Drug and Alcohol Cross Party Group Meeting
Minutes 12.2.21
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Welcome & Introductions

MSPs:
John Finnie

Monica Lennon

Speakers:
Dr Duncan McCormick, Public Health Scotland, Chair of MAT Standards &
Tracey Clusker, Clinical Lead, MAT Standards
Colin Hutcheon, Chair Scottish Families Affected by Alcohol & Drugs
Saket Priyadarshi, Associate Medical Director, Glasgow Alcohol & Drug Recovery
Services
Attendees:
Dave Liddell
Michael Griffin
Liam Mehigan
Jardine Simpson
Thomas O’Neill
Laura Wilson
David Pentland
Richard Simpson
Catriona Matheson
Rhona Maxwell

Michael Trail
Aileen O’Gorman
Chris Graham
Arun Menon
Jessica Greenhalgh
Billy Anderson
Diane Elliott
Rod Anderson
Sarah Eskour
Lauren Ross

Apologies:
Daryl McLeister
Tracey Stewart
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Minutes of previous meeting held on 14.12.20
Approved

3.

Matters Arising
None

Emma Crawshaw
Amanda Rae
Justina Murray
April Adam
Kenny Harrison
Marion Wilson
Rupert McCranor
Stephen Malloy
Akua Crankson

4.

Introduction of Medication Assisted Treatment (MAT) Standards

There were 3 x Presentations by the following:
Dr Duncan McCormick & Tracey Clusker
Colin Hutcheon
Saket Priyadarshi
Presentation: Colin Hutcheon
•

I’m the Chair of Scottish Families Affected by Alcohol & Drugs and I’m also
the family representative on the Drug Death Task Force.
• From the outset can I make it clear that families are very supportive of the Mat
Standards as it responds to and deals with issues that we have been raising
for a long time, really important issues.
• When I joined the Task Force, fairly quickly thereafter, we set up a Family
Reference Group so that I could ensure we were representing a wide range of
views. The Family Reference Group has representatives from families from
the Borders right up to the Highlands. They submitted, very early on, October
2019, what they regarded as priorities for action from the Task Force. What
was the things that mattered most to them in their experience? I’ll summarise
very quickly, there are five Immediate actions:
1. An end to the postcode lottery in treatment and care services to ensure
equality of access.
2. Immediate removal of all barriers to treatment and care for all services.
3. Presumption of family involvement, fundamentally being treated with
respect.
4. Wider distribution and use of Naloxone, has been developed quickly.
5. National anti-stigma initiative, which has also developed quite quickly.
• In summary, there is a close alignment between what were identified as the
families priorities for change, and things that they thought would save lives in
their experience, and the draft MAT Standards. That’s why we were really
pleased to see them and encouraged.
•

We have one or two caveats; we have submitted a response, as part of the
consultation on the MAT Standards, from the Families Reference Group.
There are a number of issues which I hope will be taken on board:
• Within the MAT Standards there is no explicit mention of families and
about family inclusion. We think that should be in there somewhere so
that it is much more explicit rather than something we would assume
would happen. Actually the Quality Principals have been around for a
long time and they mention that services should be family inclusive as part
of their practice and that rarely seemed to happen for some reason. In
the Government’s strategy ‘Rights, Respect, Recovery’ it also mentions
that family members will have access to support in their own right and,
where appropriate, be included in their loved one’s treatment and support.

•

•

•

We’re really just asking for things that already exist to be implemented.
So, that’s one of the requests we’d make going forward – is a clear
reference to families.
Another thing that concerns us is about the lack of accountability but,
there may be plans for that going forward. I certainly hope so. In the past
people’s experience has been that it doesn’t seem like NHS drug
treatment services have been accountable in any particular way which
doesn’t make it particularly empowering for family members when they
don’t really think there is any redress. That’s an important point we’d like
to see tackled as well.
Another one is about resourcing. We do understand that additional
resources are needed, no question about that. People could argue that
services have been underfunded for quite a long time and this is a big
development and, if it’s to be national, so it does require additional
resources and we’re please to see that additional resources have been
made available. We also feel strongly that some of these changes can
take place without any additional resources because it’s about a cultural
change and we’ve seen it happen in some areas of the country already.
That’s just about people being prepared. Some people like to wait until
they have to do something rather than ‘that sounds like a good idea’ let’s
just do it. But, there are some of these things which are really just about
people’s rights, respect and how you treat people. That should change
now. We don’t have to wait for money for that. We are anticipating as
this rolls out and more people get to hear about it we will see a change
and some of the bad experiences of the past will not be repeated.
Finally, we had a little bit of concern, as a reference group, that the focus
is very much on people who use opioids and the treatment for them.
Families are involved with people who have problems with all sort of
substances and we don’t want them to be forgotten about. It’s just a
reminder that they need to be treated as well. Some of them are just as at
risk of dying prematurely.

Some quotes from family members re the MAT Standards:
• A breath of fresh air.
• A glimmer of hope.
• This will make a big difference and save lives.
We don’t underestimate the challenge facing anyone who’s involved in this to
successfully implement it nationally which is really important. We are keen, as
Scottish Families, to do our part to support the Scottish Government and local
partners as much as we can to make this process a success.
Following the presentations – presentations of the other speakers are provided at the end
of the minute. f

Discussion and Question and Answer session
John Finnie to Duncan McCormick:
Q. Where will the accountability be in this system?
A. The Scottish Government are setting up an Implementation Group. We had made
it clear that accountability was key. The Implementation Group will be Chaired by
the Minister for Drugs, another Minister for Mental Health but more importantly there
will be CEO’s of the agencies and statutory organisations which are accountable.
That will be IJBs, Local Authorities, Health Boards and Large Third Sector Agencies.
The hope is that the very senior people will take cognisance of what needs to be
delivered. On Clinical Accountability, what was suggested to the Minister at the
Taskforce was a Managed Care Network which is something nearly every important
area of medicine has. In terms of the MAT Sub Group, you have the Clinical Lead
which is Tracey and the Consultant Lead, me.
John Finnie:
Q. It is my understanding that ADPs can’t hold NHS Addiction Services to account at
present?
A. Duncan, that’s right. I think the Health Boards need to be involved in
accountability, it can’t just stop at IJBs. The other aspect of accountability is
Measurement and Quality Assurance. The MAT Standards and the measures which
we’ll be helping people do locally is really about quality improvement and supporting
development. Our aim is to have nationally Informal Healthcare Improvement
Scotland Standards with formal Healthcare Improvement Indicators which will
provide a national accountability as well.
Justina Murray:
Q. Duncan that’s helpful to hear of all those measures but, to me, that still sounds
like self-reporting and self-assessment. What families are really asking for is that
independent scrutiny, independent inspection as this is one of the few areas of
Health and Social Care that doesn’t have an inspection regime and redress for
individuals and families if the MAT Standards are not upheld. As Colin said in his
presentation families are hugely supportive of what’s in the MAT Standards so there
will be a lot of disappointment and frustration if we can’t see them in full everywhere.
A. Duncan, I completely agree, the Quality Principals, in principle, were good but
didn’t show a true picture of what was happening. In the MAT Standards Group we
are helping people get started with implementations.
David Pentland:
Q. I wanted to pick up on the last speakers point on lack of retention of staffing levels
and also the silo-isation between homelessness and drug services and how they are
very independent of each other. Having worked in the 3rd Sector for 20 years, what I
see is a drop in pay, complex needs pay, of 60% over the last 20 years. I’m now
earning far less than I was 20 years ago. The average pay scale for complex needs
is competing with Lidl shelf stackers. How can you honestly hope to retain staff?
How can you have homeless staff working independently in statutory and voluntary

drug services? There has to be some kind of inter linkage if we are going to try and
break these stats of drug deaths.
A. Saket, If I understood that correctly there are two points being made? One is
about the overlap with homelessness and problem drug use and the risk it creates. I
absolutely agree with that. Some of the Assertive Outreach and reach into hotels
and hostels was really forced on us by Covid. We pushed our staff to work in a
different way and lo and behold, as expected, they discovered a whole amount of
need that we hadn’t previously seen before. That was very positive. I think the 2nd
point re valuing staff working with people with complex needs such as
homelessness, problem drug use, involvement in the criminal justice system and
very significant mental health problems. There is a whole literature now that defines
that. In Glasgow we are looking at a complex needs model for a population with
complex needs in the City Centre. I absolutely agree, I think people who work with
that population need valued. They need given the time and space and training that
they need to provide effective outcomes and they need to be paid and have
employment terms and conditions that recognises the importance of the work they
are involved in.
At this point Monica Lennon MSP left for another appointment but wished to thank all
the speakers today. Monica also thanked John Finnie for all his work in the past as
he is not standing at the next election. Monica also thanked Dave Liddell for all the
work he does behind the scene.
Jardine Simpson:
Q. I wanted to follow on re the accountability issue. I agree on Justina’s take on
Independent Inspection. I was somewhat puzzled there was no response around
Independent Advocacy and Recovery Advocacy in particular. There is an
opportunity to have lived experience creating a virtuous circle of Evaluation, Quality
Assurance and Improvement as well as insuring that regulated teamwork’s and the
right to health care is realised for every patient, service user and their families their
connections and how they engage with services. Duncan, can you maybe expand
somewhat on plans for reflections on how Advocacy, in particular rights-based
Advocacy for multiple complex needs could be utilised?
A. Duncan, I think that’s important. I’m going to suggest Tracey maybe have a better
angle on this as she’s more involved in the Advocacy work.
Tracey Clusker: In terms of Advocacy, we are working up a bid just now re Upskilling
team members. We are doing a scale-up across Scotland. We want to look at the
cultural and system change around how people access treatment and it ties in a bit
with people being treated with dignity and respect. We want to use Advocacy
Workshops to deliver on that. We can train people who are working in services,
people with lived experiences, family members and try and champion the role of
advocacy. We have to do a bit of work around cultural changes, so we see
Advocacy as being part of that. When doing the workshops, we have brought in
local Advocacy Groups.

Jardine Simpson: I welcome an explanation in this context. What worries me is that
we have an ongoing Scottish Govt funded number of projects around Advocacy. We
have a National Recovery Network; we’ve got 25 people deployed across the
country with lived experience trained in this specialised based approach specifically
in multiple complex needs engaging with services. That work has been going on for
a couple of years. It’s not about re-inventing or recovering it’s about connecting into
existing work to include people with lived experience in a Quality Assurance and
Quality Improvement approach which is also directly linked to accountability to
ensure that positive, innovative changes are being experienced by people when they
engage with services.
Tracey: Certainly, just now we are looking at the measurements. We are working
with Becky Woods who is the Lived Experience Rep on the task force. She is also
working with Michaela at SRC and with SDF. Michaela is doing some mapping to
see what the strengths are. We want to connect with people. It’s that diffusion of
innovation, the things that are working really well in some areas we want learn from
that to take to areas were that isn’t as possible. In terms of Quality Assurance, that’s
were the experiential measurements are really important. We are drawing people
with lived experience to lead that work.
Aileen O’Gorman:
Q. I’m going to go off on a bit of a tangent, different tangent to the Accountability
issue, slightly related. It’s to go back to the target population of who the Standards
are aimed at. A lot of my research and advocacy work is currently looking at the
experience of women who have problems with substance use. My slight niggle with
the standards, they’re fantastic, but the population they are dealing with are a very
diverse population. Women experience substance use problems in a very different
way. They experience stigma in more extreme form and, also, people belonging to
Black and Minority Ethnic Groups experience a very different substance use pattern
but also then in terms of their interaction with services and service providers. I’m
keen that we introduce into the Standards recognition of the diversity of the
population they are dealing with and particular the gender issue. Re the
Accountability issue and the measurements. Saket for example showed really good
data on the audit of services of people coming forward for same day prescription.
I’d be really curious to know, on a gender basis, how many were men? How many
were women? Was there even a distinction between the rapidness if you like of
women receiving same day prescription compared to men? That kind of data can
really inform us in terms of service delivery and how we can tweak the standards to
meet diverse needs.
John Finnie:
A. Yes, one size fits all isn’t the answer. We need the highest standards but with
some flexibility within them.
Arun Menon:

Q. A thought on Implementation and how we go about that in the long term.
Obviously, in the short term it’s going to be addiction service focussed, 3rd Sector
focussed. A bugbear of mine is interfaces with other services particularly other
specialties of psychiatry, primary care outside of addiction specialists and the wider
health profession. Any thoughts on how we would implement this especially with the
changes to prescribing benzos?
A. Duncan, I’ll answer Aileen’s question first. Arun’s question might be more for
Tracey. I agree, the Standards, the way we wrote them and way we thought about
them all along, they’re called Standards, but it doesn’t mean it’s standard for every
person. They are based on patient needs. If this is not clear enough, we need to
make this clearer. The breakdown in data is very important. Tracey noted that men
accounted for between 70-90% attending services in Lothian.
Tracey: In terms of primary care, we are working with the Royal College of GPs, the
Royal College of Psychiatry on the MAT Standards. Also working with Edinburgh
Access Practice on Welfare Rights and housing and trying to engage with everyone.
Also trying to get the uptake on Naloxone training in hostels.
Saket: Arun will not be looking for a definitive answer but raises what we know is a
very difficult problem. From a Glasgow perspective:
•
•

•
•

•

People with problem drug use, use a whole range of services and we need to
have them all involved in contributing to better access and outcomes.
An example of a problem: Why is MAT not seen as a standard service that
primary care would provide? Why is it seen as an additional contractual
element rather than part of a core service? We need to take a whole system
approach. From that perspective we should re-negotiate the last GP
Contract. Prescribing for drug users was kept out of core services. We had a
missed opportunity, and I don’t know when the next primary care contract will
be.
The interface with mental health services particularly, is a tricky one, but a
very important one to address as well.
The work Tracey is doing around engagement with the Royal Colleges is
important but at a local level a lot of guidance and best practice is often
corroded by the pragmatism of interface working and that does not work to
service users advantage as much as we would like it to.
A Glasgow perspective on Aileen’s point: If you look at DRD figures you will
see that there’s been a disproportionate rise in DRDs in women compared to
men and we’ve got to understand the reasons behind that as well. In terms of
access to treatment, it’s not just about the length of time women wait for
treatment, it’s how long they wait before they present for treatment as well.
We’ve got to think about how we address that. Once they are in services,
we’ve got to think about tailoring services to their needs. All our teams have
women only practitioners and clinics. Even a Homeless Health Service has

recently just embarked on a women’s only dedicated part of their service. In
the city we have a residential rehab which is for women only and we a
community service towards women which has fantastic results. But,
interestingly, our Criminal Justice colleagues, are now saying that there is a
bit of an inequality gap.
John Finnie: From the Chat Box, Rupert has highlighted similar issues around LGBT
and is commending a report: Transgender Inclusion in Drugs and Alcohol Services.
John thanked the speakers and everyone for all the work taking place.
Dave Liddell thanked John for all the work he has done and wished him all the best
for life after the Scottish Parliament.
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Dates of future meetings: To be arranged after Elections.

Medication Assisted Treatment
(MAT) Standards
‘the use of medication, such as opioids, together

with psychological and social support, in the
treatment and care of individuals who experience
problems with their drug use’.
Dr Duncan McCormick, Chair, Mat Subgroup
Tracey Clusker, Clinical Lead, MAT Programme Team
On behalf of Drugs Death Taskforce MAT Sub Group

MAT Subgroup work
1.Define 10 standards of care
2.Help people to implement them
3.Measure progress
4.Feed learning into the wider public
health approach

SUMMARY OF MAT STANDARDS
1.
2.
3.
4.
5.

Option to start MAT from same day of presentation.
Informed choice on what medication and dose.
Proactive support for high risk
Harm reduction at the point of MAT delivery.
Treatment for as long as requested.

6. The system is psychologically and trauma informed
7. The option of MAT shared with Primary Care.
8. Advocacy and support for housing, welfare
9. Mental health care with MAT
10. Trauma informed care.

Diffusion of Innovation

Steps to success

Diffusion of innovation

Scottish Parliament’s Cross Party
Group on Alcohol and Drugs
Medication Assisted Treatment
(MAT) Standards
February 12th 2021
Dr Saket Priyadarshi
AMD, NHS GGC Alcohol and Drug Recovery Services

Glasgow Audit of ORT Starts 20th April - 15th May 2020
A

B

C

D

Started ORT

15

8

7

16

Average week days for starts

2.9

8

11.1

2.2

Median week days for starts

1

8

8

0

Range (days)

0 to 18

1 to 23

2 to 31

0 to 14

Number of same day starts

5

0

0

9

Number of next day starts

3

1

0

2

% ORT start within 1 day

50%

7%

0%

50%

Buvidal® uptake in South Glasgow community team
1st-

8 (25%)
time
treatment

7 Buvidal®

June/July 2020:
1 methadone
Previous MAT
6 methadone

32 MAT starts

9 Buvidal®
3 buprenorphine

24 (75%)
treatment
restarts*

11 methadone

• 32 patients started MAT
• 50% chose Buvidal®
• 44% chose methadone
• 6% chose transmucosal
buprenorphine
• 88% 1st-time MAT chose
Buvidal®

13 methadone
2 buprenorphine

2 buprenorphine

2 buprenorphine

• 65% who previously had
methadone chose to return
to methadone

*’New-to-treatment’ patients with a new OST episode following at least 1 month off OST. OST, opioid substitution treatment.

Glasgow Alcohol and Drugs Advocacy Service

Carnegie Trust

