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Introduction 

Thank you for giving us the opportunity to comment on ‘All Together Now: Our strategy to 

address the harms of alcohol and drugs in Scotland’. As the official partnership representing 

the Medical Royal Colleges in Scotland and the Faculty of Public Health on alcohol policy, 

we recognise and work constantly to reduce the harms caused by alcohol and drugs and we 

support the Scottish Government’s actions to review and improve alcohol and drug treatment 

services and to support recovery. 

We have consulted with our members and this paper summarises the key themes that have 

been emphasised as important. We have laid out first of all general comments and concerns 

and then provided more specific comments about content of the draft strategy. 

General comments: 

The document is rather long and repetitive and we would suggest that it could usefully be 

edited to make it easier to navigate.  

Throughout the document, where data is provided, references need to be supplied. 

There will need to be consistency with this strategy and the forthcoming Alcohol Prevention 

Framework, with regard to vision; ambitions; principles; themes; commitments; outcomes; 

actions etc. (suggest some streamlining of all these needed). The vision should also align 

with the public health priorities (which are to reduce the use of and harm from drugs and 

alcohol). 

The document stresses the intention to integrate alcohol and drug treatment services. It 

would be useful, to provide evidence in the document to support this move. Our experience 

as clinicians makes us at least ambivalent about this and to emphasise that there have to be 

multiple pathways into care. For some patients with alcohol-specific issues but with no drug-

related issues, co-location of alcohol and drug services can present a barrier to accessing 

services, rather than facilitating this.  

The strategy could therefore usefully highlight that there is a distinction between the 

integration and coordination of services at an organisational level and providing multiple 
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access points for patients accessing services. Although we strongly challenge the stigma 

that surrounds drugs use and drug users, it is nonetheless important to acknowledge that it 

exists, and this is strongly related to the different legal statuses. This means that the 

association of accessing help for alcohol problems with drug use may inhibit people with 

alcohol- specific issues from entering services. Alcohol treatment needs to have adequate 

resource and a distinct identity within generic addiction services. If the experience in drug 

services is that the typical pattern is one of poly drug use, including alcohol, a possible local 

model could be of a poly use service and a distinct alcohol service.  To be clear, that would 

mean that there would be at local level both a combined drugs and alcohol service and also 

a service exclusively for alcohol. 

We were surprised that the strategy does not mention alcohol problems in the elderly  or 

alcohol related brain damage, and we believe that this needs to be included. We also think 

that there needs to be more mention throughout the document of the importance of 

psychosocial interventions, which should be at the heart of any service response for 

someone with an alcohol and/or drug problem. 

From a public health perspective, we welcome the focus on prevention and the wider 

determinants of health to tackle both alcohol and drug-related harm, as well as the need to 

work across sectors and disciplines and with communities. Both problems and solutions 

should be framed within a public health and human rights paradigm. The key priority is to 

reduce inequalities (both health and social) underpinned by a human rights approach. This 

should be articulated up front and centre. The current definition of a public health approach 

(paras 13-15) is severely limited (to raising awareness; encouraging ‘better’ behaviour and 

improving services) and does not describe the social and economic root causes of drug and 

alcohol problem use (which is not just access to housing see para 28). Drawing from 

wording in para 42 would be helpful here.  

We would welcome a bold comment at the outset about the alcohol-related aims; this might 

be, for example, simply that, for the good of their health, the Scottish Government wants 

people in Scotland to drink less. We also strongly welcome the references throughout the 

strategy to reducing stigma. 

Throughout the strategy, the terms ‘hazardous’ and ‘harmful’ alcohol use would be more 
useful, and in line with other usage, than ‘problematic’. 

Specific comments: 

Page 4, PF2 We would also welcome stronger guidance to ADPs on best practice in 

treatment and support. 

Page 6, TR1 Some important measures might not be innovative. Might be more of the same, 

doing it better and for more people. 

Page 6, TR6 Needs rephrasing, including making sure that medical interventions are not just 

about prescribing. 

Page 6, TR7 We strongly support this, and would suggest linking up with other planned 

initiatives in England. 



Page 7, TR17 This is welcome. 

Page 7, DT1 Welcome, but will need to be adequately resourced. 

Page 7, DT2  We strongly support this, but also for drug users.  

Page 7, DT5 This is welcome, but the question of who provides these services will need to 

be addressed. 

Overview (Paras 1 – 15) 

Para 3 Who are ‘people’ and ‘representative groups’? Do you mean people with lived 

experience, including families and friends?  

Para 14, bullet 2 – There is an opportunity to link here to the Alcohol Prevention Framework 

and emphasise actions to increase price and reduce availability and marketing of alcohol. 

Para 16 wider delivery partners are more than the workforce. We would suggest that more is 

needed here to explain who the stakeholders are.  

Para 17 The public health priorities also call for less use. This strategy should do likewise. 

Recognising the root causes of drug and alcohol use, there should be an outcome 

articulated that shows how this strategy will contribute to tackling them. 

Context and Challenge (Paras 18 – 28) 

It would be useful to bring together a description of the epidemiology of both drugs and 

alcohol (use and harm) into one section here. 

We would welcome a more comprehensive description of longer term trends particularly on 

inequalities; the take off in the early 90s of epidemics of drug; alcohol and suicide; evidence 

of a vulnerable cohort etc. 

More detail is also needed on the nature and scale of drug related deaths especially NPS 

and prescribed drugs implications. 

Para 18 We would suggest that using this 4% figure here is not useful, as it gives the 

impression that there is less of a problem than is the reality.  We would suggest adding 

something along these lines: 

This figure of 4% for dependent drinkers is recognised as likely to be an underestimate in the 

Health Scotland 2014 Alcohol Needs Assessment report. It is also important to recognise 

that many people with significant alcohol health harm and would benefit from help will not 

meet criteria for alcohol dependence. The target population for alcohol treatment is therefore 

considerably higher than 4%. 

Para 20 Would be better to use terms hazardous and harmful, with definitions,  rather than 

problematic. 

Para 21 This is misleading in presenting as if the patterns are the same for alcohol and 

drugs. For alcohol, upwards mortality and admission trends are in the over 45s but liver 

disease is also presenting more in younger people. 



Para 22 Poverty should also be mentioned as a root cause. 

We would suggest that Paras 26-28 should be moved to the Overview section. 

Para 28 Also important to note here that price, availability and marketing of alcohol also 

have an impact, and disproportionately in poor neighbourhoods.   

What we have achieved (Paras 29 – 30) 

Para 29 It would be useful to provide examples of the ‘improvements in Scotland’s public 

health’. 

Para 30 This should list some of the key partners.  

There also needs to be a mention of: the QUATS report; the shift to NHS of healthcare in 

prison and police custody and; MESAS. 

Delivering successful outcomes (Para 34, bullet 1 We welcome the recognition that there is 

a need for better evidence for a treatment pathway for alcohol. NICE CPG 115 is the best 

summary to draw on for evidence for this. 

Delivering successful outcomes (Paras 31 – 32) 

We would suggest moving the earlier ‘outcome’ section to here.  

Para 31, sentence one: Should be five rather than ‘four’ outcomes. 

DS1: why not ‘set out’ rather than ‘offer’ performance frameworks? Or rather than a 

performance framework, a quality improvement framework or a patient safety framework? 

DS5: what are these public health outcomes? Are these the strategic outcomes or are they 

yet to be developed? Will there be a requirement for annual reporting as part of the MOU? 

The strategy and framework(s) will need to be informed by a robust information and 

intelligence going forward. This will be through, inter alia, public health monitoring and 

surveillance; research; evaluation; audit; quality improvement tests of change. There will be 

a range of delivery partners such as ISD, Health Scotland; Health Protection Scotland (to 

come together as Public Health Scotland); academia (including the Drug Research Network 

Scotland and the Scottish Alcohol Research Network) and the drug and alcohol fields.  

An action to support this here is vital. This could be a review of current information outputs 

and identify gaps then setting up a programme/framework.  

Para 32: How do these priorities link to the commitments (para 7)? 

Prevention should also address upstream root causes such as poverty. 

Need to add in protection from alcohol marketing 

Why not include decriminalisation of personal drug use? 

Future research (Paras 33 – 37) 



We believe that this section should be about more than just research; it should also include 

gathering and analysis of routine national data.  

The review of the ‘big policy (and add ‘and practice’) questions’ and how current routine 

national data reporting align with answering them should be completed. Gaps should be 

identified. 

Para 34 The existing (extensive) evidence base on effective interventions should be 

highlighted here (QATS; NICE guidelines; Orange guidelines; Substance Misuse Guidance 

for both prison and police care). 

There is a need for more evidence of effective interventions in justice settings. 

Para 34, bullet 5 There is already a lot of guidance on this, indicating that problems lie with 

staff and service attitudes adversely affecting implementation. 

Para 35 Why is there no mention here of alcohol research? 

Para 36: We already have existing research networks, along with national public health 

agencies. 

Chapter 2 Prevention  

Outcomes  

The outcome for less harm should also include less use (if to link to public health priorities) 

We are not clear what is meant by ‘support’ in outcome three? Is this prevention or a service 

intervention? 

There is, unhelpfully, no discussion on possible changes to the regulatory and legislative 

framework on drugs. We would suggest an action to review the international evidence, and 

how it might apply for Scotland. 

Introduction (Paras 38 – 46) 

Para 39 We believe that this is very important. 

Para 40 We would prefer more broadly accepted definitions of prevention, such as primary, 

secondary, tertiary, universal, targeted etc. Check EMCDDA and WHO for references for 

this.  

Para 41 Upstream public health action is about far more than ‘raising awareness’, 

‘encouraging better behaviour’ and ‘improving services’ e.g tackling socio-economic 

determinants. 

Para 41 c) Delaying experimentation with either alcohol or drugs is also recommended as an 

effective prevention strategy by EMCDDA. 

Alcohol Framework on Prevention of Harm (Paras 47 – 59) 

This whole section needs to align with the forthcoming Alcohol Prevention Framework.  



Para 49 This would be better in section on ‘what we have achieved’. It would also be useful 

to add in the recent award from the UN for the Alcohol Policy team. 

Para 50 We don’t believe that the Scottish Government should need to state that it is not 

anti-alcohol. That is evident by its ongoing support for the alcohol industry as an income 

generator, which we do not oppose. 

Para 51 There should be a clear statement, along these lines: 

“Our approach to joint work with industry will be based on the principles of the WHO 

Global Strategy to reduce the harmful use of alcohol. The alcohol industry are an 

important influence in their roles as developers, producers, distributors, marketers 

and sellers of alcoholic beverages.” 

Para 53: It would be useful to be more explicit here. What does this mean? How marketing 

works? What role trauma might play? Stress in general? 

Children and young people (Paras 60 – 63) 

We would welcome the inclusion of the aspiration for children to have the right to an alcohol 

free childhood.  

We also believe that FASD needs to feature in this section. 

Alcohol and Drug Education programmes (Paras 64 – 98) 

Paras 64 – 69 This covers what works in alcohol and drugs education quite effectively. 

Para 84 Needs to be more explicit about what are the ‘significant developments’. 

Paras 89-90 We would suggest that it would also be useful to mention children whose 

parents are imprisoned. 

Para 92 We would argue strongly that training and delivery of trauma informed services 

should be a necessary aspect of drug and alcohol treatment services. 

Para 97 Also important is the link between alcohol use and mental health problems in young 

people. 

Prevention in Society (Paras 99 -122) 

Para 99-101 This is crucially important and needs to be actioned with serious intention. 

Reducing Unintentional Harm (Paras 108 – 110) 

Is the intention here to mean injury, rather than harm? 

Recognising the needs of different equalities groups (Paras 111 – 114) 

We would suggest mention of women and drugs, given the disproportionate rise in rates of 

deaths in women.  

There should also be mention of alternative approaches to dealing with those with acute 

intoxication. 



Prevention and Protection in Prisons (Paras 115 – 122) 

The focus on people in prison is very welcome. However, it could be widened to all those in 

wider criminal justice settings such as health care in police custody and community 

sentencing. Also role of the police in prevention/protection, e.g. naloxone use, could usefully 

be laid out. 

We would suggest that we need to strengthen liaison and diversion in criminal justice 

settings. Not all areas have arrest referral services and there are differing models of delivery 

of heathcare in police custody.  

Those coming into contact with the criminal justice setting are some of the most vulnerable 

people in society. As well as high rates of ill health such as drug, alcohol and mental health 

problems, many have experienced other traumas such as being in care, unemployment or 

homelessness. They disproportionately come from the most disadvantaged areas in 

Scotland.  The justice setting provides an opportunity to detect, intervene or signpost into 

treatment.  This can potentially not only tackle health inequalities but also reduce re-

offending as well as wider societal benefits. Treatment can also be as part of the judicial 

process such as a community sentence with an alcohol or drug treatment requirement.  

Reducing Supply of Illegal Drugs (Paras 123 – 134) 

We believe that the strategy is missing an important opportunity to discuss options and 

evidence for amending the legislative and regulatory framework for drugs. If we are truly 

moving to a public health (and not a justice) framed approach, decriminalisation, at least for 

personal use, must be considered as an option.  

PF19: This needs also to include alcohol.  

Chapter 3 Treatment and Recovery (Paras 135 – 178) 

We believe that this section would be significantly improved by setting out the rationale for 

this combined drug and alcohol treatment strategy.  

It would be useful to describe the current models of care for drug and alcohol treatment and 

how they differ. Do terms such as harm reduction; recovery; low threshold services; brief 

interventions; relapse prevention (which is not mentioned anywhere) apply to both? If not, 

why not? 

It would also be useful to describe how the models of care may need to differ. For example, 

drug treatment needs to be low threshold, timely (hours not weeks and months) with access 

to effective (evidence based) interventions such as OST. Alcohol services, by contrast, have 

a stepped care approach. 

New treatment approaches such as outreach, HAT, injecting rooms, acute intoxication 

services should also be described. Treatment for both needs to go beyond a medical model 

and recognise that the person’s wider needs (such as housing; trauma; social connections; 

mental health problems) are just as important and also need addressed. We need clear 

referral pathways to other services (links to TR8). 

Alcohol- related brain damage also needs to be mentioned in this section. 



Para 135 It would be useful to explain the difference between the £17 million p.a. here and 

the £20 million p.a in Para 4. 

Para 137 We welcome these principles. 

Para 140 We welcome the support for the Scottish Recovery Consortium and would also 

suggest that the support for recovery of Alcoholics Anonymous and Al-anon should also be 

mentioned. What is meant by “recovery communities” should be defined and their 

contribution should be subject to evaluation.   

Para 142 It would be useful to give an example of a harm reduction measure for alcohol. 

Para 144 Good that the recommendations of SHAAP’s Mortality report will be included. 

Para 148 We would suggest rewording to something like 

“For highly dependent drinkers in supervised accommodation, who have been unable to stop 

drinking, there is some evidence that a planned programme of controlled alcohol 

administration may reduce offending and mitigate health complications”. Important, however, 

to note limited evidence base, different contexts for the evidence, possible unintended 

consequences (eg, increased sclerosis) and the need for more research. 

Para 144 We would suggest to add in justice settings 

Para 145 We would suggest to add in Heroin Assisted Treatment 

Para 150 We would suggest that mental health screening (as opposed to assessment) 

should form part of assessment for drug and alcohol services 

Para 152: Suggest waiting times should be realigned to wait for an effective intervention 

Paras 153-4 We would suggest establishing a Quality and Outcome Framework for drug and 

alcohol services which would be driven by quality improvement. This could include quality 

principles; measures of services quality and outcomes as well as measure of delivery of 

evidence based interventions (links to TR10 and TR16). 

Para 176 There are other routine data sources in addition to DAISy. See earlier comments 

about information and intelligence.  

Providing treatment within criminal justice settings (Paras 180 – 184) 

This section is very welcome. Please see earlier comments on prevention and protection in 

prisons section above. The two sections might sit better together. 

Para 181 Please see earlier comments about liaison and diversion. There also needs to be 

better understanding about barriers and facilitators to update of CPOs with a drug and 

alcohol treatment requirement (and DTTOs) and their outcomes (links to DT11). 

Healthcare Delivery in Prisons (Paras 185 – 196) 

We strongly welcome this section and emphasis. 

Para 189 We believe that this should include alcohol problems. 



Para 192 We believe that this should mention delivery of alcohol relapse prevention 

strategies. 

Para 194 We believe that this should also mention the NPHN substance misuse guidance. 

Para 195 See https://academic.oup.com/eurpub/article/25/5/879/2398737 for evidence of 

both drug and alcohol mortality post prison release. 

Para 196 This needs to mention relapse prevention for alcohol problems 

Recognising the needs of different equalities groups (Paras 197 – 203) 

Para 197 We strongly welcome this emphasis. 

Para 198 We are unclear what is meant by a ‘male dominated environment’ here. 

TR 19 There is a need to make sure that the substance misuse guidance which has been 

developed is implemented. Are the HMIP healthcare standards enough to ensure good 

quality care is being delivered. Where does accountability/scrutiny sit? Need to 

audit/monitor/research delivery of drug and alcohol services in prisons including continuity of 

care back into the community. What are barriers/facilitators? Is true multi-disciplinary 

working taking place? 

Chapter Four Delivering Improvement Together (Paras 204 – 243) 

Para 208 We would suggest also mentioning other national agencies, such as Health 

Scotland; ISD; Health Protection Scotland as well as key NGOs such as AFS, SHAAP, 

SFAD. Also other key partners such as SPS; Police Scotland; Community Justice Scotland; 

SAS; NHS 24 

Para 214 Would be useful to mention SHAAP Liver Disease Guidance here. 

Para 218 We would dispute this analysis of the LPASS document, which emphasises the 

need for psychologically informed care in all treatment activity and a stepped care approach 

to intensity and complexity. The psychological aspect of treatment, which is often the 

essence of medical/psychiatric primary care treatment is often largely ignored, which is 

regrettable. 

Para 220 DT6 Welcome, but what are the concrete actions to achieve improvement? 

Justice (Para 229) This could be included in earlier sections. 

Policing (Paras 230 – 232) 

Para 230 What is the Contact Assessment Model? Police Scotland have also developed (in 

partnership with the Police Care Network) enhanced risk assessment questions for police 

custody. These are yet to be implemented. It is important that the opportunity to evaluate 

implementation is not missed. 

Mention also healthcare in police custody and potential role of police in delivery of naloxone.  

Para 237 Should mention the importance of trauma informed training. 

https://academic.oup.com/eurpub/article/25/5/879/2398737


DT1 Should also add in police custody. 

DT2 Should also add in drug liaison services. 

 


