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Overview 
Both the full report and this Executive Summary have been commissioned by the Scottish 
Recovery Consortium, which also set up a project advisory group to oversee the process.  

In 2010, Professor David Best led a review of the evidence base for the recovery, commissioned 
by the Scottish Government. Recovery research, policy, and practice have changed significantly 
since then. In this summary report (and the full report it is based on), ten key areas of innovation 
are presented, drawing attention, where possible, to Scottish contributions to knowledge.  

What is apparent is that the breadth of recovery research is greater than its depth, creating a 
rich map with many uncharted territories. What is included is a synthesis, backed by a 
systematic process, of ten ‘golden threads’, and resulting conclusion and recommendations. 
The review sought to answer the following question: What recovery research has been 
undertaken that is relevant to a Scottish context between 2010 and 2025?  

This information was gathered primarily by searching several databases (Google Scholar, 
PsycINFO, PubMed, Scopus, Web of Science); search terms included ‘recovery’, ‘Scotland’, 
‘Scottish’, and ‘published between 2010 and 2025’. With these considerations in mind, the 
review used a secondary source of information (e.g., Public Health Scotland [PHS]) and 
recovery-related third-sector organisations (e.g., SRC) between 2010 and 2025, sourced by the 
project and supplemented by the SRC; additional resources identified by 12 recovery research 
experts, each asked to list 5-10 papers they felt had had the greatest impact in advancing 
recovery science; unpublished papers and reports identified by a UK-wide expert research 
group produced in Scotland between 2010 and 2025. 

This was a rapid review (3 months) designed to identify innovations and successes in recovery 
research globally and to assess the extent to which these have been successfully adapted and 
implemented in the Scottish context. This may lead to biases of inclusion and limitations in 
interpretation in generating the ten ‘golden threads’ synthesised by the research team: 
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The 10 Golden Threads of Recovery Research 2010-2025 

Golden thread 1: Growth in recovery research and the evidence base on 
prevalence, pathways, and outcomes 

In 2010, the total volume of recovery research was limited, and its geographic scope was largely 
confined to English-speaking countries, especially the United States. The predominance of US 
research remains, particularly through the work of the Recovery Research Institute 
(www.recoveryanswers.org) and the Lighthouse Institute (Lighthouse Institute/Chestnut Health 
Systems).  

The key areas of growth for recovery research have been around: 

• Prevalence of recovery: Kelly and colleagues’ (2017) survey of 39,809 people, of whom 
1,995 had resolved an alcohol or drug (AOD) problem, indicated a prevalence of having 
resolved an AOD problem of 9.1%. 

• The diversity of pathways available for achieving recovery, including peer-based mutual 
aid (MA) and online support. 

• The effectiveness of recovery support services and systems, Day et al. (2024), have 
synthesised the evidence on recovery support systems for a UK audience.  

• The growth in options around the measurement of recovery. 

• The importance of social networks and recovery communities. 

While some of this research has been in the UK, Scotland-specific research is more 
limited. 

Day et al. (2024): 5% (102 of 2,061) of individuals reported a lifetime resolution of an AOD 
problem (5 were residents of Scotland). Those who were successful were typically white and 
male, aged 25-49 years, working and living with family or relatives. More than half had resolved 
their AOD problem with no assistance from treatment or recovery support, 26% had received 
professional treatment, 23% recovery support and 30% some form of mutual aid. 

Best et al. (2015) published the UK Life in Recovery Survey 2015, based on 802 completions 
(3.4% (n = 27) from Scotland). The UK survey showed the benefits of transitioning from 
addiction to recovery across health, families, community, finances and wellbeing domains. The 
UK study concluded that “the transition from active addiction to recovery has multiple benefits 
for even the most vulnerable populations. The longer recovery can be sustained, the more the 
benefits are accrued to the individual, “their families and their communities” (Best et al., 2015, 
p. 37).  

ERANID REC-PATH (Best et al., 2018; Martinelli et al., 2023) was conducted in the UK (including 
Scotland), Belgium and the Netherlands, resulting in a sample of 722 problem drug users in 
recovery (377 were successfully followed for two years); participants were selected from early 
(0-1 years), sustained (1-5 years) and stable (5 years +) stages of recovery. After the first year, 
the rate of use of illicit substances was 19%, whereas in the second year (the year of lockdown), 
the rate was 15%. At the first-year follow-up, not having psychosocial support at baseline and 
negative life events were associated with relapse; in the second year, relapse was associated 
with lower commitment to sobriety and lack of psychosocial support. Using the same dataset, 
Roxburgh et al. (2023) highlighted the importance of social networks, including other people in 
recovery.  

http://www.recoveryanswers.org/
https://chestnut.org/li
https://chestnut.org/li
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Golden thread 2: Recovery support services  

Day and colleagues (2024) reviewed the evidence for recovery support services, finding that 
there was supportive evidence for:  

• Recovery housing 

• Collegiate recovery programmes and recovery academies 

• Specialist Recovery Support Services (Lived Experience Recovery Organisations 
[LEROs]) 

• Continuing care and recovery check-ups  

• Recovery-friendly workplace initiatives  

• Online recovery support groups 

Generally, the UK is making some progress with Collegiate Recovery Programmes, the College 
of Lived Experience Recovery Organisations (CLERO) and the emergence of a range of online 
recovery support programmes. There is limited published evidence on the emergence, 
implementation and outcomes of these six domains in Scotland, indicating a clear evidence 
gap.  

Golden thread 3: Expanding evidence on the diversity of mutual aid groups 
(particularly 12-step) and their mechanisms of action 

While the evidence base around the effectiveness of mutual aid groups was already building, 
this has continued in terms of both quality of evidence and diversity of mutual aid groups shown 
to be effective, and for multiple populations (e.g., the series of PAL studies by Zemore et al., 
[2018], have shown ‘second wave’ mutual aid activities such as SMART Recovery and Women 
for Sobriety to be as effective as 12-step). Further, in a Cochrane review of the effectiveness of 
Alcoholics Anonymous (AA) and related programmes, based on 27 studies, Kelly et al. (2020) 
found that: 

• Manualised 12-step interventions usually produced higher rates of continuous 
abstinence than the other established treatments investigated. 

• AA may be superior to other treatments for increasing the percentage of days of 
abstinence, particularly in the longer term. 

• 4 of 5 economic studies found substantial cost-saving benefits for AA, indicating that AA 
interventions probably reduce healthcare costs substantially. 

Kelly (2016) asserted that 25 years of research have shown that AA and professionally directed 
treatments designed to stimulate participation specifically in AA (i.e., ‘Twelve-Step Facilitation’ 
[TSF]) are efficacious and cost-effective interventions. However, Kelly challenged the original 
theory that the way the 12-step programme worked was through a ‘spiritual awakening’, finding 
that this was the case for only a minority of people, with the primary mechanisms of action 
being: 

1. Change people’s social networks in support of abstinence and recovery. 

2. Boost abstinence self-efficacy and improve recovery coping skills.  

3. Help individuals to maintain recovery motivation over time. 

There is a growing (and supportive) evidence base around other 12-step fellowships 
(particularly Narcotics Anonymous [NA]) and about other non-12-step mutual aid groups.  
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Golden thread 4: Emergence of online mutual aid and digital recovery 
supports 

One major change in the provision of mutual aid and other therapeutic supports has been the 
rise of online groups, driven in part by advances in technology and digital literacy. These are 
resources that may be particularly important for remote and rural communities and for 
individuals with high levels of social anxiety or who are prevented from attending in-person, 
face-to-face groups because of carer responsibilities, financial restrictions and stigma.  

Timko et al. (2022) studied 647 individuals in recovery from alcohol problems, surveyed three 
times over a year. Participants in online recovery support groups were typically younger, female 
and individuals with low levels of abstinence self-efficacy (AS-E). However, there were no clear 
effects in the relationship between online meeting attendance and recovery outcomes. This is 
particularly important, as it may suggest that individuals can select their own programmes of 
online and face-to-face support without necessarily compromising on effectiveness. 

Discussing the Timko et al. (2022) study, the Recovery Research Institute (RRI; 2025) concluded 
that “there are potential disadvantages to attending online meetings solely. Active involvement 
in meetings — such as getting a sponsor, socialising with other people in recovery outside of 
meetings, or joining a home group — generally results in better substance-related 
outcomes than meeting attendance alone. Developing these types of supportive connections 
may be more difficult online. The benefits of mutual-aid meetings are, in large part, explained 
by peer-to-peer social interaction” (RRI, 2025). While the evidence on outcomes remains 
limited, the use of phone apps, websites, online forums, and chatrooms has huge potential to 
tailor personalised help-seeking, particularly where there are high levels of stigma associated 
with specialist treatment services. 

Golden thread 5: The critical role of peers and lived experience as carriers 
of the contagion of recovery and in building social and community recovery 
capital 

There is growing evidence around the centrality of lived experience in recovery-based support. 
Outlining unequivocally evidenced components of the recovery endeavour, Humphreys and 
Lembke (2014) identified three core interventions: 

1. Recovery housing (in particular Oxford Houses) 

2. Mutual aid peer support groups 

3. Peer-delivered recovery interventions  

All three interventions highlight the central role of peers as agents of change. In Scottish 
research conducted in Glasgow, Best and colleagues (2011) demonstrated the importance of 
spending time with others in recovery as an essential element (alongside engaging in 
meaningful activities) for generating positive wellbeing and quality of life. There is also emerging 
evidence on the importance of recovery coaching (Eddie et al., 2025), suggesting that specific 
transferable skills can enhance the effectiveness of generic peer support.  

Golden thread 6: Recovery capital as a strengths-based metric for 
individual change and programme effectiveness 

Recovery capital is a strength-based metric designed to capture the breadth and depth of 
internal and external resources available to support the individual on their recovery journey 
(Cloud and Granfield, 2008; Granfield and Cloud, 2025). The metric enables measurement of 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7532989/%23bb0205
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3242865/
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post-acute well-being and strengths. It is therefore more effective at measuring the impact of 
rehabilitative approaches such as residential rehabilitation, day programmes, and peer 
recovery services than traditional deficit-reduction measurement tools.  

The emergence of a new field of recovery capital measurement has been reviewed by a team 
from the University of Dundee (Bunaciu et al, 2024). This includes two scales developed in 
Scotland — in partnership with the Lothians and Edinburgh Abstinence Programme (LEAP), 
Groshkova et al. (2013) published the Assessment of Recovery Capital (ARC), and a year later, 
Burns and Marks (2013) published the Recovery Capital Questionnaire (RCQ). The expansion of 
both theory and practice in this area has continued internationally throughout this review 
period (Best and Hennessy, 2022, 2025). In Scotland, published implementation and 
application of these measures appear more limited, despite their potential value for strengths-
based recovery care planning and outcome monitoring (Cano et al., 2017). 

Golden thread 7: Equity, inclusion, and intersectionality 

There is an over-reliance on recovery research based on predominantly white, male 
populations; more research is needed into women, young people, minority ethnic 
communities, LGBTQIA+ communities, veterans and other diverse populations.  

Evidence from the past 15 years (2010–2025) highlights that complex social, psychological, and 
contextual factors, including histories of trauma, caregiving responsibilities and stigma, 
influence women’s substance use trajectories. Recovery is shaped not only by these barriers 
but also by protective factors such as supportive family relationships, peer networks and 
engagement in meaningful activities (Abreu Minero et al., 2022; Nisic et al., 2025; Neale et al., 
2014; Best et al., 2015). What is clear is that there are differences in recovery patterns by 
gender. 

Nisic et al. (2025) engaged 17 women from the UK, Sweden, and the Balkans using the 
Photovoice method. They concluded that women’s recovery is shaped by gendered 
experiences, with supportive relationships and culturally sensitive services emerging as key 
enablers. Shaw (2023) explored mid-life and older women in Scotland and North-East England, 
emphasising the importance of social connection, belonging, and stability in sustaining 
recovery, and how women’s needs evolve across the life course.  

In a review for the SRC, Nugent’s (2025) Rapid Review synthesised 45 papers that highlighted 
how trauma, abuse, and domestic violence shape substance use trajectories and identified 
multiple barriers to recovery, including fear of child removal, stigma, and scarcity of women-
only support. Supportive family networks, stable housing, and peer relationships emerged as 
protective factors, enabling resilience, engagement with services, and sustained recovery.  

For young people, Hennessy (2017) reviewed 18 studies on adolescent recovery capital, finding 
that limited personal and social resources can hinder recovery, while supportive family 
relationships, school engagement, and prosocial peer networks were critical for positive 
outcomes. Hennessy et al. (2018) also emphasised that sustained recovery extends beyond 
treatment, relying on post-treatment supports such as peer networks, active family 
engagement, and successful reintegration into school or community. In Scotland, SALSUS 
surveys (Scottish Government, 2021) indicate overall declines in substance use among 13- and 
15-year-olds, while community and family contexts continue to influence risk. Practitioner and 
youth perspectives collected by the Centre for Youth & Criminal Justice (Kelly, 2019) link 
substance use with educational disengagement and offending. Peer-reviewed studies 
specifically addressing adolescent recovery in Scotland remain scarce, underscoring the need 
for research that captures young people’s recovery trajectories and support needs. 
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While substance use and recovery among older adults have received less research attention, 
emerging evidence highlights their distinctive needs and recovery trajectories. Older adults 
encounter unique barriers to care, including the cumulative effects of long-term substance use, 
co-occurring chronic physical and mental health conditions, and social isolation (Carew & 
Comiskey, 2018). McInerney et al. (2022) reviewed 26 studies on late-onset problem drinkers, 
identifying retirement, bereavement, loneliness, and boredom as prevalent risk factors. Women 
were more likely to develop late-onset drinking problems but showed higher treatment 
compliance. Recovery outcomes were influenced by social connection and access to 
meaningful activity. Shaw’s (2023) in-depth study of midlife and older women in recovery in 
Scotland showed that rebuilding connections, redefining relationships, and fostering a sense of 
belonging and purpose are central to successful recovery.  

There is also a growing awareness of the different recovery pathways and support needs of 
populations across ethnicities and cultures. A review by Hennessy et al. (2021) emphasised 
that trauma, displacement, and relational supports shape recovery trajectories, while culturally 
sensitive services are often insufficient. In England, Shahid and Best (2024) conducted 
qualitative interviews with three women from different ethnic backgrounds, identifying stigma, 
family pressures, and difficulties engaging with mainstream services. Facilitators included 
supportive relationships, a sense of belonging, and access to culturally relevant community 
resources. 

The last study also highlights the importance of intersectionality in developing recovery models 
and interventions for diverse groups and populations, and this remains a major gap, not only in 
Scotland but also globally. Other key factors that need to be addressed in research and 
practice around recovery include sexual identity, rurality and veteran status. 

Golden thread 8: Shaping social and community conditions to support 
recovery capital growth 

A recovery capital framework recognises that the resources necessary to support recovery are 
not only internal but also external, such that recovery capital growth is predicated on two 
factors: 

1. The resources an individual can draw on   

2. The conditions in the environment that make such resources accessible  

Such resources are not equally accessible to people in the same community, and there may 
well be factors associated with gender, age, ethnicity, sexual identity, or deprivation that 
increase or decrease the likelihood of accessing them.  

Ashford and colleagues’ (2019) recovery-ready ecosystem used a social-ecological systems 
approach to focus on the natural contexts in which individuals live, comprising four interacting 
systems: Individual and interpersonal levels; Community level; Institutional level; Policy level. 
The underlying assumption is that contextual factors can be shaped and influenced by policy 
and practice.   

The Substance Abuse and Mental Health Services Administration (SAMHSA; 2024) has defined 
the recovery ecosystem approach as “a holistic, evidence-based model adopting principles of 
public health and whole health, that creates an environment in which people are empowered 
by providing all the necessary tools, services, and supports to sustain their chosen path to 
recovery” (SAMHSA, 2024, p. 7). Van Os et al. (2023) argued that a recovery ecosystem model 
provides a population-based approach to reducing stigma, promoting resilience, and elevating 
community-based recovery. Core services and supports in an ecosystem include social 
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interventions, social supports and public campaigns. Interventions and services are primarily 
community-based. 

These models shift focus from individuals to a public health approach: moving recovery from 
‘aftercare’ to systemic efforts to change community conditions to support recovery and reduce 
harm, with recovery framed as community engagement that supports prevention and early 
intervention as well as post-acute treatment support.  

Golden thread 9: Growth of recovery systems and ecosystem models 
(ROSC, recovery ecosystems and inclusive recovery cities) 

This was originally framed in the language of a Recovery Oriented System of Care (White, 2008; 
Sheedy and Whitter, 2013; Kelly and White, 2011), based on the idea that there were multiple 
pathways to recovery, that an effective system supporting recovery needed to accommodate 
cultural and individual needs, that there needed to be continuity of care, and delivery across 
multiple partners (including criminal justice, primary care and mental health).  

Ashford et al.’s (2019) Recovery Ecosystems model incorporates the essential elements of an 
effective recovery model, including recovery centres and recovery-friendly workplaces. This 
model has been extended by Witkiewitz and Tucker (2025), who suggest that community factors 
play a significant role in the effectiveness of recovery endeavours. In the model, the availability 
of recovery support in communities (such as recovery hubs, community centres, mutual aid 
meetings, and recovery events and activities) shapes the community. In England, this is evident 
in the emergence of the College of Lived Experience Recovery Organisations (CLERO) and 
Inclusive Recovery Cities (Best & Colman, 2019; Best et al., 2025), but their impact in Scotland 
has been limited.  

Golden thread 10: Recovery policy diffusion and Scotland’s policy 
innovation, with limited evaluation evidence 
Scotland has embraced recovery policy since the publication of “The Road to Recovery: A New 
Approach to Tackling Scotland's Drug Problem” (Scottish Government, 2008). Ten years later, 
another recovery-focussed Scottish Government policy report was published, ‘Rights, Respect and 
Recovery’ (RRR; Scottish Government, 2018). Taking a “Human Rights-based” approach, the RRR 
policy viewed recovery through a holistic lens, one in which individuals “are fully supported in 
communities to find their own type of recovery” (p. 5). The RRR strategy was followed by the 
National Mission (Scottish Government, 2022), introduced to address drug deaths and drug harms. 
More recently, a private members’ Bill, the ‘Right to Addiction Recovery (Scotland) Bill’ (The Scottish 
Parliament, 2024), was rejected at Stage 1 of the parliamentary process.  

There are currently two significant initiatives. The first of these is the ‘Human Rights Bill for Scotland’ 
(Scottish Government, 2025a), which has implications for how public services are designed and 
delivered in Scotland (Scottish Government, 2025b); it is anticipated that the Bill will be introduced 
after the 2026 parliamentary elections (depending on the outcome). The second initiative is the 
‘Charter of Rights for People Affected by Substance Use’ (National Collaborative, 2024), which 
asserts that every individual is entitled to have their human rights upheld and respected, including 
family members who also need to recover from the trauma of addiction. 

In January 2021, the First Minister announced the National Mission (Scottish Government, 2022) to 
reduce drug-related deaths and harm, and appointed a Minister for Drugs Policy to implement it. 
£250 million, over the five-year life of the Parliament (2021-26), was ring-fenced for the policy, and it 
is reasonable to assume that this will be reviewed in 2026. Two years after the National Mission was 
introduced, the Scottish Government published “A Caring, Compassionate and Human Rights 
Informed Drug Policy for Scotland” (Scottish Government, 2023) to report on the policy's 
implementation and to outline “what a progressive, evidence-based policy would look like” (p. 1). 
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The RRR strategy and the National Mission recognise the importance of residential rehabilitation, 
and there is now a foundation for building an evidence base about rehabilitation and recovery in 
Scotland.  

The two key influences on recent drug and alcohol policy in Scotland have been the impact of 
COVID-19 and the persistently high rates of substance-related mortality. These factors may have 
reduced policy momentum around recovery and shifted the policy and practice focus from recovery 
to treatment. They may also have contributed to fewer recovery-focused evaluations being 
commissioned or published during this period.  

Overview:  
The growth of recovery research over the last 15 years has been dramatic and is gradually spreading 
beyond the US to other regions and countries. Yet, despite Scotland’s innovations in recovery policy, 
this has not translated into either evaluation or research on recovery policy, or into wider research 
on any of the ten domains outlined above. There is no question that Scotland has a thriving recovery 
sector that could enable the establishment of a strong, evidence-based recovery agenda, and the 
recommendations below are designed to trigger discussion and consultation to systematically and 
inclusively build a recovery research and evidence agenda.  
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Recommendations for the Scottish Recovery Consortium 
Evidence-to-Practice  

1. Develop a partnership with the Drugs Research Network for Scotland (DRNS) to support 
a recovery research programme for Scotland. 

2. Create a research advisory group for the SRC.  

3. Create an SRC Patient and Public Involvement (PPI) committee to provide lived/living 
experience oversight and support for recovery research. 

4. Create a Lived Experience Recovery Organisation (LERO) network committed to routine 
data collection to promote evidence-informed recovery practice in Scotland, including 
strengths-based outcome monitoring using a recovery capital framework. 

5. Offer accredited research training to recovery communities across Scotland, 
coordinated through SRC. 

6. Undertake an audit of mutual aid provision in Scotland and identify links to LEROs and 
other local recovery infrastructure. This should also involve assessing the links between 
specialist treatment and recovery communities (including mutual aid groups). 

7. Create a forum for recovery innovations across Scotland (e.g., collegiate recovery 
programmes and recovery housing), with a focus on shared learning and evaluation. 

8. Create a joint forum with Scottish Families Affected by Alcohol & Drugs (SFAD) to 
champion and generate evidence around family-based recovery innovations.  

9. Undertake a national Asset-Based Community Development (ABCD) programme to 
identify champions and leads for recovery support and innovation networks for under-
represented groups (e.g., women, BAME populations, young people, LGBTQIA+ groups, 
older people). 

10. Publish and disseminate an annual audit of recovery innovations, partnerships and 
evidence in Scotland, and share this with the Scottish Government. 

11. Ensure recovery-focused research is reflected in any future national research strategy 
underpinning policy in Scotland relating to alcohol and drug harm. 

12. Make this learning accessible to LEROs, recovery communities and Scotland-wide 
partners to facilitate discussion across Scotland.     

 


