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EXECUTIVE SUMMARY

This is the first report from the National Drug Related Death Database (NDRDD) for the
calendar year 2009. Against a background of a continuing rise in the number of drug related
deaths in recent years in Scotland, the NDRDD was established to collect in depth information
on the nature and circumstances of individuals who had died a drug related death. Drawing
from a wide range of local data sources, the report provides a comprehensive picture of the
majority of nationally reported drug related deaths. It sets these 432 deaths in a wider context
including the individual’s social circumstances and their previous contact with health and
criminal justice services.

The majority of those who had died a drug related death were male, white and from a deprived
area. Almost 9 out of 10 were under the age of 45 representing a considerable loss of life.
Three quarters were unemployed, with a similar proportion being single or not in a long term
relationship and nearly half were living alone, suggesting a high degree of social exclusion. By
contrast, nearly half were living with family and nearly 9 out of 10 were living either at their own
home or with relatives or friends. One third were parents or a parental figure of children (under
16 years) and almost 1 in 10 were living with a child, theirs or otherwise, at the time of death. In
2009, a total of 254 children lost a parent or parental figure from a drug related death and 59
children were living with someone (who had died a drug related death) at the time of death.

Those who had died a drug related death were not an unknown group with the vast majority
known to services or others. Nor were these novice drug users. Nearly two thirds had been long
term users for 5 or more years and over half had used drugs intravenously, a known risk factor
for drug related deaths. Where known, heroin was the most frequently reported drug of use. The
majority had not undergone a drug detoxification within the previous twelve months and almost
half had experienced a drug overdose with many having had multiple episodes.

The group is one with multiple physical and mental health problems. Overall, in the 6 months
prior to death, 2 out of 5 had problem alcohol use; over 1 in 10 had Hepatitis C and 1 in 20 had
liver disease. For the cohort as a whole, in the 6 months prior to death, two fifths were reported
as having a psychiatric condition with a quarter having depression and 1 in 20 having
schizophrenia. The high prevalence of mental ill health is also illustrated by the fact that 1 in 4 of
all cases had attempted suicide and that 1 in 5 overall had a history of self harm at some point
in their lives, the latter being more likely for women. Over half had a report of a recent significant
event, the most common being ill health or the breakdown of a significant relationship. Just
under 1 in 10 were reported as having been sexually abused at some point in their lives,
markedly more so for women than men. A similar proportion of all cases had been a victim of
domestic violence.

Three quarters of deaths overall occurred in a home setting and a person was in the vicinity for
two thirds of deaths. Resuscitation was attempted in nearly half of deaths and for a quarter of
deaths, this had been attempted by someone in the vicinity. This suggests that there are
opportunities to intervene to save lives. Although an ambulance attended in 4 out of 5 cases,
there were still a sizeable number where one did not.

The toxicology results reported the presence of a given drug in the body with no attribution as to
whether it caused the death or not. The two most common drugs present were diazapem and
heroin, each found in three quarters of cases overall. Methadone was present in 2 out of 5
cases and poly drug use was the norm. Only one fifth of the cohort was receiving a substitute
prescription with the majority of these receiving a prescription for methadone. Two thirds of
substitute prescribing had been supervised. Of the 2 out of 5 of all cases who had methadone
present in their body at the time of death, less than half of those had been prescribed it. This
does indicate that methadone use occurs in those who have not been prescribed it, likely from



illicit sources. However, it is important to note that methadone may not have directly caused
these deaths as attribution was not determined from the toxicology reporting.

The group had an inconsistent pattern of contact with services. Overall, over a third had no
record of any contact with a drug treatment service at any point in their life. By contrast, over a
third overall had been in contact with drug treatment services within 6 months prior to their
death. Most of those who were in contact with their GP had been so in the past year. This
reiterates the importance of primary care as a point of initial contact with drug treatment
services. The fact that two thirds of all cases had been in contact with either a drug treatment
service or a GP within the 12 weeks prior to death demonstrates that these individuals have not
all disconnected from service use and therefore there is the potential to intervene.

Many of those who died had been in contact with the criminal justice services with over half
having been in prison at some point in their lives and over a third having been in police custody
within the 6 months prior to death. Of all those who had been released from prison, less than 1
in 5 died within 4 weeks of their release. Although a relatively small proportion, these deaths
may have been preventable with prison potentially a good opportunity for intervention.

The report illuminates that this group is not a uniform one. Although many have multiple
physical and mental health problems, evidence of poly drug use and are likely to have had
contact with the criminal system, there is no one single story. The combination of addiction over
many years, severe co-morbidity and social isolation paints a picture of extreme difficulty and
indeed peril. Whilst some lead isolated lives, others are in close contact with family and friends,
some of whom did make attempts to resuscitate them. There are clear indicators in support of
better delivery of evidence based interventions such as substitute prescribing and the roll out of
a national naloxone programme. The report also underlines the importance of person centred,
holistic, integrated care services underpinned by the principles of recovery. This provides hope
for what may seem an impossible challenge, to reduce drug related deaths.



INTRODUCTION

This is the first report from the National Drug Related Deaths Database (NDRDD) for Scotland
for the calendar year 2009. Against a background of the continuing rise in the number of drug
related deaths in recent years in Scotland, the NDRDD was established to collect in depth
information on the nature and circumstances of individuals who have died a drug related death.
This is supplementary to national reporting of drug related deaths in Scotland by the General
Register Office for Scotland (GROS) and reports on a subset of the overall drug related deaths
in 2009. Drawing from a wide range of data sources, the NDRDD provides a comprehensive
picture of these deaths and sets them in a wider context such as the individual’s social
circumstances and their previous contact with health and criminal justice services. This will
provide insight for both policy and practice for development of optimal preventive, harm
reduction and therapeutic interventions to reduce drug related deaths.

The structure of the report is as follows:
Section 2 gives an overview of the epidemiology of drug related deaths in Scotland in recent
years as well as the background, policy context and rationale for the establishment of the

National Drug Related Deaths Database.

Section 3 outlines the development of and process for data collection and construction of the
cohort as well as data quality and information governance.

Section 4 presents the results. These include sociodemographic details; drug use history;
medical/psychiatric history and adverse life events; details of the death; toxicology and
substitute prescribing as well as contact with services.

Section 5 provides a discussion of the findings and what the implications of these might be.

Section 6 outlines the next steps for taking forward the NDRDD.



2. BACKGROUND, POLICY CONTEXT AND RATIONALE

2.1 Overview of the epidemiology of Drug Related Deaths in Scotland

Although numbers of drug related deaths in Scotland have fluctuated in recent years, routine
mortality reporting from the General Register Office for Scotland (GROS) shows that there has
been an overall upward trend from 244 in 1996 to 545 deaths in 2009 with a peak of 574 in
2008 [1].

Figure 1: Drug Related Deaths in Scotland, 3- and 5-year moving averages and likely ranges of values around
5-year moving average
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Source: Drug-related deaths in Scotland in 2009, GROS 2010

Previously reported GROS national drug related death figures show that in 2009 three quarters
of deaths (76%) were male, with similar proportions for previous years. The percentage
increases (based on annual averages for 1996-2000 and 2005-2009) show near equivalent
percentage increases over time for both men and women (80% and 77% respectively).

In 2009, 80% (438) of drug related deaths occurred in persons under the age of 45 representing
considerable years of life lost. 35% (189) of all drug related deaths occurred in those aged 35-
44 years and 33% (178) in those aged 25-34. Crude mortality rates were highest in the 25-34
age group (0.28 per 1,000 population). From 2000, drug related mortality rates rose more in
older age groups with a five fold increase in those aged 45-54 (from 0.02/1,000 population to
0.10/1,000 population); trebling in those aged 55-64 (from 0.01/1,000 population to 0.03/1,000
population) and near trebling in those aged 35-44 (from 0.09/1,000 population to 0.25/1,000
population). A smaller rise (56%) was seen in those aged 25-34 (from 0.18/1,000 population to
0.28/1,000 population). By contrast there was a 17% fall in mortality rates for those aged 15-24
(from 0.12/1,000 population to 0.10/1,000 population).

Drug related mortality rates (annual averages 2005-2009) were highest in Greater Glasgow and
Clyde (0.14/1,000 population) and lowest in Orkney (0.02/1,000 population).

From pathologists reports for drug related deaths in 2009, heroin and/or morphine were
implicated, or potentially contributed to 59% (322) deaths; methadone was implicated in, or



potentially contributed to 32% (173) deaths; alcohol was implicated in or potentially contributed
to 30% (165) deaths and benzodiazepines were implicated in, or potentially contributed to 28%
(154) deaths. Due to changes in drug related death reporting, direct comparisons cannot be
made on individual implicated drugs prior to 2008. However, by comparing annual averages for
1996-2000 and 2003-2007, previous trends showed a marked increase in the proportions of
deaths for which there were reports of heroin and/or morphine (+79%); ecstasy (+86%); cocaine
(+533%) and alcohol (+42%) with less change in the proportions of deaths reporting methadone
(+22%) and a fall in the number of deaths reporting diazepam (-11%) and temazepam (-74%). It
should be noted that the numbers of annual deaths reporting either ecstasy or cocaine are small
and so caution should be used in interpreting these changes. The maijority of drug related
deaths involved poly-drug use [1].

2.2 Background, Policy Context and Rationale

Following the rise in drug related deaths in the early 2000s, the then Scottish Executive set up a
National Investigation into drug related deaths [2]. Reporting in 2005, this examined the clinical
and social circumstances surrounding all drug related deaths in Scotland for the calendar year
2003. The Scottish Advisory Committee on Drug Misuse (SACDM) convened a short life
working group in 2005 to develop a policy response to the findings and proposals from both the
National Investigation and the Association of Drug and Alcohol Teams report on Drug Related
Deaths published earlier that year [3, 4]. Key recommendations from both reports with regard to
future monitoring of drug related deaths included the need to improve record keeping of both
clinical details and social circumstances of service users; the need for standardisation of the
definition and reporting of a drug related death (including a standard approach by pathologists);
that local areas establish drug related deaths databases to be overseen by Critical Incident
Groups; the need to develop a comprehensive minimum dataset for reporting of deaths and the
proposal of the establishment of a national confidential enquiry. The then Scottish Executive
responded to these recommendations in the plan Taking Action to Reduce Scotland’s Drug
Related Deaths Dec 2005, a principle action of which was to set up a National Forum on Drug
Related Deaths (NFDRD) to study trends of drug related deaths and disseminate good practice

[5].

In its first annual report in 2007, the National Forum on Drug Related Deaths proposed that a
new system for data collection on drug related deaths should be established [6]. Local Alcohol
and Drug Action Teams (ADATSs) should be ‘asked to gather data in a systematic format on
each death after being notified of these by the police or the SCDEA (Scottish Crime and Drug
Enforcement Agency) and that ‘the data should be standardized by ISD (Information Services
Division) in a suitable electronic format which will allow analysis and reporting’. In 2008 the
Scottish Government published the national strategy for tackling drug misuse, the Road to
Recovery, in which it outlined the commitment to work with ISD to create a Drug Related Deaths
Database ‘to give a more complete picture of a person’s treatment pathway prior to death’ [7].
The development of the NDRD Database and collection of NDRDD data was led by ISD
working in close collaboration with the Alcohol and Drug Partnerships (which replaced Drug and
Alcohol Teams) and local DRD monitoring groups under the auspices of the National Forum on
Drug Related Deaths through its Data Collection Sub-Group.



3. METHODS

3.1 Data Collection Development
3.1.1 The NFDRD Data Collection Sub-Group

Membership of the Data Collection Sub-Group included representatives from the NFDRD, the
project lead for the NDRDD for ISD as well as experts from the field of drug related deaths and
drug misuse (Appendix 1).

3.1.2 Case Definition for the National Drug Related Deaths Database

The case definition of a drug related death for the 2009 NDRDD data collection is based on the
UK wide definition as reported by the General Register Office for Scotland (GROS) but
excludes confirmed suicides i.e. those coded by GROS as intentional self-poisoning by
drugs, medicaments and biological substances (ICD 10 codes X60 — X64). The case definition
for the NDRDD includes deaths by self-poisoning which are of undetermined intent (ICD10
codes Y10-Y14) i.e. those which GROS do not know whether the death was due to accident,
assault or act of intentional self-harm. It would be expected that many of these deaths will
actually be suicides but they have not been ‘confirmed’ as such for GROS statistics.

The GROS defines a drug related death as one where -' the underlying cause is poisoning,
drug abuse or drug dependence and where any of the substances controlled under the Misuse
of Drugs Act (1971) are involved.' A full description of the GROS definition of a drug related
death including relevant ICD 10 codes can be found in Appendix 2.

3.1.3 The NDRDD Data Collection Form

A data collection form was developed by the Data Collection Sub-Group to gather data on a
wide range of variables. These included socio-demographic details such as accommodation,
employment and relationship status; drug using and medical history including drug treatment;
the nature and circumstances of the death and prior contact with health, care and criminal
justice services. The group drew from the experience of previous drug related death data
collection work in Scotland and elsewhere, at both national and local level. Full data definitions
and guidelines were also developed including guidance on each individual question, highlighting
of those questions that were mandatory and advice on potential data sources. The data
collection form can be found in Appendix 3.

3.2 Data Collection Process
3.2.1 Local Area Drug Related Death Surveillance

Most areas of Scotland had already established drug related death monitoring (Critical Incident)
groups to review local drug related deaths and provide recommendations for interventions to
reduce them. In addition, some areas (e.g. Fife and Lanarkshire) were collecting detailed
information on each death. These areas were able to refine their data collection to enable them
to complete forms to return to the NDRDD.

Each area assigned a NDRDD Data Collection Co-ordinator whose role has been to gather
information on each drug related death from the primary data sources and enter this into the
NDRDD form for return to ISD. The Data Collection Co-ordinators worked closely with (or was a
member of) the local DRD monitoring group. A list of all Data Collection Co-ordinators can be
found in Appendix 4.



3.2.2 Case Ildentification

For each unexpected death, the police create a Sudden Death Report (SDR). If the SDR has
evidence of a fatal overdose of controlled drugs, the local drug related death monitoring group is
alerted. At local level, the death can only be confirmed as being a NDRDD case (as per
definition, see 3.1.2) on completion of the pathologist’s report following both post mortem
examination and toxicology testing. If the death is rejected at local level as complying with the
NDRDD case definition, a record will not be returned to ISD.

3.2.3 Data Sources and Data Collection

Information was gathered from a wide range of primary data sources including the police SDR;
drug treatment services; General Practitioner notes; the Scottish Ambulance Service; pathology
reports; and prescribing data. For most NDRDD data items the key sources of information were
identical for all Health Board areas (the main data sources for NDRDD information are
described in Appendix 5). There was some local variability as to where certain data items were
recorded depending on local practice (for example, agency type for substitute prescribing).
Furthermore, some areas had access to a wider range of data sources.

3.2.4 Information Support, Data Entry and Data Transfer

ISD provided IT support to local areas for data collection through provision of an electronic data
spreadsheet for data collation. Data entry was assisted through useful drop down lists for
variables, front end validation and look up guidance notes. The ISD NDRDD Project Manager
led two workshops for local co-ordinators outlining the data collection process and highlighting
examples of good practice that were being used in areas such as Fife who already had well
developed DRD data collection protocols. ISD also provided continuous telephone advice
throughout.

Data transfer from each local area to ISD took place through the ‘Government Secure Internet’
(GSI) into a restricted secure mailbox. Data was then manually entered into a secure Oracle
database in ISD from which pseudo anonymised (i.e. personal identifiers removed) data were
extracted for analysis in SPSS.

3.3 Data Quality Assurance

In addition to front end validation built into the electronic spreadsheet used locally, the NDRD
Oracle database had been designed with front end validation including requirement of entry of
mandatory data items. As data entry was manual, a robust Quality Assurance process was in
place. A Data Query log was created (by local area) registering returns that were incomplete for
mandatory data items or that appeared anomalous. These Data Query logs were subsequently
sent to the Data Collection Co-ordinators to address and respond to. These records were
identified through an assigned ID number which was not person identifiable.

Each record was then matched to GROS death records and the GROS determined ICD10 code
assigned. These were then cross checked with the ICD10 codeset defining the NDRDD case
definition. Further investigation was undertaken of those deaths that were reported to the GROS
and which complied with the NDRDD case definition but for which a NDRDD record had not
been returned. Further details on this process can be found in Appendix 6.

3.4 Data Confidentiality and Information Governance

The NDRDD data collection form contains a number of personal identifiers (e.g. name, date of
birth; postcode of residence). These are collected in order that the NDRDD can be linked to
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other databases held at ISD such as the Scottish Drug Misuse Database (SDMD) which collects
data on those in drug treatment and Scottish Morbidity Records which collects information on
hospital admissions. This will enable a fuller picture to be described of those who have died a
drug related death. Full Privacy Advisory Committee approval for this linkage has been granted
(the PAC grants approval for data linkage requests for data held by National Services Scotland
and GROS).

The data are held in a secure firewall protected database at ISD. Access is limited to authorised
ISD personnel only. All ISD staff are aware of handling of confidential data and all sign the
‘Confidentiality Guidelines for ISD staff’. Although information on those who have died is not
directly covered by the Data Protection Act 1998, ISD considers such data to be protected by a
Duty of Confidence and that its confidentiality be protected. ISD produced the document ‘How
ISD’s National Drug Related Deaths Database Project Meets The 6 Caldicott Guardian
Principles’ which was disseminated to all local areas (see Appendix 7).
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4. RESULTS
4.1 The National Drug Related Deaths Database Cohort for 2009

A total of 465 records were returned to ISD for inclusion in the NDRDD for 2009. 33 of these did
not match the case definition so were excluded from analysis. After cross matching to the 545
GROS drug related deaths for 2009, there were 92 cases that appeared to have been within
scope for the NDRDD cohort but for which a NDRDD record was not returned. Many of these 92
deaths GROS had to classify as being due to events of undetermined intent (as it had not been
informed whether they were the result of accidents, assaults or acts of intentional self harm) but
were locally known (or strongly suspected) to be suicides and, as such, did not conform to the
NDRDD case definition. The final NDRDD cohort for analysis comprised of 432 cases on
which findings are reported. It should be noted that these figures (432) are not
synonymous with overall GROS national drug related deaths figures for 2009 (545) with
the findings only relating to a subset of the latter. Appendix 6 gives further explanation on
construction of the cohort and comparison to other national DRD reporting.

Multiple record sources were searched to complete each record. It is inevitable that, for a given
individual who has died, not all facts would be known. The NDRDD Project Manager at ISD and
the Data Collection Co-ordinators worked together extensively to ensure that the data quality
was as robust as possible. For example, this would clarify that if a question on the record was
answered as ‘unknown’ this was indeed the case. As such, there are very few data items that
are ‘missing’. In general, satisfactory information was received for the majority of data items with
the exception of the domain of Drug Use History.

It should be noted that reporting of findings is based on the number of cases where the
information was known with that number (n) stated both in the text and corresponding table.
Caution should therefore be used in interpretation as reported percentages do not always relate
to the cohort as a whole unless stated.

4.2 Sociodemographics
4.2.1 Geographical Area

Tables 1 and 2 show the numbers and crude mortality rates for NDRDD drug related deaths by
Council and Health Board areas respectively. For Council areas DRD crude mortality rates were
highest for Dundee City (0.20/1,000 population) and Glasgow City (0.18/1,000 population) and
lowest in the Orkney and Shetland Council areas (0.00/1,000 population). The Health Board
area with the highest DRD crude mortality rate was Greater Glasgow and Clyde (0.13/1,000
population) and the lowest rates were for the Orkney and Shetland Board areas (both
0.00/1,000 population).

4.2.2 Gender, Age and Ethnicity

The gender and age group breakdown of the NDRDD cohort are set out in Table 3. Over three
quarters of these were male (341, 78.9%). This is marginally higher than proportions reported in
other drug using populations in Scotland such as those entering drug treatment services in
2008/09 (71%) and from estimates of the prevalence of problematic drug users (opiates and
benzodiazepines) aged 15-64 years in 2006 (70%) [8, 9]. The median age at death for men in
the cohort was 35 years and for women it was 33 years (data not shown). The highest
proportions of deaths occurred in the 25-34 and 35-44 year age groups (35.7% and 36.6%
respectively), with similar patterns seen for both men and women (Figure 2). Of those whose
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ethnicity was known (425), 98.9% of the cohort was White (White Scottish and White Other)
with just over 1% reported as Other (Table 4).

Figure 2: NDRDD Drug Related Deaths by Age Group and Gender
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4.2.3 Deprivation

The Scottish Index of Multiple Deprivation (SIMD) classifies postcode areas on a scale of 1 to 5
with 1 being the least affluent. Deprivation status was known for nearly all the cohort (418,
96.8%). These were predominantly from deprived areas with over half (219, 52.4%) living in the
highest deprivation category (SIMD quintile 1) and only 13 (3.1%) from the lowest deprivation
category (Table 5) (Figure 3).

4.2.4 Employment Status
Employment status was known in 384 (88.9%) cases. Over three quarters of these (296, 77.1%)
were unemployed at the time of their death with a further 37 (9.6%) long term sick or disabled.

Only 42 (10.9%) were employed (paid or unpaid) and 4 (1.0%) in full time education or training.
Data was unknown for 48 (11.1%) of the cohort (Table 6).
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Figure 3: NDRDD Drug Related Deaths by SIMD Quintile Areas of Deprivation
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4.2.5 Marital Status and Living Arrangements

Marital status was known for 407 (94.2%) of all cases. Of these, three quarters (317, 77.9%)
were reported as single, separated, divorced or widowed at the time of their death. However,
almost 1in 5 (81, 19.9%) were in a long term relationship (married/civil partner/co-habiting)
(Table 7). For the 418 cases where it was known whom they were living with, nearly half (195,
46.7%) of those who died were reported as normally living alone. A similar proportion (200,
47.9%) had been living with their family, either their spouse or partner (98, 23.4%), parents (77,
18.4%) or other relatives (25, 6.0%). Some individuals were reported as normally living with
several different groups (Table 8). It was known where the individual was living at the time of
their death in nearly all cases (427). Most were reported as living at their own home (259,
60.7%) with a further 120 (28.1%) living either in relatives or friends accommodation. It is
difficult to be precise as to how many were without stable accommodation as several locations
could be reported for each individual. However, more than 1 in 10 (49, 11.5%) were reported as
having spent some time either living in a hostel or homeless accommodation, sleeping rough or
had no fixed abode (Table 9).

4.2.6 Children Under 16 years (Parents/ Parental Figure of and Living With)

It was known whether the deceased was a parent or a parental figure of children under 16 years
old in 408 (94.4%) cases. Of these, 259 (63.5 %) were reported as having no children with just
over one third (149, 36.5%) being parents or parental figures. In 421 cases it was known
whether they had children living with them (either their own or not). Of these 421, only 39 (9.3%)
were living with children under 16 years old at the time of their death. For the study population
where recorded, in 2009 a total of 254 children lost a parent or parental figure from a drug
related death and 59 children were living with a person who had died a drug related death at the
time of death (Table 10).
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Table 1: NDRDD Reported 2009 Drug Related Deaths (and DRD Crude Mortality Rate) by Council

Nlljjmber of Population1 Death Rate 'per
eaths 1,000 pop'n

Scotland 432 5,194,000 0.08
Aberdeen City 30 213,810 0.14
Aberdeenshire 8 243,510 0.03
Angus 10 110,250 0.09
Argyll & Bute 1 90,040 0.01
Clackmannanshire 2 50,540 0.04
Dumfries & Galloway 7 148,510 0.05
Dundee City 28 143,390 0.20
East Ayrshire 10 120,210 0.08
East Dunbartonshire 3 104,680 0.03
East Lothian 3 96,830 0.03
East Renfrewshire 5 89,240 0.06
Edinburgh, City of 39 477,660 0.08
Eilean Siar 2 26,180 0.08
Falkirk 6 152,480 0.04
Fife 24 363,460 0.07
Glasgow City 105 588,470 0.18
Highland 13 220,490 0.06
Inverclyde 6 80,210 0.07
Midlothian 7 80,810 0.09
Moray 3 87,660 0.03
North Ayrshire 17 135,510 0.13
North Lanarkshire 24 326,320 0.07
Orkney Islands - 19,960 -
Perth & Kinross 3 145,910 0.02
Renfrewshire 25 169,910 0.15
Scottish Borders 1 112,680 0.01
Shetland Islands - 22,210 -
South Ayrshire 5 111,440 0.04
South Lanarkshire 12 310,930 0.04
Stirling 4 88,740 0.05
West Dunbartonshire 13 90,920 0.14
West Lothian 16 171040 0.09

Source: NDRDD 2009 data
- Denotes (zero)

' GROS 2009 population data
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Table 2: NDRDD Reported 2009 Drug Related Deaths (and DRD Crude Mortality Rate) by NHS

Board
NHS Board Ngrggteh?f Population1 CR';gepZArf)ﬁgltl)tg
popn
Scotland 432 5,194,000 0.08
Ayrshire & Arran 32 367,160 0.09
Borders 1 112,680 0.01
Dumfries & Galloway 7 148,510 0.05
Fife 24 363,385 0.07
Forth Valley 12 291,383 0.04
Grampian 41 544,980 0.08
Greater Glasgow & Clyde 161 1,199,026 0.13
Highland 14 310,530 0.06
Lanarkshire 32 562,215 0.06
Lothian 65 826,231 0.08
Orkney - 19,960 -
Shetland - 22,210 -
Tayside 41 399,550 0.10
Western Isles 2 26,180 0.08

Source: NDRDD 2009 data
- Denotes (zero)

' GROS 2009 population data



Table 3: NDRDD Reported Frequency of Drug Related Deaths by Age and Gender

n = 432 for all deaths, 341 for males, 91 for females

All Deaths 432 100
Under 25 62 14.4
25-34 154 35.7
35-44 158 36.6
45-54 50 11.6
55 and over 8 1.9
Males 341 78.9
Females 91 211
Males

Under 25 42 12.3
25-34 123 36.1
35-44 128 37.5
45-54 41 12.0
55 and over 7 21
Females

Under 25 20 22.0
25-34 31 341
35-44 30 33.0
45-54 9 9.9
55 and over 1 1.1

Source: NDRDD 2009 data

Note: Due to rounding the percentages of ‘All Deaths’ within each age group may not add up to 100%.



Table 4: Drug Related Deaths by Ethnicity n =425

Ethnicity Ngg;’;rs“ %
White Scottish 401 94.4
White Other 19 4.5
Other 5 1.2
Total 425 100.0
Unknown 7 -

Source: NDRDD 2009 data
Note: Due to rounding percentages may not add up to 100%.

Table 5: Drug Related Deaths by SIMD Quintile Areas of Deprivation

n=418
o Number of 8
SIMD Quintile Deaths %

1 219 52.4
2 101 24.2
3 56 13.4
4 29 6.9
5 13 3.1
Total 418 100.0
Missing 14 -

Source: NDRDD 2009 data

! Scottish Index of Multiple Deprivation (SIMD) 2009 quintiles, where
quintile 1 is the most deprived and quintile 5 is the least deprived.

Note: Due to rounding percentages may not add up to 100%.

Table 6: Drug Related Deaths by Employment Status

n = 384
Employment Status Ngggt?:’;f %

Unemployed 296 771
Employed (paid/ unpaid) 42 10.9
Long term sick/ disabled 37 9.6
Full time education/ 4 1.0
training
Other 5 1.3
Total 384 100.0
Unknown 48 -

Source: NDRDD 2009 data
Note: Due to rounding percentages may not add up to 100%.
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Table 7: Drug Related Deaths by Marital Status

n =407
Marital Status N‘B’g;‘i?f %

Single 243 59.7
Married/ civil partner/ co-habiting 81 19.9
Separated 41 10.1
Bgﬁ;g?gr/m il;issolved Civil 26 6.4
Widowed/ Surviving civil partner 7 1.7
Other 9 2.2
Total 407 100.0
Unknown 25 -

Source: NDRDD 2009 data

Note: Due to rounding percentages may not add up to 100%.

Table 8: Whom the Deceased Was Living With At Time of Death

n=418
Living with Whom N;;“abtﬁ;?f %
Live alone 195 46.7
Live with spouse/ partner 98 234
Live with parents 77 18.4
Live with friends 34 8.1
Live with relatives 25 6.0
Live with Other® 49 1.7
Unknown 14 -

Source: NDRDD 2009 data

! The total number of cases is greater than the base of 418 because individuals may have been reported as living
with more than one type of person.

2 Other people that the deceased lived with include adult children and children under 16 years (see Table 10). A
considerable number of ‘Others’ are those the deceased lived with in places where many other people potentially
resided, for example in hostels, supported accommodation, hospital or prison.



Table 9: Drug Related Deaths by Where the Deceased Was Living At Time of Death

n =427
Living Where N;g‘;ﬁ;? f %

Living at Home 259 60.7
Living at Relatives 92 21.6
Living at Friends 28 6.6
Living at Hostel 25 59
ggquiﬁed Abode/ Sleeping 21 4.9
Supported accommodation 8 1.9
Homeless accommodation 3 0.7
Living Other? 24 5.6
Unknown 5 -

Source: NDRDD 2009 data
' The total number of cases is greater than the base of 428 because individuals
may have been reported as living at more than one location.

2 Other places where the deceased was living during the time period leading up to death were
prison (see Table 55), temporary residence, hospital, residential rehabilitation and offshore.

Table 10: Drug Related Deaths by Number of Children under 16 Years the Deceased was a Parent
or Parental Figure To' and Number of Children Under 16 Years That Lived With the Deceased

n =408 n =421

Ngr’:i‘lzf;:f % Children | Number with % with
Number of Children Thev Were They Were Children Living | Children Living

Yy Were | parents To' With Them With Them
Parents To

No children 259 63.5 382 90.7
1 child 74 18.1 22 52
2 children or more 75 18.4 17 4.0
Total With Children 149 36.5 39 9.3
Total Number of Children 254 - 59 -
Unknown 24 - 11 -

Source: NDRDD 2009 data

' Children that the deceased was considered as being a parent to included non-biological children that were the
deceased’s step children and non-biological children of a partner. It was often difficult for data collectors to ascertain
whether the deceased was a parent to any non-biological children that did not live with them.
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4.3 Drug Use History
4.3.1 Known Drug Use by Length of Time of Use

376 of the cohort (87.0%) were known (i.e. recorded in any data source as having been known
to anyone) as users of illicit drugs (data not shown). For 316 of these cases, length of time of
drug use was recorded. Of these, 7 (2.3%) were thought to have been a user for a year or less.
The majority (258, 81.6%) had been known users for over 5 years with 55 (17.4%) having been
known to be a user for over 20 years. The length of time of drug use was uncertain for 60
(16.0%) of known drug users (Table 11).

4.3.2 Known Intravenous Drug Use by Length of Time of Use

Of the 376 known drug users, it was recorded whether they were users of intravenous (V)
drugs in 334 cases with 232 (69.5%) of these having been so. Intravenous drug use was
unknown in 42 cases (11.2%). Of the 232 cases where IV use was known, length of use was
known for 164 cases. Of these 164 cases, the majority (115, 70.1%) had been known to have
used IV drugs for over 5 years though length of time of IV use was uncertain for 68 (29.3%) of
known IV drug users (Tables 12 and 13).

4.3.3 Drug Use in the Past Month by Drug Type

Of the 316 cases where type of drug use in the last month was known, heroin was the most
commonly reported drug type in 191 cases (60.4%) followed by diazepam in 124 cases (39.2%)
and cannabis in 82 cases (26.0%). lllicit methadone was only reported for 18 cases (5.7%).
However, the type of drug used in the month prior to death was unknown in 116 (26.9%) of all
cases. Of the 191 cases who had reported use of heroin in the month prior to death, frequency
of use was recorded for 89 cases. Of these, over two thirds (62, 69.7%) were daily users
(although frequency of use was unknown for over half (102, 53.4%) of these 191 cases) (Tables
14 and 15).

4.3.4 Drug Detoxification in the Past 12 Months by Length of Time

Of all 432 cases, it was recorded whether they had undergone drug detoxification or not in the
previous 12 months in 375 (86.8%) of cases. Of these 375, 324 (86.4%) were reported as not
having undergone drug detoxification with only 51 (13.6%) having done so. Detoxification status
was unknown for 57 cases. For the 51 cases who had undergone detoxification, length of time
since detoxification was known for 50 cases. Of these, just over half (26, 52.0%) had undergone
detoxification in the 3 months prior to death (Tables 16 and 17).

4.3.5 Overdose History by Length of Time

For 205 cases, it was known that they had experienced at least one overdose prior to their
death. The number of overdoses experienced was known for 194 (94.6%). Of these 194 cases,
33 (17.0%) had experienced 5 or more overdoses (Table 18). Of all those who had overdosed
(205), the length of time since the last overdose was known for 190 cases. Of these 190 cases,
62 (32.6%) had experienced this within 6 months prior to death (Table 19).
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Table 11: Months/Years Known to be a Drug User Prior to Death'

n=2316
Months/Years N;g:iﬁ;? f %

Under 6 months 4 1.3
6 to 12 months 3 1.0
12 months to 5 years 51 16.1
51to 10 years 85 26.9
10 to 20 years 118 37.3
Over 20 years 55 17.4
Total 316 100.0
Unknown 60 -

Source: NDRDD 2009 data
! Of those who were known drug users.

Note: Due to rounding percentages may not add up to 100%.

Table 12: Number of Known Intravenous Drug Users Prior to Death’

n =334

Known IV Drug Users NB::;{E;? J %
Yes 232 69.5
No 102 30.5
Total 334 100.0
Unknown 42 -

Source: NDRDD 2009 data
! Of those who were known drug users.

Note: Due to rounding percentages may not add up to 100%.



Table 13: Number of Months/Years Known to be an Intravenous Drug User

n=164
Number of Mon