time of death; the most common of which was depression.
Thirty four individuals had more than one issue.

At the time of death, 60% of DD victims (n=29) were experiencing a combination of psychological and physical
difficulties as well as adverse life events alongside their substance misuse problems. This was a slightly lower
proportion than in 2014.

Alcohol misuse

There has been a year-on-year increase in the proportion of victims who suffered from problematic alcohol use.
In 2015, 63% had suffered from problematic alcohol use at some point in their lives while 14 individuals (29%)
were known to misuse alcohol at the time of death.

Over half of the victims had received treatment for problematic alcohol use at some point in their lives.

The presence of alcohol decreased from 42% of the drug deaths in 2014 to 31% in 2015.

Poly drug use

Almost all of the DDs involved a lethal combination of two or more substances with the average number of drugs
found being 4.4 per individual.

Heroin, benzodiazepines and analgesics were the most commonly found substances in toxicology however were
typically used in combinations of two or more. Sixty percent of victims had used heroin and benzodiazepines
prior to death.

Five individuals had a combination of heroin, benzodiazepines, analgesics, methadone and anti-depressants
detected in their toxicology.

Service use histories

All 45 drug death victims were registered with a General Practitioner (GP) and the majority (88%) were noted to
misuse substances albeit only alcohol in a small number of cases.

Three quarters of individuals accessed at least one specialist substance misuse service in the five years prior to
death.

Two thirds (n=32) of drug death victims had at least one specialist service contact in the 6 months prior to their
deaths.

Twenty one individuals (42%) were open to at least one specialist addiction service at the time of death. This was
a lower proportion than in previous years. The most commonly accessed services was NHS Tayside Substance
Misuse Service (n=20).

Of the 21 individuals open to a service at the time of death, a third (n=7) had been seen by the service in the
week prior to death.

Seven (15%) of the victims were known to mental health services at the time of death.

Overdose awareness and naloxone

In many cases where others were present, the victim was simply believed to be sleeping at the time of their
death, thus delaying any possible interventions.
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e (PR was attempted by bystanders in 48% of cases. However, this was partial and had to be instructed by
ambulance control over the telephone.

e An ambulance was called in 36 of the cases in 2015 but it was too late to attempt resuscitation in three quarters
of these cases.

e Take home naloxone was found at the scene of death in only one case in 2015 and had been administered by the
victim’s friend.

e Less than two thirds of those that had been in prison or known to a specialist service had received overdose and
naloxone training indicating missed opportunities.

Prescribing

e Athird (n=16) of the individuals were in receipt of substitute medication (methadone in all cases) at the time of
their deaths.

e The majority (81%) of individuals were being prescribed at least one drug at the time of their death. Fifteen
percent were being prescribed 5 or more drugs however this was lower than 2014.

e There is an indication that diversion of prescribed anti-depressants and analgesic medication in particular, is high
in this population.

e |n 2015, there was an increase in the detection of pregabalin in toxicology with 11 victims having used it prior to
death. It had only been prescribed in 6 of these cases.

e The proportion of victims being prescribed strong painkillers such as gabapentin, pregabalin and tramadol has
continued to rise.

Comparison of 2015 DDs with previous years

e The number of drug deaths decreased from 54 in 2012 to 34 in 2013 before increasing by 32% to 45 in 2014
and a further 7% increase in 2015 to 48.

e Deaths in Dundee reduced in 2015 while those in Angus and Perth & Kinross increased.

e A smaller proportion of the 2015 victims died at home (52% v. 76% in 2014).

e The proportion of deaths recorded as being solely due to the use of drugs increased in 2015 to 69% from
48%.

e The mean age of death decreased slightly from 38.6 years in 2014 to 37.2 years in 2015. However, there has
been an upward trend overall from the mean age of 33.5 years in 2009. This is an indication of an ageing
population.

e The average age of commencing drug use increased from 16.3 years in 2013 to 18.4 years in 2014 and 19.9
years in 2015.

e The average age of commencing injecting drug use dropped from 26.2 years in 2013 to 24.7 years in 2014.
However the average increased again to 26.3 years in 2015.

e In 2015, the proportion of victims living alone at the time of death decreased to 44% (from 47% in 2013 and
53% in 2014).

o Almost half (46%) of the 2015 DD victims experienced at least one change in their living circumstances in the
6 months prior to death. This was similar to 2014 but higher than the 32% recorded in 2013.

e Alarger proportion (42%) of 2015 DD victims were in a relationship at the time of death compared to 36% in
2014 and 15% in 2013.

e Although the number of children losing a parent due to a drug death had dropped in 2015 (56 v. 61), the
actual percentage of victims who had children was lower (54% in 2015, 58% in 2014 and 67% in 2013).
However, the number of children aged under 16 years losing a parent increased from 26 in 2014 to 35 in
2015.

e A similar proportion of the 2015 victims had a criminal history however a greater proportion (29% v 18%)
had been arrested in the 6 months prior to death.

e Recent prison release has been less of a risk factor in drug deaths victims of recent years and this continued
to be the case in 2015.
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e The proportion of DD victims with mental health issues has increased over time (79% to 82% to 90%), while
the percentage with significant life events has remained similar (97%, 96% and 98%).

e Although those with a physical issue at the time of death has remained similar to 2014, (78% v. 79%), the
proportion with multiple difficulties has increased from 56% to 67%.

e The prevalence of Hepatitis C in the drug death cohort increased from 18% of cases in 2014 to 29% in 2015.

e The proportion of victims who had ever suffered problematic alcohol use continued to increase in 2015 (54%
in 2012 to 63% in 2015). However, the proportion with alcohol issues at the time of death decreased from
40% to 29% between 2014 and 2015 and the proportion of victims with alcohol in their toxicology results
also decreased from 42% to 31%.

e The percentage of individuals known to specialist services in the 6 months prior to death had remained the
same (67%) however the proportion still in touch with a service at the time of death had decreased (53% to
44%)

e The proportion of victims who were in receipt of a methadone prescription at the time of death has reduced
over time from 50% in 2011 to 33% in 2015.

e Although there was an increase in the proportion of deaths involving methadone, the proportion involving
illicitly obtained methadone had dropped in 2015 (24% v. 40%).

e Heroin was the most commonly found drug in toxicology in 2015 for the first time since data collection
began in 2009. Over four fifths of the 2015 deaths involved heroin compared to 60% in 2014.

e There was an increase in the presence of analgesics in 2015 with 58% of individuals having taken these
medicines (whether prescribed or illicitly obtained) prior to death.

e Comparing 2015 data to 2014, the proportion of drug deaths involving heroin/morphine, benzodiazepines
and analgesics increased while deaths involving anti-depressants, alcohol and methadone decreased.

Recommendations

The Tayside Drug Death Review and Working groups welcome the continued high priority that is being given by the
Scottish Government to the prevention of drug deaths, as reflected in their guidance to Alcohol and Drug
Partnerships (ADPs). The recommendations from previous ‘Drug Deaths in Tayside’ reports remain relevant and the
findings from 2015 support these. An update on the progress of these recommendations can be found in Section 5.

Additional recommendations emerging from the report and the work of the Drug Death Review & Working Groups
(DDRG & DDWG) during 2015 are:

Key theme Recommendation Responsible
person(s)
Alcohol misuse o Alcohol Services should carry out holistic assessments to ensure any Tayside
occasional drug use is identified and can be incorporated into the care plan of | Drug Death
the individual. Group
. Alcohol Services should provide/display information promoting
overdose and naloxone training to all service users.
Service contact ° Increase engagement and retention in services. Tayside
. Ensure individuals with a poor history of engagement have a risk plan | Drug Death
and support that encourages engagement, including peer support and Group
networks.
. Explore and use assertive outreach models in priority cases.
. Encourage services to be trauma focussed and support information
sharing where relevant and possible.
. Senior strategic groups should conduct regular audits of unplanned and
disciplinary discharges.
Information ° Create and maintain a live rolling action plan to monitor all Tayside
governance recommendations and actions identified during the drug death review process. | Drug Death
The action plan should identify a responsible officer and record the Group
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outcomes/service changes as a result of each action/ recommendation.

. Hold a focused action planning workshop  with  key
practitioners/managers to consider the strategic recommendations of this and
related reports and formulate an improvement plan. This plan would feed into
the ADP Commissioning Strategy.

Publicising of . Hold an annual event to launch the Tayside Drug Death report and to Tayside
Tayside Drug promote awareness of overdose and its effect on families, friends and | Drug Death
Death Report communities. Group
Relevant . Consider the key findings and recommendations from ‘Staying Alive in Tayside
recommendations | Scotland’ published in June 2016 by the Scottish Drugs Forum, Scottish | Drug Death
from other Government and Hepatitis Scotland. Group
national and local | e Ensure strong links with the Tayside Sexual Health and BBV Managed

strategic Clinical Network around BBV prevention.

documents and
reports

Page 7




26

Section 1: Introduction

1.1 Background

The National Investigation into Drug Related Deaths (DRD) 2005 commissioned by the then Scottish Executive and
conducted by the Centre for Addiction Research and Education Scotland (CARES) examined the social, clinical
circumstances and service contacts of those dying as a result of a drug related death in Scotland in 2003. This
investigation and subsequent Scottish Advisory Committee on Drug Misuse (SACDM) report and recommendations
(2005) identified the need to establish a local standing Drug Deaths Monitoring and Prevention Group involving key
agencies to reduce deaths under the auspices of local Alcohol and Drug Partnerships (ADPs). The Tayside Drug Death
Review and Working Groups (DDRG & DDWG) were set up in 2008 with the aim of understanding and preventing
drug deaths and overdose.

The National Drug Related Deaths Database (NDRDD) was also launched in January 2009, acting on a

recommendation that had come from the National Forum for Drug Related Deaths. Data collected for local analysis
is also reported to this national database.

1.2 Aim
The aim of the Tayside Drug Death Review Group and Working Group is to work collaboratively to reduce the

number of drug deaths across Tayside and also to improve the response to non-fatal overdoses of drugs of misuse.

1.3 Working arrangement

The approach taken is modelled on that established in Fife in 2005 and is now used across East Central Scotland
(Fife, Tayside and Forth Valley). A full description of the methodology can be found in Appendix 1. There are three
principal functions:

e to determine common demographic, social, criminal offending, substance misuse, physical,
psychiatric/psychological, service use characteristics and circumstances of drug deaths. This is accomplished
through the dissemination of an in-depth questionnaire to all substance misuse services (health, local
authority and voluntary sector), the Prisoner Healthcare and any other agency deemed necessary. All
substance misuse services are notified of a suspected drug death and are asked to provide information
about those individuals that they have had contact with. Primary Care records for each individual are also
obtained, alongside police sudden death reports, social enquiry reports, post mortem and toxicology
reports. This information is collated and considered by the Review Group, which aims to draw lessons from
each individual case

e to use the information gathered, to draw upon trends, similarities, key themes and strategic issues to be
formulated. This is the prime role of the Working Group. Thus, in line with national recommendations, the
work of these two groups endeavours to inform and disseminate good practice and enhance the provision of
care to reduce the number of drug deaths in Tayside. The members of the Review and Working Groups are
detailed in the Acknowledgements

e to provide timely feedback on individual cases, where relevant, to NHS Tayside including specialist

substance misuse services, mental health teams and general medical specialties in order to support current
clinical governance and review structures.
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1.4 Governance and structure

The Tayside Drug Death Review and Working Groups operate in an environment where there are three Alcohol and
Drugs Partnerships (ADPs) and three Community Planning Partnerships (CPPs), covering Angus, Dundee City, and
Perth and Kinross. The ADPs are the key strategic partnership groups for substance misuse within each local area
and they have strong links with the wider CPPs. The ADPs have only been in existence since late 2009. Prior to this,
their role was undertaken by DAATSs (Drug and Alcohol Action Teams). The Drug Death Groups act as expert advisory
groups to the three ADPs, making recommendations to the ADPs for them to take forward in conjunction with the
wider CPPs. The high level structures are illustrated in the figure below. The Drug Death Working Group meets four
times a year and its main responsibility is to analyse the information collated by the Drug Death Review Group over a
period of a year and oversee the development and dissemination of the annual report. The three Tayside ADPs are
then asked to agree the recommendations and oversee the implementation of actions.

Tayside Drug Death Review and Working Group Governance Structure

Angus Dundee City Perth & Kinross

Community Planning Partnérships

ADP ADP ADP

~_ 1“7

Tayside Drug Death P Tayside Drug Death
Working Group X Review Group
A

\ 4

Tayside Alcohol & Drug Partnership Co-ordinating Committee

3 x ADP Chairs
NHST Alcohol & Drug Commissioner
Senior Officer Police Scotland
Chief Officer Tayside Community Justice Authority
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Section 2: Drug Death Definition and Cohort of 2015

2.1 Drug death definition

The complexity of providing a suitable DD definition is demonstrated by the differences in definitions
incorporated by different organisations. For example, the World Health Organisation (WHO) defines it as
‘fatal consequences of the abuse of internationally controlled substances and/or of non medical use of
other substances for psychic effects,” (WHO, 1993). This definition allows the incorporation of deaths
indirectly associated with drug misuse such as chronic intoxication, suicides, drug related accidents and
drug related diseases. This is similar to the definition employed by the National Records of Scotland (NRS)
formerly General Register Office for Scotland. The NRS definition includes instances in which toxicological
findings indicate the presence of a controlled substance, but where this substance may not necessarily have
been a factor contributing to the individual’s death.

The Scottish Crime and Drugs Enforcement Agency (SCDEA) define a drug death as: “Where there is prima
facie evidence of a fatal overdose of controlled drugs. Such evidence may be recent drug misuse, for
example controlled drugs and/or a hypodermic syringe found in close proximity to the body and/or the
person is known to the police as a drug misuser although not necessarily a notified addict.”

The methodology of this local report relies on case finding and subsequent data collection being initiated
by police sudden death reports. The SCDEA definition therefore provides a consistent basis for
characterization of the deaths reviewed. Deaths directly resulting from the presumed non-intentional
overdose of illicit (or illicitly obtained) controlled substances in Tayside in 2015 have been included and
considered in this report. It is acknowledged that there are complex cases where the cause of death cannot
be explicitly related either to the consumption of a substance(s) or to other morbidities. In such cases the
Review Group must consider the individual case, including the results of post mortem toxicology, and come
to a judgment in relation to the contribution of the substance(s) to the death. Where, on review,
toxicological findings indicate the presence of a controlled substance, but this substance may not
necessarily have been a crucial factor contributing to the individual’s death, this would be considered a
drug related death but not a drug death and would therefore not be included as a confirmed case.

There may be deaths notified to the Group that result from substances that are neither illicit nor controlled
e.g. New Psychoactive Substances (NPS) or volatile substances. The Drug Death Review and Working
Groups have concluded that such deaths will be included in reviews and drug death numbers, where
appropriate.

2.2 Drug death cohort of 2015

This section shows the number of drug death notifications received and the number of confirmed cases
that fit under the local definition of a drug death in Tayside.

In 2015, the Tayside Drug Death Review Group were notified of 66 suspected drug deaths. The Group’s
definition of a drug death is set out in Section 2.1. Drug related deaths are not included.

In a similar manner to previous years, cases were discussed and reviewed in clusters to enable the Review
Group to focus on the individual circumstances surrounding each death.

Following toxicology (post mortem where available) and review by the DDRG, 18 cases were deemed not to
conform to the group’s definition of a drug death and these were therefore excluded from further analyses.
The majority (89%) of the cases concluded as non-drug deaths in 2015 were deaths due to physical causes
where illicit drugs were present in toxicology but not thought to be a significant contributory factor. The
remaining two cases had drug use recorded as the main cause of death on the post mortem but following
review of the individual’s circumstances, the DDRG felt that the individual’s physical health would have
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played a considerable role in death and therefore the death be recorded as a drug related death rather
than solely due to the use of drugs.

Table 1 shows the breakdown of the excluded cases in 2015 by the recorded category of death. It should be
noted that these excluded deaths should in no way be taken as an indication of the full number of drug
related deaths in Tayside in 2015.

Table 1: Category of death of the suspected drug death notifications excluded from final figures in 2015
(n=18)

Main cause of death (as recorded on the death certificate) Number of cases
Physical 9
Physical (with drugs listed as contributory factor) 7
Other 2

After consideration of the circumstances surrounding the remaining 48 cases and the drug levels found in
post mortem toxicology, the Drug Death Review Group concluded that all of these individuals should be
included in the Tayside drug deaths dataset for 2015 (n=48). A breakdown of the category of death for the
dataset is shown in Table 2. The table shows that 69% of the deaths in 2015 were recorded as being due to
drugs alone.

Table 2: Tayside DD victims by category of death 2015

Main cause of death (as recorded on the death certificate) Number of cases
Total number of deaths 438
Drugs 33
Drugs & alcohol 10
Drugs (with physical issues as a contributory factor) 5

2.3 Full post mortem status

The absence of full post mortems on individuals in Tayside known to be BBV positive, unless there was a
legal imperative to do so, continued to be an issue in 2015. This stance is not taken in other areas of
Scotland. The DDRG continue to express real concern about this given the increasingly complicated physical
issues that some of the victims endure alongside their substance misuse. The absence of a full post mortem
report makes it very difficult for the Group to reach a conclusion on the actual cause of death in these cases.

In 2015, a post mortem was not carried out on 14 (29%) of the confirmed cases due to the deceased’s
history of Hepatitis C.
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Section 3: Key Results

The results section is a retrospective analysis of trends, similarities and common themes amongst victims of
drug deaths in Tayside over the past year (2015). Information has been analysed from a descriptive
perspective and does not infer that the data collated necessarily identifies risk factors to which a drug
death can be attributed. In order to accomplish such a task one would require a controlled sample of a
living, drug taking and general population.

3.1 Incidence of drug deaths

This section describes patterns surrounding the incidence and prevalence of drug deaths based both on
the area of residence of the victim and the location of the drug death.

3.1.1 Incidence and prevalence of drug deaths by area of residence of victim

The total of 48 drug deaths in Tayside in 2015 is a slight increase (7%) from the 45 recorded in 2014.
Previous figures for 2010, 2011, 2012 and 2013 were 33, 36, 54 and 34 respectively.

Table 1 shows the Tayside DDs broken down by the council area of residence of the victim. As with previous
years, the highest proportion (58%) of drug deaths, were residents of Dundee City. However, although the
overall Tayside number increased, this was due to an increase in the number seen in Angus and Perth &
Kinross while the number of deaths in Dundee City dropped slightly.

Table 1: Tayside DD victims by council area of residence 2015 (compared to 2014)

Council Area Number of deaths in 2015 (Number of deaths in 2014)
Tayside 48 (45)
Angus 12 (8)
Dundee City 28 (31)
Perth & Kinross 8 (6)

The calculation of the number of drug deaths per 1,000 of the population allows for the comparison of
numbers in different geographical areas when their populations are taken into account.

Across the whole of Tayside, the rate’ of drug deaths confirmed by the Review Group in 2015 was 0.12 per
1,000 population, a slight increase from the 2014 rate of 0.11 per 1,000 population. The rate of drug death
differs substantially within Tayside. The highest rate has consistently occurred in Dundee City and in 2015,
was 0.19 per 1,000 population. In Angus and Perth & Kinross, the DD rates were 0.10 and 0.05 respectively.
Chart 1 shows the change in the rate of deaths across Tayside since 2009. Despite some fluctuations, the
overall drug death rate has increased in Angus and Perth & Kinross in the time period 2009 to 2015 while
the Dundee City rate has decreased slightly.

Due to differing drug death definitions used locally and nationally, it is difficult to make comparisons
between the Tayside rate and that shown across Scotland. However, Chart 1 shows the national rate for
2009 to 2014 and shows that although Tayside is similar to the national rate, Dundee City has consistently
been higher than the national average.

! calculated using the most recent (2014) NRS midyear populations estimates
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Chart 1: Tayside DD rate per 1,000 population by council area 2009-2015 (and Scotland to 2014)
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The estimated prevalence of problem drug use varies widely across the three Tayside council areas’.
According to the most recent prevalence study (2012/13), it is estimated that 61% of Tayside’s drug users
reside in Dundee City. Table 2 shows drug deaths in Tayside in 2015 as a percentage of the population at
risk i.e. the estimated number of problem drug users. Caution should be taken when interpreting these
figures due to the uncertainty around the number of drug users.

Table 2: Drug deaths (2015) as a percentage of the population at risk (2012/13) in Tayside

Estimated number of Number of drug Drug deaths a§ a perc.e ntage of
Area problem drug users deaths .the population at risk (the
estimated number of drug users)
Tayside 4,720 48 1.02%
Angus 700 12 1.71%
Dundee City 2,900 28 0.97%
Perth & Kinross 1,120 8 0.71%

3.1.2 Incidence of drug deaths by location of death

The majority of DDs in 2015 occurred in a dwelling. Of the 48 individuals who died, 25 (52%) died in their
own homes with a further 4 (8%) dying in the home in which they had recently been staying. Twelve
individuals (25%) died at an address different to their usual place of residence and the remaining 7 (15%)
died elsewhere including hospital, hostel, public premises or outdoors. Of those who did not die in their
own home, the majority died within their hometown. These results demonstrate that most DD victims die
in close proximity to their homes.

3.1.3 Incidence of drug deaths by month and day of death

e As with previous years, there was no pattern in the month of death. There were increases in March
and December in 2015 however.

2ht“tps://www. isdscotland.org/Health-Topics/Drugs-and-Alcohol-Misuse/Publications/2014-10-28/2014-10-28-Drug-Prevalence-
Report.pdf
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o Almost a third (31%) of deaths were at the weekend (Saturday or Sunday) with a quarter being on a
Friday.

3.2 Demographics, life context and social functioning

This section summarises the demographics and social circumstances of the drug death victims. The
accommodation and living arrangements of the individuals at the time of their death and in the six months
prior to their deaths, information relating to employment both upon leaving school and at the time of
death, as well as patterns surrounding the individuals’ relationships with both friends and family, is shown.

3.2.1 Key points

e In 2015 (similar to previous years), the majority of Tayside DD victims were male (77%), White Scottish
(98%), unemployed (90%) and living in rented accommodation (92%).

e A clear inequality gradient exists (albeit not as marked as previous years) with 38% of Tayside DD
victims living in the 20% most deprived areas in Scotland.

e The mean age at which 2015 DD victims left school was 15.7 years.

e The majority of DD victims (79%) were engaged in some form of employment/education activity after
leaving school.

e Twenty one percent were unemployed after leaving school. However this figure was reversed directly
before death, at which point 90% of DD victims were unemployed.

e |n 2015, 44% of the DD victims were living alone at the time of their deaths while half were living with
others. In some cases, this implied a potentially supportive relationship, although in others it was the
result of instability in living arrangements, for example moving out of a shared home because of a
dispute with a partner or parent.

e The living arrangements of 22 (46%) victims had changed at least once in the 6 months prior to their
death, an indication of the chaotic nature of their lifestyles. The most common reasons were changes in
relationship status, incarcerations, homelessness or a hospital inpatient stay.

e Twenty eight (58%) of the victims were single/separated/divorced/widowed at the time of their deaths
while 13 were married/co-habiting and 7 were in a romantic relationship.

o Twenty six (54%) of the DD victims had children.

e Atotal of 56 individuals lost a parent in 2015 with 35 of these being aged under 16 years.

e Six children under 16 years of age were living with a DD victim at the time of death.

e The majority of DD victims were not socially isolated. Many were known to have a close relationship
with a family member (63%) or a close friendship with another person (69%). However, a substantial
number were also known to have significant difficulties in these relationships.

e In 2015, more than half of the DD victims (n=29 or 60%) died in the company of or in close proximity to
others at the point of death. In 19 of these cases, the witness was in the same room as the victim at the
time of death.

3.2.2 Summary table

Table 1: Demographics, life context and social functioning of DD victims 2015

Cases in 2015
Number | Percentage (n=48)

Gender

Male 37 77%

Female 11 23%
Ethnicity

White Scottish 47 98%

Other 1 2%
Deprivation
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Quintile 1 (most deprived) 18 37.5%
Quintile 2 16 33.3%
Quintile 3 10 20.8%
Quintile 4 2 4.2%
Quintile 5 (least deprived) 2 4.2%
Education
Mean age of leaving school (available for 33 cases) 15.7 years
Number of cases gaining qualifications at school 12 . 25%
Employment status after leaving school
Vocational training/apprenticeship 11 23%
Employment 6 13%
Unemployment 6 13%
Full time education 4 8%
Other 2 4%
Unknown 19 40%
Employment status at time of death
Unemployed 43 90%
Employed 5 10%
Housing
Rented accommodation 44 92%
Hostel/supported accommodation 4 8%
Living arrangements
Living alone 21 44%
With spouse/partner 14 29%
With parents 5 10%
With friends 3 6%
With relatives 2 4%
Other 3 6%
Relationship status
Single 25 52%
Married/Civil Partner/Co-habiting 13 27%
Single (in a romantic relationship) 7 15%
Separated/Widowed 3 6%
Children
Number of cases with children 26 (56 children) 54%
Number of cases with children aged under 16 years 20 (35 children) 42%
Number of cases with children aged under 16 years .
living with them at the time of deatfg1 ! DBl 6%
Family and friendships
Number of cases with a close relative 30 63%
of which also had a substance misuse problem 8 27% (of all cases)
Number of cases with a close friend 33 69%
of which also had a substance misuse problem 20 61% (of all cases)
Person(s) present at scene of death
Person died in company of or close proximity to others 29 60%
Spouse/partner 13 -
Friend(s) 11 -
Relative(s) 5 -
Person died alone 19 40%
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3.3 Significant life events

Evidence shows that adversity suffered in childhood can have an impact on future adult behaviour. This
section summarises the significant life events that the drug death victims have endured both as a child and

adult.

Over half (n=26) of DD victims of 2015 were known to have suffered at least one significant adverse event
in their childhood.

Adverse life events in the DD victims’ adult lives were also common. In 2015, all but 1 of the DD victims
were known to have suffered significant adverse life events as adults with most individuals having suffered
multiple life events (n=37 or 77%).

On the whole, the findings are comparable to previous years. However, the higher proportion of victims
suffering from ill-health/deterioration in adulthood in 2014 and then again in 2015, reflects the chronic and
complex medical conditions this ageing population were facing. There was also an increase in the
proportion of individuals who suffered a relapse which shows that a number of the victims had been on the
path to recovery but for whatever reason had suffered a setback.

Table 1 shows the most common adverse events suffered by the 2015 DD victims in child and adulthood.

Table 1: Adverse events in childhood recorded for 2015 DDs

Cases in 2015
Number Percentage (n=48)

Adverse Event in Childhood

Parents separated/divorced 21 51%
Unstable schooling situation 14 36%
Regular contact with only one parent 11 27%
Unstable residential situation 8 21%
Parent(s) with substance misuse/mental health issue(s) 9 19%
Physical abuse 6 13%
Sexual abuse 5 10%
Adverse Event in Adulthood

lll-health/deterioration/discharge from hospital 34 71%
Relapse 21 44%
Child custody issues 15 31%
Arrested/charged/witness/awaiting sentence/released 14 29%
from prison

Bereavement 14 29%
Breakdown of a significant relationship 9 19%
Homelessness/housing problems 5 10%
Issues in new romantic relationship 5 10%
Financial worries 5 10%
Family circumstances 4 8%
Assault/harassment 2 4%
Job loss 2 1%
Sexual abuse 1 2%

3.4 Criminal justice and offending

|This section examines the DD victims’ criminal and offending history in more detail. History of|
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incarcerations is also considered.

3.4.1 History of offending

As was the case in previous years, the drug death victims of 2015 had, on the whole, extensive criminal

histories. Analysis of past convictions and arrests showed that

e 41 of the 48 individuals (85%) had been convicted of a crime at some point in their lives.

e In 12 of these cases (29%), it was known that the individual had been arrested, at least once, in the six
months prior to their death.

3.4.2 History of incarcerations

Of those who died in 2015, almost two thirds (n=31) were known to have served a prison sentence at some
point during their lives. Thirteen of these individuals (42%) had been in prison in the 12 months before
their death.

It is highly likely that a high proportion of the individuals were imprisoned for a reason directly or indirectly
related to their substance misuse, for example to fund their drug misuse.

For those who had been incarcerated, Table 1 shows the time lapse since their most recent release from
prison. These findings are important due to the possibility of reduced tolerance after a spell in prison. One
individual died less than a week after release with a further 2 victims dying within a fortnight of release. It is
a possibility that recent prison release may have been a risk factor in these deaths.

Table 1: Number of 2015 DDs occurring following prison release (n=31)

Time since most recent prison release Number of DD victims

Within 7 days

8 - 14 days

15 - 30 days

31-90 days

4 - 6 months

7 - 9 months

RIPIWINIOIN|E

10 - 12 months

More than a year 18

3.4.3 History of court enforced restrictions and interventions

The question of whether DD victims had been subject to any legal interventions prior to their deaths was
also considered. Data quality on court-enforced restrictions/interventions varies but of those who had a
criminal history (n=41), 19 (46%) were known to have been given a community restriction at some point in
their lives. Five individuals had been subject to a Drug Treatment and Testing Order (DTTO) with 1 known
to have successfully completed it.

3.5 Substance misuse

The present section examines the substance misuse histories of the DD victims including the age at which
they started misusing illegal substances, their lifetime injecting characteristics and overdose histories. It
also describes the post mortem toxicology findings of the drug death victims in context of the poly-
substance misuse culture in Tayside.

In 2015, all of the DD victims were known to misuse prescribed and/or non-prescribed drugs. It is known
that 14 (29%) individuals had a period of at least 6 months in their adult lives in which they did not misuse
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illicit drugs (excluding time spent in prison) and for half of these (n=7), this was because they were
predominantly known to misuse alcohol.

All but one of the victims were known to misuse illicit drugs in combinations of 2 or more with the
remaining individual being known to primarily suffer from problematic alcohol use but occasionally inject
heroin. In all but one case, the drugs misused included at least one of the following: heroin,
benzodiazepines and/or methadone (prescribed and non-prescribed). This shows that almost all of the DD
victims were poly-drug users. This poly-drug use is examined in detail later (see section 4.4).

3.5.1 Drug misuse and injecting history

Analysis of the substance misuse histories of the individuals in 2015 showed that:

e The average age at which drug misuse began was 19.9 years which is older than previous years and
possibly due to a proportion of the 2015 victims not commencing their drug use until later in life (they
had predominantly misused alcohol).

e Of the 48 drug deaths in 2015, 41 (85%) had used heroin at some point in their lives while 39 (or 81% of
all deaths) were known to have used it in the months immediately prior to death.

e By the time of their deaths, the victims had an average drug-using career of 17.3 years.

e 85% of the victims were known to have injected drugs at some point in their lives with 65% of the
victims being injectors at the time of their death.

e The average age at which the 2015 individuals first injected was 26.3 years while the median age was
23 years. The injecting rates are higher than 2014 but similar to previous years and the average age of
commencing intravenous use is higher than previously seen.

3.5.2 Overdose histories

A non-fatal overdose episode provides an opportunity to engage with substance misusers, families and
networks in order to provide information and raise awareness of particular risks. It may provide an
opportunity to engage people in harm reduction and treatment. People who suffer an overdose may
interact with ambulance staff, police, accident and emergency staff and all of these professionals could
provide valuable information, advice and signposting. With the widening distribution of take home
naloxone, it is increasingly important that individual substance misusers, their families and friends are
aware of risks, responses and of the services available to support and help them. This is discussed further
in section 4.6.

Thirty (63%) of the 48 drug death victims of 2015 were known to have experienced at least one drug
overdose at some point in their lives. This is higher than 2014 but similar to the proportions recorded in
previous years. Although no overdose had been recorded in the other 18 cases, it does not necessarily
imply that they had never actually experienced an overdose.

For the 2015 drug death victims who were known to have overdosed in the past, the number of recorded
overdoses per individual ranged from 1 to 5 with an average 2.0 overdoses per victim. Fourteen individuals
were known to have overdosed on multiple occasions.

Furthermore, 3 DD victims were known to have overdosed in the month prior to their deaths with 1
individual dying just 1 day after a non-fatal overdose.

3.5.3 Substance misuse prior to death

Post mortem toxicology reports of the DD victims were analysed to gain a greater insight into the types of

substances that led to the fatal overdoses. Only those substances tested for are likely to be detected in the
toxicology, potentially biasing the outcome of toxicology findings. With the rapid development of New
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Psychoactive Substances, the list of drugs being tested for is continuously expanding however there is a
time lag for toxicologists to become aware of and be able to test for these substances.

Chart 1 shows the substances which were found in the toxicology results of the DD victims in Tayside in
2015. For each of the main categories of substances found in toxicology, Chart 2 shows how the presence

of these has changed over time.

Chart 1: Substances found in the toxicology of the DD victims 2015 (n=48)
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Note 1) Metabolites are not counted unless only the metabolite was detected 2) If an individual had more than one drug present in
their toxicology from a group of drugs e.g. ‘anti depressants’, it was only counted once

Heroin/morphine

Over four fifths (n=39) of deaths in 2015 involved heroin/morphine, the highest proportion seen since data
collection began in 2009. Heroin/morphine was present in two thirds of drug deaths in 2012, 59% of deaths
in 2013 and in 2014 was present in the toxicology of 27 individuals (60%).

Benzodiazepines

In previous years, benzodiazepines were most commonly found. In 2015, for the first time in the period
examined, benzodiazepines became the second most commonly found drug. Despite this, there was still an
increase in the proportion of deaths where benzodiazepines were present (64% in 2014 to 73% in 2015). In
all but one of the cases, the benzodiazepine found was diazepam. In the remaining case, it was
phenazepam. It should be noted that New Psychoactive Substances (NPS) which have similar properties to
benzodiazepines continued to be misused in 2015 (see page 20).

Analgesics

Previous data suggested that the presence of strong analgesics such as gabapentin, pregabalin and
dihydrocodeine had been increasing. This was confirmed in 2015 with the proportion being the highest
seen and rising from 49% in 2014 to 58% in 2015. Eleven individuals had more than one analgesic found in
their toxicology, while 1 individual had 3 different analgesics detected (albeit all 3 substances had been
prescribed to the individual). The diversion of prescribed substances is analysed further in section 4.7.3.

Methadone

In 2015, methadone was involved in 48% of deaths, the lowest proportion since data collection began. The
methadone was being prescribed to the individual in 16 of the 23 cases (70%). This was a lower proportion
thanin 2014.
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Anti-depressants

The presence of anti-depressants has fluctuated over time but dropped in 2015 to 44%, the lowest
proportion seen since 2010. As with previous years, mirtazapine was the anti-depressant most commonly
found and was detected in the toxicology of 13 individuals in 2015. Five individuals had more than one anti-
depressant found in their toxicology.

Alcohol

The presence of alcohol had been increasing since 2010 reaching a peak of 42% of drug deaths in 2014. This
proportion dropped in 2015 to 31%. In 1 of the deaths in 2015 where alcohol was present, the victim had
consumed NPS only alongside their alcohol. While in one further case, in addition to alcohol, the individual
had 6 other drugs present in their toxicology (not including metabolites).

NPS
A total of 8 different NPS were found in the toxicology of 18 (38%) individuals. The most commonly found
substance was etizolam (found in 12 cases). Four individuals had 2 NPS present in their toxicology.

Other

Other drugs commonly found in toxicology in 2015 were anti-psychotics (n=8, 17%) cannabis (n=7, 15%),
and stimulants (n=4, 8%). A number of substances were involved in a small number of drug deaths. These
are included in the “other” category in Chart 1 and include cyclizine, zopiclone, lamotrigine and
carbamazepine.

Chart 2: Substances found in the toxicology of the DD victims 2009-2015
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3.5.4 Substances implicated in death

Interpretation of the post mortem toxicology is complex. The presence of a drug does not necessarily mean
that the drug contributed to the death of the victim. The decision as to whether a drug has caused or
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contributed to a death lies with the Pathologist and is based not only on toxicological findings but also on
pathological and circumstantial evidence and the Pathologist’s own experiences. These results are also
discussed on an individual basis by the DDRG.

So far, this section has detailed all drugs found in toxicology but to allow some analysis of the drugs
implicated in the Tayside deaths of 2015, it has been assumed that all drugs mentioned in the cause of
death on the death certificate were implicated in death.

Heroin/morphine (n=35, 73%) and diazepam (n=22, 46%) were most frequently implicated in the 2015 DDs

followed by methadone (n=18, 38%), alcohol (n=10, 21%), etizolam (n=8, 17%), gabapentin (n=7, 15%), and
pregabalin (n=6, 13%).
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Section 4: Key Themes

This section highlights the key themes emerging from the cases and reviews of the drug deaths in 2015 and

previous years. It considers:

e The ageing drug death population with individuals having increasingly complicated co-existing
conditions alongside their substance misuse.

e High levels of physical ill-health resulting in increasingly less resilience to overdose and poor
management of chronic health problems with difficulties accessing generic health services.

e Co-existing mental health problems and adverse life events and their impact on often chaotic lifestyles.

e Poly-drug use including prescribed medications, controlled drugs and illicitly obtained medications.

e Individuals who predominantly suffered from problematic alcohol use but who would occasionally
misuse drugs including heroin.

e Poly pharmacy and contacts with specialist substance misuse services.

e A continued emergence of NPS.

e Overdose awareness and opportunities for interventions.

4.1 The ageing population

The increase in age and long drug using careers of the drug death victims results in individuals being less
resilient to overdose and more likely to poorly manage their physical conditions.

The age of the Tayside DD victims in 2015 ranged from early 20’s to late 50’s with a median age of death of
36.5 years. The mean age of the DD victims was 37.2 years, a slight drop from 2014 but still continuing the
overall upward trend since 2009. Chart 1 shows the ageing drug death population in Tayside from 2009 to
2015.

This ageing population is mirrored nationally. Existing national data published by National Records of
Scotland (NRS) show that the median age of the DD victims in 1996 was 28 years old but by 2015, this had

risen to 41 years of age.

Chart 1: Mean age of drug death victims in Tayside 2009 — 2015
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4.2 Co-morbidities/co-existing health conditions

The drug death victims face increasingly complicated co-existing conditions alongside their substance
misuse. Data gathered on physical & mental health in isolation, and alongside other significant life events,
are examined to show the chaotic lifestyles that the individuals are often living.

4.2.1 Physical health problems

Increasingly chronic and complex physical health issues are identified within the ageing drug deaths cohort.
In 2015, 38 of the 48 DD victims had some form of physical difficulty at the time of death. This proportion
(79%) is similar to 2014. However two thirds (n=32) of the victims in 2015 had more than one current
medical condition. This was a higher proportion than 2014 and could be a reflection of the chronic and
complex conditions that this ageing population were facing.

Chart 1 shows the most common physical problems of the drug death victims of 2015 at the time of death.
Of those who had physical conditions, pain was an issue in 42% of the victims, 32% of individuals suffered
from some form of respiratory problem and 29% of the cases had Hepatitis C. These three physical issues
were also found to be the most commonly found issues in previous years.

Chart 1: Physical issues of DD victims in 2015 at the time of death
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4.2.2 Mental health problems

Mental health issues are common amongst people who misuse substances. Individuals can, and do, suffer
from multiple psychiatric difficulties and may have multiple diagnoses. Chart 2 shows a breakdown of the
psychiatric difficulties that the 2015 victims were experiencing at the time of death. In 2015:

e Forty seven of the 48 DD victims had suffered from a mental health issue at some point in their lives

with 9 out of 10 individuals known to have an existing mental health condition. This was a higher
proportion than seen in previous years.
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e Of those with psychiatric/psychological issues at the time of death (n=43), over three quarters (n=34)
were suffering from more than one issue.

e By far the most common mental health problem was depression or bipolar disorder with 37 individuals
(86%) suffering from this condition. Twenty one of these (57%) were prescribed anti-depressant
medication”.

Chart 2: Mental health conditions in 2015 at the time of death

40
35 -
30
V)
©
3
8 25
2
T
c
w 20
[}
o
2 15
£
2
10 +
N I I I l l . - - -
0 =1 T T T T T l T T T T - T T T
< o < Q 2 o < © 5 :
o‘bz @(\‘{. o‘be fz’;‘\o -eobe &Q\ &\°(\ o‘\bz <‘°\’b .9°® 0‘2\0 .x°@ &‘\\’b
& ,dz’»“ N F & 0@(\ L N < KRG 6\\% v & ~
& ¢ @ ¢ < & o
KQ \Q (—,‘é 3o & ) Nd N °§’ N N
& & S &S & &
S (\*} ] a.){g'o QQ} ((@ .\\Q/
$> s & & > < &
& @ & \e & S
S & ¥ &
N & &
< c}\(\
Mental health issue v\('é(\

4.2.3 Co-existing conditions

Until now, the psychiatric problems, physical problems and life events of these individuals have been
examined in isolation. In reality however, individuals often suffered from a combination of these factors.
Table 1 summarises the combinations of physical and mental health issues, as well as life events
experienced by the 2015 DD victims at the time of death alongside their substance misuse. Three fifths
(n=29) were suffering from all three difficulties at the time of death. This was lower than the proportion
(71%) seen in 2014.

Table 1: Co-existing conditions with substance misuse experienced by DD victims at time of death (n=48)

Combinations Number of Percentage of
individuals Individuals
No issues 0 0%
Physical difficulties alone 0 0%
Psychological difficulties alone 0 0%
Life Event alone 3 6%
Physical & Psychological 1 2%
Physical & Life Events 3 6%
Psychological & Life Events 12 25%
Physical & Psychological & Life Events 29 60%

% See Section 4.7
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4.3 Alcohol misuse

While the focus of this report is on drug deaths occurring as a result of illicit substances, the drug-using
population often suffer from problematic alcohol use alongside their drug use. This section explores this
further.

In 2011/12, 15% of individuals known to specialist drug services reported drinking at least 5 days per week.
Of the 27 deaths in 2015 that occurred on a Friday, Saturday or Sunday, 8 (30%) involved alcohol. The
proportion of deaths that involved alcohol on the other days of the week (Monday-Thursday) was similar at
33%. This shows that weekend deaths were not any more likely to involve alcohol that those occurring
during the week.

Figures reported in the 2012 DD report suggested that there had been an increase in problematic alcohol
use in the drug death victims of that year with further increases reported in 2013 and 2014. Considering
this year’s findings together with information from the toxicology results (Section 3.5.3), it appears that
there has been a drop from last year in the proportion of individuals suffering from current problematic
alcohol use and therefore a fewer number of cases had alcohol found in their toxicology. However, the
percentage of victims who had ever suffered from their alcohol use and who had received treatment at
some point had risen in 2015 (see Table 1).

Of the 48 deaths in 2015, alcohol was detected in the toxicology of 15 victims. Changes to the liver were
detected by post mortem in the body in an additional 4 individuals. This could also be an indication of

excessive alcohol use.

Table 1: Problematic use, treatment and detection of alcohol in the Tayside DD victims of 2012 - 2015

2012 2013 2014 2015

(n=54) (n=34) (n=45) (n=48)

Ever suffered problematic alcohol use 54% 56% 56% 63%
Current problematic alcohol use 30% 24% 40% 29%
Ever received treatment for their alcohol use Not available 32% 24% 53%
Alcohol detected in toxicology 22% 29% 42% 31%

4.4 Poly drug use

| This section shows the combinations of drugs found in the toxicology of the DD victims in 2015.

As mentioned previously, nearly all DD victims died as a result of the consumption of a combination of
drugs. This finding is consistent with previous reports and despite a slight drop in the average number of
substances discovered in the toxicology of a Tayside DD victim from 5.0 in 2014 to 4.4 in 2015, there has
still been an increase over time (the average in 2009 was 2.72 substances).

Heroin/morphine, benzodiazepines and analgesics were the most common substances to be found in
toxicology in 2015, followed by methadone and anti-depressants. However, these drugs were typically
found in combinations of two or more.

Table 1 shows the various combinations in which these drugs were present in toxicology. Most commonly
found in combination were heroin & benzodiazepines (60%) followed by benzodiazepines & analgesics
(52%) then heroin & analgesics (50%). Five individuals had a combination of heroin, benzodiazepines,
analgesics, methadone and anti-depressants found in their toxicology.
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Table 1: Combinations of the most commonly found substances in toxicology in 2015

. & anti- & methadone &

Drug of misuse - & methadone .
depressants anti-depressants
Heroin & Benzodiazepines 29 13 13 7
Heroin & analgesics 24 12 13 7
Benzodiazepines & analgesics 25 12 14 7
Heroin, benzodiazepines & analgesics 21 10 11 5

As was the case in previous years, the actual amounts of the drugs observed in DD victims in Tayside in
2015 were often lower than the published fatal and even therapeutic ranges of any given drug. This
highlights the importance of the cocktail effect of the drugs misused by the individuals.

4.5 Service use histories

This section outlines the GP and service use histories and frequency of contact with services of the DD
victims both within and outwith the 6 months prior to death.

During the review process, it was noted that there were some deficiencies in terms of communication,
information sharing, and co-ordinated, co-operative care between specialist and generic services for those
with substance misuse issues. It is recognised that being engaged in a process of care and treatment has a
positive impact on outcomes, including reducing the number of drug deaths. In order to co-ordinate and
integrate the care that is provided to individuals, it is important to determine the extent of contacts made
with services and the agencies most involved in providing a service to DD victims.

4.5.1 Contacts with General Practitioners

All 48 individuals who died as a result of a DD in 2015 were registered with a General Practitioner (GP). Of
those registered, 45 had been in contact with their GP within the year prior to their death and 20
individuals (41%) had attended their GP surgery within a month of death (Table 1). However, the majority

(94%) of recent contacts were not in relation to the victim’s drug use.

Two thirds of individuals (n=32) in 2015 were known to have received support from their GP for their drug
use at some point.

Table 1: Time since last GP Contact of 2015 DD victims (n=48)

Time since last GP contact Number of victims Percentage
Within a week 11 23%
8-14 days 5 10%
15-21 days 2 4%
22-28 days 2 4%
1-3 months 13 27%
3-6 months 8 17%
6+ months 7 15%

4.5.2 Specialist Drug Services accessed outwith the 6 months prior to death

Forty of the DD victims had accessed a specialist drug service at some point in their lives with three
quarters (n=36) of victims having done so within 5 years of death. Of those who hadn’t been in touch with a
specialist service (n=8), only 2 had been in contact with their GP in the month prior to death albeit not in
relation to drug use and 1 individual was known to a non-drug service at the time of death.
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4.5.3 Specialist Drug Services accessed within the 6 months prior to death

Two thirds (n=32) of the 2015 drug death victims were known to have had at least one specialist drug
service contact in the 6 months prior to their deaths. The most commonly accessed specialist service within
the 6 months prior to death was Needle Exchange/Harm Reduction services with 17 individuals in touch
with these services.

Twenty two individuals were receiving some form of substance misuse support from their GP in the 6
months prior to death.

4.5.4 Contact with Specialist Services at the time of death

At the time of death, 21 individuals (44%) were open to a specialist drug service with 6 of these having
current contact with more than one service. Of the 21 victims receiving support from a drug service at the
time of death, 20 were known to Tayside Substance Misuse Services and 4 had recent contact with Harm

Reduction services.

Table 2 shows all of the statutory and/or non-statutory agencies that were being accessed by the 21 victims
at the time of death.

Table 2: Contact with specialist services of 2015 DD victims at the time of death

Service Number and percentage of all individuals who had contact
Tayside Substance Misuse Service 20 (42%)

Harm Reduction services 4 (8%)

Local Authority Drug, Alcohol & BBV Teams 2 (4%)

Addaction 2 (4%)

Eclips/Eclips Lite 2 (4%)

Tayside Council on Alcohol (for drug use) 1(2%)

Table 3 shows when the individuals who were known to a service at the time of death had last been seen.
Seven victims had attended an appointment in the 7 days prior to death. One individual had not attended
an appointment with a specialist service in almost a year.

Table 3: Time since last contact with a specialist service (n=21)

Time since last seen by specialist service Number of individuals

Within a week

8-14 days

15-28 days

1-3 months

RO [N(Y

Over 3 months

4.5.5 Other services accessed by victims

Information on any other services that the individuals were engaging with was more readily available for
the 2015 victims. Over half (n=25) of the individuals were accessing a non-specialist service at the time of
death. Table 4 shows the services that the 25 victims were engaging with at the time of death. This
information is important as it gives a measure of the additional support that the victims were receiving and
could tap in to.
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Mental Health Services were most commonly attended with 7 individuals being open to these services at
the time of death. Housing/Homeless Services were the second most commonly accessed service while 4
individuals were open to Children’s Services and Criminal Justice Services.

Table 4: Contact with other services of 2015 DD victims at the time of death

Service Number of individuals Percentage of all
who had contact victims
Mental Health services 7 15%
Housing/Homeless services/Hostels 5 10%
Children's Services 4 8%
Criminal Justice Services 4 8%
Alcohol services 3 6%
BBV services 2 4%
Other medical services (e.g. Neurology) 2 4%
Other support services (e.g. Positive Steps) 3 6%

4.6 Overdose awareness and naloxone

This section examines whether the drug death victims had received some form of training, whether
bystanders recognised common signs of overdose and what, if any, interventions were employed. It also
considers the role of naloxone in reducing drug deaths.

4.6.1 Interventions attempted by bystanders

As mentioned previously, 29 individuals died in the presence of others. Of these cases, some form of
cardio-pulmonary resuscitation (CPR) was attempted by bystanders in almost half of the cases (n=14, 48%)
prior to ambulance arrival. This is consistent with findings from previous years. In most cases however, the
CPR had to be instructed to those present over the telephone by the ambulance crew. Often the nature of
CPR conducted was partial, e.g. checking the airways or putting the DD victim in the recovery position.
Other interventions were also attempted in a bid to revive the DD victim. These included shaking and
pinching the DD victim, calling out to the DD victim and splashing water on the victim’s face.

It has been noted that individuals are often observed to be snoring prior to a visible adverse reaction to the
drugs they have consumed. In 2015, in 5 (17%) deaths that occurred in the presence of others, the victim
was noted to have been snoring prior to death. In many cases the victim was simply thought to be asleep
and this may have inhibited further intervention. Individuals present were known to have checked on the
DD victims, sometimes on several occasions.

It was a common scenario that the victim was found to be dead in the morning (after merely being thought
to have been asleep the night before). An ambulance was called in 36 of the 48 DD cases but in three
quarters of these cases, the victim was already dead.

4.6.2 Overdose training

From the information recorded, 25 (52%) of the DD victims in 2015 were known to have received some
form of overdose training by a specialist service in the community while 13 individuals had received
overdose training while in prison and attended at least one National Harm Reduction Session. Given the
number of victims that had been in touch with at least one service in the five years prior to death (n=36) or
had ever been in prison (n=31), these proportions are fairly low (69% and 42% respectively) and could be
missed opportunities. Overdose training in prisons is not mandatory and although it is routinely offered to
prisoners, it can be declined.
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4.6.3 Naloxone

Nine (19%) of the victims in 2015 were noted to have engaged in naloxone training while a further 6
individuals were recorded as having refused the training. This is a low proportion of the individuals that
were known to services but may be an underestimate due to poor data recording.

A take home naloxone injection was available at the scene of death in only 1 of the cases in 2015 and was
administered by a friend of the victim in this case.

When considering the potential scope for naloxone to prevent fatal overdoses, it is important to consider
the number of deaths which included opiates and where bystanders were present. In the drug deaths
which occurred in Tayside in 2015, this was the case for 23 (48%) drug death victims.

Although it is probably unrealistic to assume that naloxone could have made a difference in all of these
cases, improved awareness of signs of overdose, life-saving techniques and use of naloxone by drug users,
friends, families and the general public could have a huge impact. The potential for naloxone to save lives
depends entirely on the ability of bystanders to intervene and on their ability to correctly recognise the
signs of an overdose. Anecdotal evidence from the police reports suggests that the latter in particular, is a
substantial issue. In many of the deaths in 2015, the bystanders (who were not infrequently drug users
themselves) were aware that the individual had consumed substances (even opiates), but only realised that
something was wrong when the individual did not wake up the next morning and were found cold to the
touch — at which point any intervention was far too late.

4.7 Prescribing

This section examines pharmacological interventions and other prescribed medications being received at
the time of death. It also considers the compliance of the individuals with their treatment and the
increasing diversion of certain prescribed substances.

4.7.1 Opiate substitute medication at the time of death

Of interest is the proportion of DD victims receiving pharmacological treatment for their drug dependency

problem prior to their death. In 2015:

e Sixteen (33%) were in receipt of an opiate substitute medication (methadone) at the time of their
deaths (Chart 1).

e Despite an increase in 2014, the methadone prescribing rate in DD victims has decreased overall.

e The daily dosages ranged from 10mg-150mg, with a mean dose of 72mg.

e All 16 individuals collected their dosage from the pharmacy for supervised consumption on the
premises with 13 doing so on six days every week (collecting their Sunday doses on Saturday to
consume at home) while 3 were supervised on the premises seven days out of seven.

e Of the 15 individuals who died at the weekend, 5 (33%) were on a supervised prescription of
methadone 6 days a week (given Sunday methadone dose on the Saturday).

e The length of time that the individuals had been receiving their opiate substitute prescription ranged
from 4 days to almost 20 years. The majority had been on their current prescription between 4 and 6
years (see Chart 2).

e A further 7 individuals had been known to have been on methadone in the past with five of these
having stopped their prescription within a year of their death.
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Chart 1: Percentage of DD victims receiving a methadone prescription at the time of death 2011-2015
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Chart 2: Duration of receipt of current opiate substitute prescription in 2015
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4.7.2 Other prescribed medication

The majority (81%) of the DD victims of 2015 were being prescribed at least one drug at the time of their
death. Chart 3 compares the number of drugs being prescribed (including any opiate substitute) to the
individuals in 2014 and 2015. The average number of drugs being prescribed to the DD victims has dropped
from 3.4 in 2014 to 2.5 in 2015. A higher proportion of individuals in 2015 were on no prescriptions
compared to 2014. In addition, while over a third (36%) of the victims of 2014 were being prescribed 5 or
more drugs, this dropped to 15% in the 2015 cases.
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Chart 3: Number of drugs prescribed to the 2014 and 2015 DD victims
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4.7.3 Diversion of prescribed substances

A comparison of medication which was prescribed to the drug death victim at the time of their death to
that which was found in the post mortem toxicology is of interest. It gives an estimation of concordance
with treatment and also an indication of the illicit acquisition of prescription drugs.

Table 1 summarises the findings from the 2015 data and shows some of the most frequently found
substances in toxicology (particularly opiate substitute medications, benzodiazepines, anti-depressants and
analgesics). Note that the table does not give an exhaustive list of substances.

Analysis shows that

e in all but one case where an opiate substitute or benzodiazepines were prescribed, the individuals
appear to have been consuming these medicines

e concordance with prescribed treatment in 2015 was slightly better than previous years although for a
small number of drugs was still poor. A number of individuals were being prescribed a substance but
apparently not consuming it (at least not in the period prior to death). This was the case for olanzapine
in 5 individuals, gabapentin and pregabalin in 3 individuals each and citalopram in 2 individuals

There are many possible reasons why someone may not take prescribed medicines and poor concordance
with medication is not uncommon amongst the general population. In this population of people with
substance misuse problems however, it is especially important to consider the risk of people selling or
passing on prescription drugs under coercion or in order to fund other substance use.

The last column in table 1 shows that

e diazepam, perhaps unsurprisingly, continued to be the most commonly obtained illicitly in 2015 with 27
individuals not being prescribed the diazepam that was found in their toxicology

o llicit access to opiate substitute drugs is also clear (this was methadone in all 8 cases)
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e certain analgesics and anti-depressants were also prominent. lllicitly obtained gabapentin was found in
8 cases, dihydrocodeine in 6 cases while amitriptyline and pregabalin were both found in 5 cases and
mirtazapine in 3 cases.

Understanding these data better requires further detailed investigation, preferably with a much larger

dataset.

Table 2: Prescribed and non-prescribed medication found in post mortem toxicology of 2015 DDs

Concordance with treatment

Not prescribed &
Drug Prescribed & | Prescribed & present in

presentin | not presentin toxicology
toxicology toxicology

Opiate substitutes Methadone 15 8

N
~

Benzodiazepines Diazepam 7

=
o

Mirtazapine

Citalopram

Amitriptyline

Trazadone

Anti-depressants Sertraline

Fluoxetine

Dothiepin

Diclofenac

Clomipramine

Gabapentin

Tramadol

Analgesics
g Dihydrocodeine

Pregabalin

Quetiapine

Other drugs commonly Olanzapine

present Chlorpheniramine
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Zopiclone

4.7.4 Trends in drugs being prescribed to and found in the DD victims 2011-2015

As mentioned previously, anecdotal evidence suggests there has been an increase in the misuse of
pharmacological substances which are often prescribed. Charts 1 & 2 consider some of the medications
that were most frequently prescribed to and found in the post mortem toxicology of the DD victims
between 2011 and 2015. The proportions in the charts are a percentage of the total number of deaths for
that particular year.

Chart 1 compares the proportion of victims who were being prescribed certain medications at the time of
their death. Methadone has consistently been the most commonly prescribed substance in the DD victims
and this continued in to 2015 despite a drop in the prescribing rate. Despite fluctuations in the five year
period 2011-2015, the proportion of individuals being prescribed diazepam, mirtazapine, trazadone,
gabapentin, pregabalin, tramadol and dihydrocodeine has increased while there has been a decrease in
methadone, amitriptyline and citalopram.

For the same medications, Chart 2 shows the change over time in the proportion of cases where these
substances were detected in post mortem toxicology. Although methadone and diazepam have continued
to be the substances most commonly detected, the proportions have decreased overall. Although there has
been a decrease between 2012 and 2015, gabapentin continues to appear frequently in toxicology. Most
notable however in 2015, is the increase in the presence of pregabalin with it being detected in almost a
quarter (n=11, 23%) of deaths.
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Chart 1: Trends in medications being prescribed to DD victims 2011-2015
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Chart 2: Trends in medications being found in post mortem toxicology of the DD victims 2011-2015
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Section 5: Conclusion and Recommendations

5.1 Conclusion

The current upward trend in the number of drug deaths in Tayside has continued with the Drug Death
Review Group (DDRG) concluding there were 48 drug deaths in 2015. Although still lower than the number
seen in 2012, it remains the case that Tayside and Dundee City in particular, continues to have a poor
record in relation to substance use and drug deaths should remain a high priority for all ADP partners.

The demographic of a drug death in Tayside has changed very little over time with the majority being male,
white Scottish and unemployed. There continues to be a clear association between drug death and high
levels of deprivation, trauma and vulnerability throughout life. However, despite a slight drop in the
average age of the victims in 2015, this cohort continues to be an ageing population.

As a result of the overall rise in the average age of the drug death victims, individuals face increasingly
complicated co-existing conditions alongside their substance misuse. Their high levels of physical ill-health
result in less resilience to overdose as age increases. Management of chronic health problems such as pain
issues, respiratory related disease or hepatitis C is impaired by chaotic lifestyles and difficulties accessing
generic health services. Responsibility for the delivery of general medical care for this population needs to
be clear and that there are mechanisms in place to improve access to general medical care for substance
users and to improve the assessment of risk.

In addition to physical difficulties, mental health issues continue to be highly prevalent in the victims of
2015 with 90% suffering from a psychiatric condition at the time of death. Nearly all of the individuals had
also suffered some form of significant life event(s) such as recent deterioration of their health, recent
hospital discharge or prison release or a relapse in their substance misuse. In many cases, this may have
resulted in reduced tolerance to the drugs that they had used prior to death. Holistic care of individuals is
now an emerging priority for local services with communication imperative between all parties responsible
for the care of any individual.

As mentioned, recent prison release is a risk factor to drug death and every opportunity should be taken to
intervene to minimise risk prior to release. This includes promoting engagement in substance misuse
services and ensuring a wide range of treatment options are available to patients. There has been an
overall increase in the number of victims who had been subject to court enforced restrictions. This may
indicate courts are increasingly likely to consider alternatives to incarceration and may provide additional
opportunity for intervention to prevent overdose that is not as yet being fully utilised.

Although three quarters of the victims in 2015 had been known to a specialist substance misuse service at
some point in the five years prior to death, only 21 (44%) were open to a service at the time of death with
16 individuals being in receipt of a methadone prescription. These were lower proportions than in previous
years. It is vital to increase engagement and improve service retention within substance misuse services to
encourage and support the recovery of those misusing substances.

The average number of drugs being used prior to death dropped slightly this year however at 4.4 drugs per
person, there is still strong evidence of poly drug use (including prescribed medications, controlled drugs
and illicitly obtained medications) in Tayside. For the first time since data collection began in 2009, heroin
was the most commonly found substance in toxicology in 2015 with it being detected in 81% of cases. The
presence of analgesics, particularly gabapentin and pregabalin also rose and given that in less than half of
these cases the medication had not been prescribed, diverted medication continues to be of concern.
Previously published research into drug deaths in methadone patients in Tayside has shown that anti-
depressant and benzodiazepine co-prescribing represents a risk factor for death. As previously mentioned
this indicates a clear need for holistic care with clear responsibilities and good joint-working and
communication.
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As seen in 2014, problematic alcohol use rose in 2015 as had the small number of individuals who
predominantly suffered from problematic alcohol use but who would occasionally misuse drugs including
heroin. These individuals may have been known to alcohol services but had not disclosed their occasional
drug use. This resulted in them not receiving overdose awareness training or advice.

General low levels of recognition by witnesses of the signs of overdose were apparent in some cases in
2015 (and in previous years). This resulted in delays in calling for help, such that resuscitation was not
possible. Given that many deaths are in the presence of others, there is a need to deliver overdose
awareness/prevention and take home naloxone training as widely as possible.

New psychoactive substances (NPS) continued to emerge in 2015 but tended to be used in addition to
controlled drugs. As with 2014, etizolam (a benzodiazepine-type drug) was most frequently detected.
Currently the contribution of NPS to drug deaths, both in Tayside and at national level, remains small.
However, it is recognised that these substances present a growing risk. It is also acknowledged that
understanding and monitoring emerging trends of these substances is challenging as are the attitudes and
behaviours linked to them.

The Drug Death Review Group believes that the review of drug deaths, including autopsy and toxicology
reports, is a very valuable learning process for all involved. In Tayside, it is practice for autopsy not to be
undertaken if there is any perceived risk of the body being infected with a blood-borne virus, in particular
Hepatitis C. The DDRG would like to see fewer autopsies being declined to bring Tayside in line with the
approach taken across the rest of Scotland.

5.2 Recommendations

The Drug Death Review and Working Groups are constituted as expert advisory groups to the ADPs.
Implementation of the recommendations that emerge from this and previous years’ reports require the
committed and concerted effort of all ADP partners, with strategic drive and oversight given by the ADPs
themselves. The Tayside Drug Deaths Review Group and Working Group welcome the emphasis that has
been given to tackling drug deaths by Scottish Government in its guidance to ADPs.

The recommendations set out in previous years remain crucial and have been brought forward into this
year’s report with an update of progress in 2015 noted for each (see section 5.2.1). In addition, a number of
additional recommendations have been identified and are outlined in Section 5.2.2.

5.2.1 Update on previous recommendations
Clearly, the recommendations cannot be delivered by a single service or agency, but require the organised
efforts of community planning and other partnership groups, in particular the ADPs. Tayside ADPs should

ensure that outcomes relating to the recommendations in this report are clearly reflected and prioritised in
their strategic plans and outcomes reporting.
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Key theme

Recommendation

Update on progress during 2015

Responsible
person(s)

Early intervention

° Continue to improve identification, assessment
and intervention for vulnerable children and young people
affected by parental or own substance misuse to prevent
problems from escalating to the point where risks of
overdose are increased.

. Emphasise early years interventions within the
wider context of service improvements to develop
recovery orientated systems of care.

. Implement the findings and recommendations of
the CAPSM needs assessment.

. The Child Concern Pathway created in 2014
continues to be followed with locality leads ensuring that
services are notified of any child or young person affected by
a drug death and appropriate support being made available if
not already in place.

. Children’s services are embedded in the recovery
process with ADPs working closely with their local Children &
Young Persons Groups.

° The ADPs have commissioned services to support
children and young people impacted by parental substance
misuse.

ADP Lead Officers

Co-morbidities/ ° NHS Tayside should continue to work with primary | e NHS Tayside Sexual Health Service and Hepatology NHS Tayside
co-existing  health | care and other services in the community to ensure that | Services provide outreach clinics in specialist substance | Substance Misuse
conditions this high risk group is not excluded from mainstream | misuse services. Medical treatments for Hepatitis C are being Services
services or other existing services. dispensed alongside opiate replacement treatment in

community pharmacies.

° The Keep Well service provides general health checks

and smoking cessation interventions to specialist substance

misuse services.

° NHS Tayside Substance Misuse Service and Pain

service deliver joint clinics for individuals with pain and

addition issues.

. NHS Tayside Substance Misuse Service provides

psychiatric and psychological interventions, and also works

with Community Mental Health Teams for those with dual

diagnosis substance misuse and severe and enduring mental

health issues.

Prescribing . Continue to highlight and monitor cases of poly | e NHS Tayside Substance Misuse Service audits Principal
prescribing ensuring good communication between | diazepam prescribing annually evidencing a reduction in | Pharmacist - NHS
services around prescribing and sharing of information | numbers of individuals prescribed diazepam. Tayside
about the diversion of prescribed and misused Substance Misuse
medications. Services
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Overdose
awareness/naloxone

. Continue to deliver overdose
awareness/prevention and take home naloxone training as
widely as possible.

. The Overdose and Naloxone Sub Group continue to Chair of
target training and take home naloxone provision with Overdose and
service users and carers. This work is Tayside-wide. Naloxone Sub
. Examination of pathways to support intervention in a Group

situation in which there has been a non-fatal overdose
continues to be developed within each locality to best fit
locality need and resource.

Criminal justice and
offending

° Continue to promote engagement in substance
misuse services and ensure awide range of treatment
options is available to prisoners.

° NHS Tayside should continue to improve prison
addiction treatment and through care into the community
. Links between court enforced restrictions and

treatment services should be strengthened where possible
to ensure patients are encouraged to engage in
interventions that reduce risk of overdose.

° The work streams of the Community Justice
Authority and the ADP action plans should be
complementary to achieve positive outcomes for offenders
with substance misuse issues.

. The Scottish Prison Service has representation at Police

each of the ADP meetings to ensure a strategic link with the | Scotland/Prisoner
alcohol and drug agenda. Healthcare/NHS
. Prisoner healthcare continue to improve their links Tayside
with the community services providing through care support | Substance Misuse
as much as possible. Services/ADP

. HMP Perth has been proactive in promoting recovery Lead Officers
and mutual aid support within the prison setting.

° Criminal Justice Services are providing drug and

alcohol interventions as part of the Community Payback
Orders.

° The ADPs work closely with the Community Safety
Partnerships (CSP) and are supporting the new role of the
CSP as local lead for Criminal Justice Services with the ending
of the Community Justice Authority.

New Psychoactive
Substances (NPS)

. Continue to monitor emerging trends and
understanding about the access to and use of these
substances and the knowledge, attitudes and behaviours
linked to them.

The three Tayside ADPs work collectively with substance | ADP Lead Officers
misuse services and communities to ensure that they stay
abreast of the ever changing substances and the issues
relating to them. Emerging information is shared with
partners and any trends are monitored in the local annual
Substance Misuse Profiles.

5.2.2 Additional recommendations identified in 2015

Key theme

Alcohol misuse

Recommendation Responsible person(s)

° Alcohol Services should carry out holistic assessments to ensure any occasional drug use Tayside Drug Death Group
is identified and can be incorporated into the care plan of the individual.

. Alcohol Services should provide/display information promoting overdose and naloxone
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training to all service users.

Service contact ° Increase engagement and retention in services. Tayside Drug Death Group
. Ensure individuals with a poor history of engagement have a risk plan and support that
encourages engagement, including peer support and networks.
. Explore and use assertive outreach models in priority cases.
. Encourage services to be trauma focused and support information sharing where
relevant and possible.
. Senior strategic groups should conduct regular audits of unplanned and disciplinary
discharges.
Information governance . Create and maintain a live rolling action plan to monitor all recommendations and Tayside Drug Death Group

actions identified during the drug death review process. The action plan should identify a
responsible officer and record the outcomes/service changes as a result of each action/
recommendation.

° Hold a focused action planning workshop with key practitioners/managers to consider
the strategic recommendations of this and related reports and formulate an improvement plan.
This plan would feed into the ADP Commissioning Strategy.

Publicising of Tayside Drug Death | e Hold an annual event to launch the Tayside Drug Death report and to promote awareness | Tayside Drug Death Group
Report of overdose and its effect on families, friends and communities.

Relevant recommendations from | e Consider the key findings and recommendations from ‘Staying Alive in Scotland’ | Tayside Drug Death Group
other national and local strategic | published in June 2016 by the Scottish Drugs Forum, Scottish Government and Hepatitis Scotland.

documents and reports . Ensure strong links with the Tayside Sexual Health and BBV Managed Clinical Network

around BBV prevention.
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Appendix 1: Methodology

A1.1 Introduction

The Tayside Drug Death Working Group (DDWG) is a Tayside-wide multi-agency group that acts as an
expert advisory group to the three Tayside Alcohol and Drugs Partnerships (ADPs) on issues of overdose
and drug death prevention. In order to inform its recommendations and activities, a sub-group of the
DDWG, namely the Tayside Drug Death Review Group (DDRG), collates, analyses and triangulates
information on drug death cases from a variety of agencies. Information relating to each drug death is
reviewed on a regular basis throughout the year by the DDRG to determine any lessons to be learned and
to advise on both operational and strategic responses. The process adopted to enable this function is
described here.

Al.2 Step-by-step Guide to Data Collection

The steps and the flowchart detail the data collection process.

Step 1

A suspected drugs death occurs in Tayside and police attend and carry out investigation into the
circumstances surrounding the death. The length of the investigation depends upon the individual
circumstances and can vary from a few days to a number of months.

Step 2

Police inform the NHS Tayside Drug Deaths Co-ordinator, who in turn disseminates the East Central
Scotland Drug Death Questionnaire to all relevant agencies for completion. At this point, Police Scotland
also request toxicology from the Procurator Fiscal.

Step 3
Agencies check records to see if the individual has accessed their respective services. If the individual is
known to a particular agency, the Drug Death Questionnaire is completed by that agency and returned to
the Drug Deaths Co-ordinator/Researcher at NHS Tayside for the attention of the Drug Death Review
Group.

Step 4
NHS Tayside (Health Intelligence Team) informs the Drug Death Administrator of the victim’s GP details and
the GP notes are requested on behalf of the Drug Deaths Review Group.

Step 5
GP notes and questionnaires are collated and the Researcher produces a summary for each case for
discussion at the Review Group.

Step 6
The Tayside Drug Death Review Group meets to discuss each death and make recommendations. The group
meet every six to eight weeks.

Step 7
All questionnaires, case notes and post mortem/toxicology reports are entered into both the local and
national DD Database by the Drug Deaths Researcher.

Step 8

Data is extracted and analysed annually by the Drug Death Researcher for the purpose of producing an
Annual Report.
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Al.3 Flowchart —Tayside Data Collection Response to Suspected Drug Deaths
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A1.4 Protocol and Creation of the East Central Scotland Drug Deaths Questionnaire

The templates utilised in creating the East Central Scotland Drug Death Questionnaire (used in Fife, Tayside
and Forth Valley) and Drugs Deaths Database were formed from a combination of the Centre for Addiction
Research and Education Scotland (CARES) questionnaire used in the Scottish Executives National
Investigation into Drug Related Deaths in Scotland in 2003 (2005) and extracts from the Scottish Criminal
Drug Enforcement Agency (SCDEA) questionnaire. The questionnaire and database contain the following
domains:

Demographic Characteristics

Life Context and Social Functioning
Criminal Justice and Offending History
Substance Use History

Physical and Psychological Health
Service Contact

Additional Information

NouswnNe

The questionnaire is updated when required and in 2014, a new version of the questionnaire was adapted.
This questionnaire is disseminated to all relevant agencies concerned in the provision of care or services to
the drug death victim (e.g. CIS, TSMS). Upon completion, the questionnaire(s) are returned to the Drug
Death Review Group via the Drug Death Co-ordinator and information pertaining to the domains outlined
above is entered into the database. In order to adhere to data protection principles, data are anonymised
where possible and coded accordingly. The database is securely held in a restricted access folder within the
NHS Tayside electronic filing system. This folder is subject to all the protection, firewalls and automatic
back-ups of other electronic clinical systems run by NHS Tayside. All governance and data-sharing
procedures between the statutory and non-statutory agencies in Tayside for the population of the database
have been formalised and approved.

A1.5 Drug Death Database

The main source of information for the current report is the Tayside Drug Death Database (EXCEL), which
holds all data on drugs deaths that have occurred within the Tayside area since January 2009.

A1.6 Data Analysis

For the purposes of the present report, data contained within the Drug Death Database was collated by one
researcher. The data analysis presented in the current report is limited to descriptive statistics. The
researcher is supervised by the Chairperson of the DD group. The process of data collection and analysis
broadly involved the following stages:

1. Maintenance of the database on a regular basis, entering of new information and regular cleansing
of existing data

Background research on past/current government directives and relevant literature

Extraction of relevant data pertaining to the seven domains of the questionnaire outlined above
Data analysis (via Excel) and interpretation/synthesis

Presentation of results

ukwnN
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Al.7 Data Collection Sources

Outlined below are lifestyle domains and sources used in data collection:

Domain Sources Used

1. Demographic Characteristics - Sudden Death Report

- Drug Death Questionnaires

2. Life Context and Social Functioning - Sudden Death Report

- Social Enquiry Reports

- GP Notes and Correspondences

- Drug Death Questionnaires

3. Criminal Justice and Offending - Sudden Death Report

- Post mortem/Toxicology Reports

- Drug Death Questionnaires

4. Substance Use History - Sudden Death Report
and - GP Notes and Correspondences
5. Physical and Psychological Health - TSMS Notes

- Social Enquiry Reports

- Drug Death Questionnaires

6. Service Use History All of the above sources
7. Additional Information All of the above sources
A1l.8 Missing Data

The availability/lack of information for all cases is stated clearly throughout the content of this report and it
is noted that use of multiple sources may reflect variations in the data obtained. However, the availability
of additional sources such as the East Central Scotland Drug Death Questionnaire and access to GP notes
has enabled the DD group to maximise the insight into the established life domains of the DD victims of
2015. Indeed, the DD group acknowledge this as part of an ongoing aim, rather than a limitation, whereby
the aim is to continue to synthesise information from multiple sources and develop a systematic approach
in identifying the lifestyle patterns of DD victims.
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ITEM No ...9............

Dundee C)ﬁ

Health & Social Care
Partnership

REPORT TO: HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD -
25 OCTOBER 2016

REPORT ON: LIVING WAGE FOR CARE WORKERS IN ADULT SOCIAL CARE

REPORT BY: CHIEF FINANCE OFFICER

REPORT NO: DIJB49-2016

1.0 PURPOSE OF REPORT

2.0

2.1

2.2

3.0

3.1

3.2

3.3

4.0

4.1

The purpose of this report is to advise the Integration Joint Board of the local implementation
of the Living Wage Commitment made by the Scottish Government as part of the 2016/17
finance settlement.

RECOMMENDATIONS
It is recommended that the Integration Joint Board (1JB):
Notes the content and implications of this report.

Instructs the Chief Finance Officer to report the final financial implications and any subsequent
issues arising following full implementation of the Living Wage Commitment.

FINANCIAL IMPLICATIONS

As part of the Scottish Government’'s Finance Settlement 2016/17, £250m of national
investment was directed to support the continued development of social care. This funding is
allocated in two tranches with the first £125m to support additional spend on expanding social
care to support the objectives of integration and to implement revised charging thresholds in
order to reduce poverty. The second £125m is provided to help meet a range of existing costs
faced by local authorities in delivering effective social care services, including the commitment
to deliver the living wage of £8.25 per hour to all adult social care staff from 1% October 2016.
The value of each tranche for Dundee is £3.85m in 2016/17.

It is estimated that the cost of implementing this commitment for services provided on behalf
of Dundee Health and Social Care Partnership is £1.242m in 2016/17. In addition, it is
proposed to create a development fund of £50k in 2016/17 (£100k in a full financial year)
which care providers already paying their staff a fair wage could access to enhance the quality
of care. The total cost of implementing the living wage of £1.292m will be met from the second
allocation of £3.85m as noted above.

With regards to the full year cost implications of the agreement, COSLA has confirmed its
intention to ensure the current commitment is fully costed and will seek to ensure that full year
costs are guaranteed in the 2017/18 spending review.

MAIN TEXT

The Scottish Government and Local Government committed to ensure that all care workers
providing direct care and support to adults in care homes, care at home and housing support
are paid a Living Wage of £8.25 per hour from 1* October 2016 as part of the 2016/17
Finance Settlement. This covers all purchased services including specialist support services
such as those for people with physical disabilities, learning disabilities, mental health problems
and substance misuse issues.
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In order to fulfil the obligation set out by the Scottish Government information has been sought
from care providers over the last few months to determine the current landscape in relation to
payment of a living wage and to quantify the potential cost of implementation. This information
gathering and subsequent analysis has now been completed. In line with best practice,
consideration is also given to not disadvantage those progressive employers who have
already invested in their staff through better terms and conditions and to ensure a continued
focus on the quality of care and support.

Position within Dundee
Residential & Nursing Care Providers:

In respect of social care staff employed within the care home sector, provision has been made
within the National Care Home Contract to ensure all care home providers who are signed up
to this arrangement are funded to meet the living wage requirements. At this stage, no care
home providers locally within this framework have indicated they will not meet this
requirement.

External Homecare Services:

In relation to external home care services, a recent re-tendering exercise due to the existing
contract expiring has resulted in a position of fee rates being confirmed or re-submitted as
being sufficient to meet the living wage requirements with all providers under this contract
committing to pay the living wage from at least 1% October 2016 (some earlier).

Direct Payments — Personal Assistants:

Although personal assistants are employed directly by direct payment recipients, national
guidance recognises that partnerships may be at risk of challenge in relation to the principles
of equal treatment and discrimination if direct payment rates are not set at a sufficient level to
enable payment of the living wage. In Dundee, the direct payment rate is linked to the average
external homecare rate which is now higher following the re-tendering exercise and will
therefore provide sufficient funding to pay living wage to personal assistants.

Providers — Accommodation with Support, Housing Support:

While the aforementioned arrangements take account of a relatively large proportion of the
social care workforce in the external provider market there remains a number of organisations
not covered by these arrangements which operate a range of services. National guidance on
the delivery of the Living Wage sets out a number of options for implementation and these are
being considered across health and social care partnerships throughout the country. These
options include full re-tendering for services and existing contract modification/variation. The
former is deemed impracticable due to the challenging timescales for implementation of the
policy. The range of options for contract variation are reflected in Appendix 1.

An assessment has been made as to which of the options best reflects the local care provider
market and is most affordable within the resources allocated to Dundee to fund the living
wage. In assessing the options for contract variation, the following options were deemed
unsuitable as described below:

a) set a standard rate for all providers from within which the £8.25 is affordable — it is
recognised nationally that this does not reflect the range of service delivery models in
place to provide different levels of care.

b) set a suite of rates for different services - this would require a complex and lengthy
process which may actually disadvantage some providers.

c) applying a standard % increase across the board to provider’s contractual payments — this
would need to be set at a sufficient level to ensure those care providers whose wage
structures are furthest away from £8.25 per hour can meet the living wage commitment
and is therefore unaffordable within the resources allocated.
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The final option relates to applying a differing increase per provider through individual
negotiation which recognises the different wage structures in place and targets these directly.
The costings for this option are noted in the table below. This method ensures that those
providers currently not paying the living wage would be funded on the basis that this
commitment was made. This is deemed to be the most appropriate option for the local
provider market in terms of affordability while meeting the aims of the national commitment.
Negotiations are currently taking place with around 20 providers of adult social care services
to agree the level of additional funding required. Providers have received a commitment that
backdated payments will be made to ensure care workers will be paid the £8.25 per hour with
effect from 1* October should negotiations not be concluded by the salary pay date.

Applying such a targeted approach does not provide any recognition for those care providers
who have previously committed to paying a fair wage to their social care staff. It is proposed
that in order to reward progressive providers, a development fund or specified enhancement
to support further training and development for staff members is established which these
providers would be able to access in the spirit of maintaining or enhancing fair work practices.
In addition to a fund of £50k being created for 2016/17, funding carried forward from 2015/16
specifically allocated by the Scottish Government to ensure fairer working practices will be
made available to support the quality of care agenda.

Based on the information submitted by service providers, the initial estimated cost of
implementing the living wage for this group of providers is anticipated to be £193k in 2016/17
(E386k in a full financial year.) In addition, the Scottish Government’s commitment around
payment of a fair wage extends to ensuring statutory minimum wage payments are made for
sleepover arrangements. This is estimated to cost around £254k in 2016/17 (£508k in a full
financial year).

Based on information supplied by providers, the total cost of implementing the living wage in
Dundee through using an individually negotiated approach is estimated to be as follows:

Estimated Cost 2016/17 £000 2017/18 £000
National Care Home 475 950
Contract

External Home Care 320 520
Contract

Other Providers (excl 193 386
sleepovers)

Sleepover Cost 254 508
Proposed 50 100
Development Fund

Total Cost 1,292 2,464

The actual costs of implementation will not be known until all of the negotiations have been
concluded and the outcome of this process will be brought back to the Integration Joint Board
for information at a later date.

POLICY IMPLICATIONS

This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.

CONSULTATION

The Chief Officer and the Clerk were consulted in the preparation of this report.



7.0 BACKGROUND PAPERS

None.

Dave Berry
Chief Finance Officer
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DATE: 30 September 2016
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Appendix 1

Options for Modification / contract variation

a)

b)

d)

Apply a percentage increase across the board: uplift all contract values/hourly rates by
uniform amount on condition that providers volunteer to pay £8.25 to care workers. This
approach would be relatively easy to administer and would remove any competitive
disadvantage between providers who may or may not already have invested in workforce
wages. However Local Authorities will need to satisfy themselves as to the overall affordability
of this option (depending on local circumstance and against their allocated resource) and be
content that there would not be others interested in the terms of this contract, if this had been
the basis of the original tendering process.

Apply a differing percentage increase per provider, through individual negotiation
based on their particular costs. This may be a more bureaucratic process dependent upon
how many contracts and providers there are in each council. There may also be issues around
the overall transparency of the process which, as noted, will be important for provider ‘buy-in’
to this initiative. It would however target the resources available to the purpose of addressing
low pay and delivering the Living Wage commitment. If this approach were pursued then Local
Authorities would need to be clear that in order to comply with state aid, providers could not be
treated inequitably.

Set a standard rate for each local authority within which the £8.25 per hour wage for
care workers is affordable. To deliver this approach the rate would have to be set at a level
adequate to cover all costs, not just the Living Wage commitment. The desirability and
affordability of this approach would need to be assessed on a case by case basis. More
generally this option can be insensitive to the fact that costs may legitimately vary depending
on level of need, service model, skill mix of staff, quality of service and would also be
insensitive to other justified variation of cost within local authorities where rurality and
employment market dynamics impact on viable business models. This option may also include
state aid and procurement issues around the equitable treatment of providers which would
need to be assessed locally.

Set a suite of rates. This option, whilst addressing the issue raised (above) regarding
legitimate variation in service costs, goes beyond the requirement to implement the Living
Wage commitment. The desirability and affordability of this approach would need to be
assessed locally and in line with longer term commissioning agendas. Negotiating and
implementing such an approach across Local Authorities, particularly if supported by service
specifications, could be lengthy and so consideration on whether this is deliverable by October
the 1st would also be required.
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ITEM No ...10...........

Dundee C)ﬁ

Health & Social Care
Partnership

REPORT TO: HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD -
25 OCTOBER 2016

REPORT ON: TRANSFORMATION PROGRAMME - ADDITIONAL INNOVATION AND
DEVELOPMENT FUND INVESTMENT

REPORT BY: CHIEF FINANCE OFFICER

REPORT NO: DIJB50-2016

1.0 PURPOSE OF REPORT

2.0

2.1

2.2

2.3

3.0

3.1

4.0

4.1

4.1.1

4.1.2

The purpose of this report is to advise the Integration Joint Board of new innovation projects
approved as part of Dundee Health and Social Care Partnership’s Transformation Programme
Innovation and Development Fund.

RECOMMENDATIONS
It is recommended that the Integration Joint Board (1JB):

Notes the range of new innovation projects approved by the Integrated Care Fund Monitoring
Group.

Notes the revised total additional investment set against the priorities outlined in the Strategic
and Commissioning Plan.

Instructs the Chief Finance Officer to continue to monitor the 2016/17 projected financial
outturn and present this to the 1JB throughout the remainder of the financial year as part of the
regular financial monitoring report.

FINANCIAL IMPLICATIONS

The cost of the projects outlined in this report will be £424k in 2016/17 and £880k in 2017/18.
This will take the total additional investment in innovation projects funded through Dundee
Health and Social Care Partnership’s Transformation Programme to approximately £5.6m in
2016/17 and £6.6m in 2017/18 as outlined in Appendix 2.

MAIN TEXT
Background

Dundee Integration Joint Board approved Report DIJB15-2016 — Planning for Additional
Resources at its meeting on 4" May 2016. This report outlined the scale and range of
additional funding provided by the Scottish Government to support organisational change and
to meet the challenges of increasing demographic pressures within health and social care.
This funding was further described as being a key element to the delivery of the Strategic and
Commissioning Plan in Report DIJB39-2016 - Transformation Programme which was
approved at the 1JB in August 2016 through providing the opportunity for Dundee Health and
Social Care Partnership to carry out significant tests of change.

The IIB report in May established the governance arrangements for considering funding
proposals to the Innovation and Development Fund through the existing multi-agency /
representative Integrated Care Fund Monitoring Group. The group invited bids for funding for
new initiatives in September 2016 and following an assessment process which considered the
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contribution the initiatives would make to the achievement of the priorities outlined in the
Strategic and Commissioning Plan, a number of projects were approved for funding over the
period 2016/17 and 2017/18. These are outlined in Appendix 1 alongside the relevant
Strategic and Commissioning Plan priority.

4.1.3 The total additional investment programme approved to date against each of the Strategic
Plan Priorities is shown in Appendix 2. This shows total planned investment of approximately
£5.6m in 2016/17 (including a contingency allowance) and around £6.6m in 2017/18 (including
contingency and provision for further innovation bids). This expenditure will be monitored as
part of the regular financial reporting presented to the 1JB.

5.0 POLICY IMPLICATIONS
This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.

6.0 CONSULTATIONS
The Chief Officer and the Clerk have been consulted in the preparation of this report.

7.0 BACKGROUND PAPERS
None.

Dave Berry DATE: 30 September 2016

Chief Finance Officer
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INTEGRATED CARE FUND - NEW 'INNOVATION

BIDS' 2016/17 & 2017/18

Project Lead 2016/17 2017/18 IJB / ISPG
Agreed Agreed Strategic Priority
Provision of Laptops and Wifi | Neil Sneddon & Avril | £2,016 £432 1 - Health
Dongles to Support Smith Hope, Inequalities
Integrated working Within Dundee H&SCP
Hub Locations
Locality Social Prescribing Sheila Allan, DCC £15,176 £45,527 1 - Health
Model Inequalities
Do You Need to Talk? Gillian Munro, NHS | £18,000 £36,000 1 - Health
Listening Service Tayside Inequalities
Dementia Friendly Dundee Gabrielle Colston, £18,000 £18,000 2 - Early
Alzheimers Scotland Intervention/Preve
ntion
Caring Places Lucinda Godfrey, £29,964 £113,861 4 - Carers
Dundee Carers
Centre
Carers (Scotland) Act Lucinda Godfrey, £8,350 £22,000 4 - Carers
Implementation Officer Dundee Carers
Centre & Alexis
Chappell, Dundee
H&SCP
Demand Responsive Mike Andrews, £30,000 £35,000 6 - Building
Transport - earmark for Dundee H&SCP Capacity
alternative Bid format
Freedom Programme - Mary Miller - £8,990 £0 7 - Models of
responding to domestic Dundee Women's Support, Pathways
abuse in Dundee Aid & Vered Hopkins of Care
- Violence Against
Women Partnership
Stroke Practice and Service | Anne Robb & Avril £10,667 £10,667 7 - Models of
Development Post to Beattie, Dundee Support, Pathways
Support Creation of Stroke H&SCP of Care
Unit at RVH
Step Down to Assess for 24 | Matthew Kendall, £85,000 £135,000 7 - Models of
Hour Care Dundee H&SCP Support, Pathways
Moving Assessment into Denise Morton, of Care
Community Dundee H&SCP
Housing With Care - Mike Andrews, £85,000 £170,000 7 - Models of
Intermediate Care / Respite Dundee H&SCP Support, Pathways
Site of Care
Allied Health Professionals Matthew Kendall, £14,500 £87,000 7 - Models of
(AHP) Roving Team Dundee H&SCP Support, Pathways
of Care
Pharmaceutical Care Peter Oswald, £26,000 £52,000 7 - Models of
Provision Dundee H&SCP Support, Pathways
of Care
Extending the Provision of Denise Morton, £61,833 £123,667 7 - Models of
Care Overnight by the Social | Dundee H&SCP Support, Pathways
Care Response Team of Care
Integrated Occupational Matthew Kendall, £10,409 £31,228 8 - Managing Our
Therapy Education and Dundee H&SCP Resources
Training Effectively
TOTAL £423,905 | £880,381
TOTAL £1,304,286




70

Appendix 2
Summary of Partnership Funding Allocations against Strategic
Priorities - Sept16

2016/17 2017/18
£'000s £'000s

Funding
Health & Social Care Integration Fund 3,730 3,730
Integrated Care Fund 3,100 3,100
CF & ICF Brought forward funding 1,554
Delayed Discharge Fund 930 930
Brought forward from previous year 2,792
Total 9,314 10,552
Strategic Plan Priorities
1. Health Inequalities 118 650
2. Early Intervention/Prevention 1,938 2,001
3. Person Centred Care & Support 46 46
4. Carers 283 385
5. Localities & Engaging with Communities 278 283
6. Building Capacity 451 410
7. Models of Support, Pathways of Care 2,348 2,430
8. Managing Our Resources Effectively 62 56
Provisional Allocation for further Project and Delayed Discharge funding 0 260
Contingency 48 76
Sub-total 5,572 6,598
Seasonal Pressures Contingency 200 200
Demographic growth
Provisional Allocation - future growth 500 750
Strategic Planning Bridging Finance 250 250
Total planned expenditure 6,522 7,798
Carry forward / (Resource Release to be identified) 2,792 2,754
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ITEM No ...11..........

Dundee C)ﬁ

Health & Social Care
Partnership

REPORT TO: HEALTH AND SOCIAL CARE INTEGRATION JOINT BOARD -
25 OCTOBER 2016

REPORT ON: FINANCIAL MONITORING — AUGUST 2016

REPORT BY: CHIEF FINANCE OFFICER

REPORT NO: DIJB51-2016

1.0 PURPOSE OF REPORT

1.1 The purpose of this report is to provide the Integration Joint Board with an update of the
projected financial monitoring position for delegated health and social care services for
2016/17.

2.0 RECOMMENDATIONS
It is recommended that the Integration Joint Board (1JB):

2.1 Notes the overall projected financial position for delegated services as at 31* August 2016.

2.2 Instructs the Chief Finance Officer to continue to monitor the 2016/17 projected financial
outturn and present this to the 1IB throughout the remainder of the financial year.

2.3 Notes that the format and focus of this financial monitoring will change over time as budgets
become more integrated and more closely aligned with the priorities set out within the
Strategic and Commissioning Plan.

3.0 FINANCIAL IMPLICATIONS

3.1 The financial monitoring position for Dundee Health and Social Care Partnership based on
expenditure to 31% August 2016 shows a net projected overspend position of £1,752k which is
a slight improvement on the previously reported figure. This overspend is mainly due to the
anticipated shortfall in achieving a balanced prescribing budget as noted as a key risk in the
due diligence process. Services delegated from NHS Tayside (excluding prescribing but
including Family Health Services (FHS)) are estimated to be in an overspend position of
around £647k by the end of the financial year. These overspends are subject to the risk
sharing arrangement outlined in the Integration Scheme whereby responsibility for meeting the
shortfall in resources remains with NHS Tayside. Services delegated from Dundee City
Council are anticipated to be in an underspend position of approximately £697k at the 31>
March 2017 which is slightly less than the previous period.

3.2 In relation to services hosted by Perth and Kinross and Angus IJB’s on behalf of Dundee 13B,

Dundee’s share of overspends from these services are expected to be to the value of £1,058k.
This will be partly offset by a transfer out to the respective 1JB’s of a share of overspends
projected in services hosted by Dundee on behalf of the other IJB’s to the value of £183k.
This net anticipated overspend is also subject to the risk sharing arrangement therefore will
remain with NHS Tayside.
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MAIN TEXT
Background

As part of the |JB’s financial governance arrangements, the Integration Scheme outlines that
“The Chief Finance Officer will ensure routine financial reports are available to the Chief
Officer and the Integration Joint Board on a timely basis and include, as a minimum, annual
budget, full year outturn projection and commentary on material variances.”

The 1IB confirmed the overall budgeted resources for delegated services at its meeting in
June 2016 with associated savings and efficiency targets to be achieved through the delivery
of a local transformation programme for these delegated services. The detail of this is
outlined in a separate report on this agenda. Members of the IIB will recall that as part of the
Due Diligence process reported to the IJB in March 2016, a number of risks associated with
the resources delegated by Dundee City Council and NHS Tayside to the IJB, including
anticipated levels of savings, were highlighted. This financial monitoring position reflects the
status of these risks as they display within cost centre budgets.

The current financial position as at 31% August 2016 is shown in Appendix 1. Members of the
1JB will note that the presentation of the budgets and projected expenditure position to March
2017 at this stage is more aligned than integrated however, this will evolve as the transition to
new locality based integrated service structures progresses. Future reporting will also reflect
the shift of resources in line with actions taken to implement the aims of the Strategic and
Commissioning Plan.

The financial information presented has been provided by the finance functions of NHS
Tayside and Dundee City Council as set out within the Integration Scheme.

Projected Outturn Position — Key Areas

The following sets out the main areas of note from the financial information contained within
Appendices 1 (Summary Position) and 2 (More Detailed Position) provide commentary on the
reasons for significant variances, actions being taken to manage these and outlines the key
elements of risk which may remain.

Services Delegated from NHS Tayside

Members will recall from the Due Diligence process that there were a number of significant
risks and challenges highlighted within delegated budgets from NHS Tayside. This included a
testing savings target across services as a reflection of the overall financial challenges facing
NHS Tayside. This overall financial challenge has resulted in NHS Tayside embarking on a
comprehensive Transformation Programme to deliver service efficiencies and improvement. A
number of the workstreams within this programme have been applied to delegated services,
which combined with local service delivery efficiencies, constitutes Dundee Health and Social
Care Partnership’s Transformation Programme. These efficiencies have been incorporated
into service budgets where identifiable and the financial projections take into account the
anticipated achievement of a number of these savings.

The financial projection for services delegated from NHS Tayside to the 1JB indicates a
projected overspend of around £697k by the end of the financial year excluding the prescribing
budget but including FHS. This is greater than the anticipated budgetary shortfall of £253k
highlighted to the 1B in June following an assessment of achievable efficiency savings against
the target set for delegated services. However as further efficiency proposals are
implemented at service level, this position is likely to change.

A number of service underspends are noted within Mental Health, Community Nursing and
Allied Health Professionals primarily as a result of staff vacancies. It should be noted however
that many of the efficiency savings targets have not yet been redistributed to individual
services and this will shift as the year progresses. Those savings targets currently not
delegated to individual services are held centrally within the Other Dundee Services / Support
/ Management heading and this is the main reason for this budget reflecting an adverse
position.
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Staff cost pressures exist in a number of other services such as Continuing Care and Palliative
Care where the use of nursing bank and agency costs, although reducing from previous years,
results in increased costs. Initiatives planned within the Transformation Programme will
reduce the impact of these in due course.

A projected shortfall totalling £1,802k remains in the prescribing budget. A number of
initiatives are developing through NHS Tayside’s Transformation Programme supported by the
Prescribing Management Group (PMG). The PMG function as a collaborative with delegated
authority from the three Tayside IJBs and NHS Tayside Board, to allocate, monitor and agree
actions to make optimal use of the prescribing budget. The PMG will deliver a whole system
approach to developing prescribing action plans, implementation of prescribing projects and
monitoring, identification and management of financial risks within prescribing. Dundee HSCP
contributes to the PMG and will continue to explore innovative ways of safely delivering
services in a more cost effective manner. Members will recall that the IJB agreed to invoke
the risk sharing arrangement with NHS Tayside in relation to this budget whereby the
leadership of delivery of efficiency savings within this budget remains the responsibility of NHS
Tayside.

Members of the IJB will also be aware that Angus and Perth and Kinross I1JB’s host delegated
services on behalf of Dundee 1JB and a number of services are hosted by Dundee on behalf of
Angus and Perth and Kinross. These are subject to a risk sharing agreement whereby any
over or underspends are reallocated across the three Tayside IJB’s at the end of the financial
year. The financial monitoring position of these services in their totality are reflected in each of
the IJB’s financial monitoring reports and for information purposes the projected net impact of
these services on each IJB’s budgeted bottom line figure is noted. The net impact to Dundee
IJB of hosted services is a projected overspend of £875k.

Services Delegated from Dundee City Council

Due to the nature of the local government budget process, an efficiency savings plan for
services delegated by Dundee City Council was in place prior to services becoming delegated
to Dundee Integration Joint Board. These efficiencies are embedded within service budgets
and the financial monitoring reflects performance in achieving these. Risks associated with
these budgets were also reflected in the Due Diligence process with the challenge of
achieving staff slippage targets being the major concern. These are also embedded in the
cost centre budgets therefore the financial monitoring position reflects the level of risk still
anticipated against this.

The financial projection for services delegated from Dundee City Council to the 1JB notes an
overall projected underspend position of around £697k. This is mainly as a result of a
difference in timing between the investment made by Dundee City Council in budgeted
resources to meet anticipated demographic pressures within the adult care budget and the
commissioning and development of additional services and capacity to provide the
infrastructure to meet projected demand. It is anticipated that this investment will be fully
committed during 2017/18. At this stage of the financial year, staff costs within Older People’s
services are anticipated to fall short of meeting set slippage targets, partly due to delays in
achieving planned service efficiencies and this will continue to be closely monitored
throughout the year.

Transformation Programme Innovation and Development Funding

Dundee 1JB agreed Report DIJB15-2016 (Planning for Additional Resources) at its meeting on
4" May 2016 which set out the planned investment of additional funding from the Scottish
Government with further investment reflected in Report DIJB50 as item 10 on this agenda.
The original planning assumptions around the commitment of these resources reflected in
Report DIJB15-2016 was for additional spend of £5.844m on initiatives to support the priorities
set out within the Strategic and Commissioning Plan in 2016/17. The latest financial
monitoring position notes this is likely to be approximately £5.572m with the reduction mainly
due to slippage in some of the large scale projects such as Enhanced Community Support
and less commitment to new initiatives in 2016/17. However this increases the value of
anticipated carry forward of resources from £2.520m to £2.792m in order to sustain innovation
investment in future years.
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5.0 POLICY IMPLICATIONS

This report has been screened for any policy implications in respect of Equality Impact
Assessment and Risk Management. There are no major issues.

6.0 CONSULTATIONS

The Chief Officer, NHS Tayside’s Director of Finance and Dundee City Council’'s Executive
Director of Corporate Services were consulted in the preparation of this report.

7.0 BACKGROUND PAPERS

None.
Dave Berry DATE: 30 September
Chief Finance Officer 2016



DUNDEE INTEGRATED JOINT BOARD - HEALTH & SOCIAL CARE PARTNERSHIP - FINANCE REPORT 2016/17

Older Peoples Services

Mental Health

Learning Disability

Physical Disabilities

Substance Misuse

Community Nurse Services / AHP / Other Adult
Hosted Services

Other Dundee Services / Support/ Mgmt*

Total Health and Community Care Services

Prescribing (FHS)
General Medical Services
FHS - Cash Limited & Non Cash Limited

Grand Total

Hosted Services - Net Impact of Risk Sharing
Adjustment

AS AT AUGUST 2016

Dundee City Council
Delegated Services

Projected
Overspend /
Net Budget  (Underspend)

NHST
Dundee Delegated Services

Projected
Overspend /
Net Budget  (Underspend)

Partnership Total

Projected
Overspend /
Net Budget  (Underspend)

£,000 £,000 £,000 £,000 £,000 £,000
41,521 457 10,436 30 51,957 487
1,615 -51 3,557 -250 5,172 -301
23,056 =713 1,241 -80 24,297 -793
5,578 -167 0 0 5,578 -167
783 16 2,355 11 3,138 27
5,051 -248 10,891 -161 15,942 -409
0 0 18,079 -293 18,079 -293
1,312 9 21,098 1,445 22,409 1,454
78,915 -697 67,656 703 146,571 6
0 0 33,234 1,802 33,234 1,802
0 0 24,559 0 24,559 0
0 0 20,169 -56 20,169 -56
78,915 -697 145,618 2,449 224,533 1,752
4,740 875 4,740 875

* Includes NHST budgeted efficiency savings target of £1,723k not yet allocated to specific cost centres.
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DUNDEE INTEGRATED JOINT BOARD - HEALTH & SOCIAL CARE PARTNERSHIP — FINANCE REPORT

Psych Of Old Age (In Pat)

Older Peoples Serv. -Community
Continuing Care

Medical ( P.O.A)

Psy Of Old Age - Community
Intermediate Care

Staff

Supplies & Services / Transport etc
Property

Care Home Placements

Day Opportunities / Enabler
Respite

Domiciliary Care

Other Third Party Payments
Sheltered / Very Sheltered
Income

Older Peoples Services

Dundee City Council
Delegated Services

NHST Dundee
Delegated Services

Partnership Total

Annual Projected Annual Projected Annual Projected
Budget Over/ Budget Over / Budget Over / (Under)
(Under) (Under)
£,000 £,000 £,000 £,000 £,000 £,000
4,558 -65 4,558 -65
456 3 456 3
2,396 95 2,396 95
607 0 607 0
1,487 -3 1,487 -3
933 0 933 0
18,719 489 18,719 489
1,904 1,904 0
1,489 1,489 0
20,606 -112 20,606 -112
225 225 0
854 80 854 80
5,820 5,820 0
1,610 1,610 0
684 684 0
-10,389 -10,389 0
41,521 457 10,436 30 51,957 487

76

APPENDIX 2



General Adult Psychiatry

Staff

Supplies & Services / Transport etc
Care Home Placements

Day Opportunities / Enabler
Respite

Domiciliary Care

Housing Support

Sheltered / Very Sheltered

Income

Learning Disability (Dundee)
Staff

Supplies & Services / Transport etc
Property

Accommodation with Support
Care Home Placements

Day Opportunities / Enabler
Respite

Housing Support

Other Third Party Payments
Sheltered / Very Sheltered
Income

Learning Disability

Mental Health

Dundee City Council
Delegated Services

NHST Dundee
Delegated Services

Partnership Total

Annual Projected Annual Projected Annual Projected
Budget Over / Budget Over / Budget Over / (Under)
(Under) (Under)
£,000 £,000 £,000 £,000 £,000 £,000
3,657 -250 3,657 -250
633 5 633 5
9 9 0
515 515 0
249 249 0
19 19 0
38 38 0
418 418 0
216 216 0
-2,876 -41 -2,876 -41
1,615 -51 3,657 -250 5,172 -301
1,241 -80 1,241 -80
6,596 -139 6,596 -139
294 294 0
287 287 0
11,205 -474 11,205 -474
2,277 2,277 0
1,518 1,518 0
124 124 0
401 401 0
1,241 1,241 0
2,833 2,833 0
-3,719 -3,719 0
23,056 -713 1,241 -80 24,297 -793
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Staff

Supplies & Services / Transport etc
Property

Accommodation with Support

Care Home Placements

Respite

Domiciliary Care

Other Third Party Payments
Sheltered / Very Sheltered

Income

Physical Disabilities

Alcohol Problems Services

Drug Problems Services

Staff

Supplies & Services / Transport etc
Accommodation with Support

Care Home Placements

Respite

Housing Support

Other Third Party Payments
Income

Substance Misuse

Dundee City Council
Delegated Services

NHST Dundee
Delegated Services

Partnership Total

Annual Projected Annual Projected Annual Projected
Budget Over / Budget Over / Budget Over / (Under)
(Under) (Under)
£,000 £,000 £,000 £,000 £,000 £,000
1,442 0 1,442 0
100 100 0
140 140 0
986 -167 986 -167
1,923 1,923 0
38 38 0
20 20 0
1,421 1,421 0
116 116 0
-608 -608 0
5,578 -167 0 0 5,578 -167
466 5 466 5
1,889 6 1,889 6
544 10 544 10
10 10 0
239 6 239 6
149 149 0
0 0 0
37 37 0
32 32 0
-228 -228 0
783 16 2,355 11 3,138 27

78



A.H.P.S Admin
Physiotherapy

Occupational Therapy
Nursing Services (Adult)
Community Supplies - Adult
Anticoagulation

Joint Community Loan Store
Staff

Supplies & Services / Transport etc
Property

Care Home Placements
Accommodation with support
Day Opportunities / Enabler
Respite

Housing Support

Other Third Party Payments
Sheltered / Very Sheltered
Income

Community Nurse Services / AHP / Intake / Other

Adult Services

Dundee City Council
Delegated Services

NHST Dundee
Delegated Services

Partnership Total

Annual Projected Annual Projected Annual Projected
Budget Over / Budget Over / Budget Over / (Under)
(Under) (Under)
£,000 £,000 £,000 £,000 £,000 £,000

387 -21 387 -21
3,169 -80 3,169 -80
1,338 -15 1,338 -15
5,127 -60 5,127 -60
130 0 130 0
369 15 369 15
371 0 371 0

2,404 -248
587 587 0

148

-119 -119 0
0 0 0
0 0 0
364 364 0
363 363 0
172 172 0
2,139 2,139 0
-1,007 -1,007 0
5,051 -248 10,891 -161 13,390 -409

79



Palliative Care - Dundee
Palliative Care - Medical
Palliative Care - Angus
Palliative Care - Perth

Brain Injury

Dietetics (Tayside)

Sexual & Reproductive Health
Medical Advisory Service
Homeopathy

Tayside Health Arts Trust
Psychology

Eating Disorders
Psychotherapy (Tayside)
Learning Disability (Tay Ahp)
Keep Well

Hosted Services

Working Health Services

The Corner

Resource Transfer - Dcc
Dundee- Supp People At Home
Grants Voluntary Bodies Dundee
C.H.P. Management

Partnership Funding

Carers Strategy - Dundee

Public Health

Primary Care

Centrally Managed Budgets
Staff

Supplies & Services / Transport etc
Property

Income

Other Dundee Services / Support / Mgmt

Dundee City Council
Delegated Services

NHST Dundee
Delegated Services

Partnership Total

Annual Projected Annual Projected Annual Projected
Budget Over / Budget Over / Budget Over / (Under)
(Under) (Under)
£,000 £,000 £,000 £,000 £,000 £,000
2,462 60 2,462 60
998 25 998 25
336 -38 336 -38
1,457 138 1,457 138
1,581 63 1,581 63
2,462 -88 2,462 -88
1,954 -68 1,954 -68
150 -3 150 -3
26 3 26 3
57 0 57 0
4,416 -303 4,416 -303
287 -30 287 -30
796 -28 796 -28
714 -5 714 -5
385 -20 385 -20
0 18,079 -293 18,079 -293
0 0 0 0
389 -12 389 -12
8,578 0 8,578 0
0 0 0 0
190 0 190 0
561 -40 561 -40
11,649 0 11,649 0
6 0 6 0
406 0 406 0
871 -95 871 -95
-1,552 1,592 -1,552 1,592
934 934 9
94 94 0
284 284 0
0 0 0
1,312 21,098 1,445 22,409 1,454
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Total Health and Community Care Services

Other Contractors

Prescribing (FHS)

General Medical Services

FHS - Cash Limited & Non Cash Limited

Grand H&SCP

Hosted Recharges Out
Hosted Recharges In

Hosted Services - Net Impact of Risk Sharing
Adjustment

Large Hospital Set Aside

Dundee City Council
Delegated Services

NHST Dundee
Delegated Services

Partnership Total

Annual Projected Annual Projected Annual Projected

Budget Over/ Budget Over / Budget Over / (Under)
(Under) (Under)
£,000 £,000 £,000 £,000 £,000 £,000

78,915 -697 67,656 703 144,019 6
33,234 1,802 33,234 1,802
24,559 0 24,559 0
20,169 -56 20,169 -56
78,915 -697 145,618 2,449 221,981 1,752
-10,595 -183 -10,595 -183
15,335 1,058 15,335 1,058
4,740 875 4,740 875
21,000 0 21,000 0
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