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Scottish Recovery Consortium 
 
The Vision of the Scottish Recovery Consortium (SRC) is of a Scotland where recovery thrives 
and lived experience is valued. 
 
Our Mission is to support, represent and connect recovery in all its forms. 
We are guided by the following Values: 
 

• Empowerment: We support each other to realise our rights, worth, potential and 
recovery. 

• Respect: We value diversity and the many paths to recovery.  

• Integrity:  We work in an open, honest and transparent way in everything we do.  

• Optimism: We believe and celebrate that recovery is achievable for all. 

 
The following Principles inform our actions: 
 
To support: We promote and support opportunities for individuals and communities to recover 
through training, education and development, based on lived experience and the best available 
evidence. 
 
To represent: We value the expertise of people with lived experience, and we work together in 
order to represent their views. 
 
To connect: We build connections and relationships with individuals, communities and 
partners to achieve a shared purpose.  
 
SRC is engaged in a continuous collaborative discussion with people with lived experience 
about recovery and how to support that. In preparing our response to the current version of the 
Right to Addiction Recovery Bill, SRC has prioritised the perspectives of people with lived 
experience, holding one online and three face to face consultation sessions1 to achieve this. 
The lived experience groups wished the drafters of the Bill to know that they recognise that we 
all wish to make improvements to support recovery, and their comments are intended to be 
constructive and helpful for the Committee. They asked SRC to emphasise the following: 
 

• Recovery has to be personal, as well as community-based, emphasising individual 
responsibility, connection, as well as supportive environments. This broad approach is 
lacking in the Bill, as currently drafted.  

• Although it might seem positive to state that certain rights would be enshrined in law, by 
not including some well-evidenced effective practice, we are concerned and worried 
that this Bill might cause more harm than good. Our suggestions for improvement would 
include focussing more on effective and well-evidenced practices, with a human rights 

 
1 Online with Lived Experience Recovery Organisations (LEROs), 29th October 2024; Face to face 
in Kilmarnock, 4th November 2024 (23 attendees), Aberdeen, 8th November 2024 (21 attendees) 
and Dundee, 25th November 2024 (18 attendees). Supported by independent consultant Dr Eric 
Carlin, University of Edinburgh, formerly WHO Alcohol Coordinator, Ex-Director of SHAAP and 
former ACMD member.   
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approach that emphasises joint decision-making, and expressed with more inclusive 
definitions and language.  

 
If this Bill is to proceed, it needs to emphasise the following: 
 

Addressing Imbalances of Power: 
Service users must have a full and central role in “treatment” decisions and  
“professionals’” authority must be balanced with service user autonomy. 
 
Alignment with Existing Standards: 
There must be alignment with MAT standards to ensure timely, trauma-informed, and 
accessible care that supports a range of recovery options. 
 
Incorporating a Human-Rights-Based Approach: 
There needs to be an emphasis on human-rights principles, ensuring equity, inclusivity, 
and dignity for all individuals, and aligning with the forthcoming Charter of Rights. 
 
Inclusive Drafting Process: 
Next steps need to include the voices of people with lived and living experiences of 
substance use and recovery, collaborating with a range of advocacy organisations, 
families, and service providers to ensure the Bill reflects real-world needs. 

 
SRC has reported back to participants in the consultations on what we heard and understood. 
We will make public this document, which, as well as drawing on lived experience testimonies, 
is based on evidence from academic literature, relevant guidance and SRC’s experience from 
its years of work. 
 
The call for written evidence includes eight questions and we have structured our response to 
match these, so as to enable analysis and comparison with other feedback received: 
 

1. The Bill focuses on drugs and alcohol addiction. Do you agree or disagree with the purpose 
and extent of the Bill? 
 
In our view, it is unhelpful to set this as a multiple-choice question  as it is ambiguous. SRC 
certainly welcomes any purpose of supporting recovery, but we have concerns about many 
aspects of the Bill as it is currently drafted. 
 
SRC supports all efforts to address the public health problems in Scotland related to alcohol 
and drug use, which cause harms to individuals, families and communities, as well as 
preventable early mortality, with severest impacts in communities who experience multiple 
forms of disadvantage, including economic and health inequalities. 
 
SRC strongly welcomes the purpose of the newly published (December 2024) National 
Collaborative Charter of Rights2: 
 

• Support people affected by substance use to realise the human rights which belong to 
them. 

 
2 National Collaborative (2024) “Charter of Rights for people Affected by Substance Use 2024” 

https://www.alliance-scotland.org.uk/blog/resources/final-charter-of-right-for-people-affected-by-substance-use/
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• Support service providers to understand how to implement the human rights which 
belong to people affected by substance use. 

• Shift the power and change the culture from criminalisation and stigma towards public 
health and human rights… the so-called “undeserving” coming to see themselves as 
“rights-holders” and the service providers better understanding what their role may be 
as “duty bearers”. 

 
In contrast, in our view, the focus and extent of the Right to Addiction Recovery Bill is too 
narrow. Although Section one is titled “Right to recovery”, recovery is neither mentioned nor 
defined thereafter. Section 1(1) and 1(20) clearly lay out that the focus is on “persons addicted 
to drugs or alcohol” and having been “diagnosed as having a drug or alcohol addiction” by a 
“relevant health professional”.  
 
According to WHO3, addiction is a chronic disease that “affects a person’s brain and changes 
their behaviour so that they act in a way that harms them”, caused by “interaction between a 
person’s biology and their environment” and, importantly, it is not related to being weak or 
immoral. However, many people who use substances, legal and illegal, experience problems 
that affect themselves and others, would not identify with this experience of “addiction”. It 
would be far more useful to follow WHO’s practice of focussing on support for people with 
“substance use disorders” and/or “alcohol use disorders”4 for situations where interventions 
might be helpful to support recovery.  
 
Systems of support for recovery also need to be conceptualised broadly and need to focus on 
more than “addiction”. UNODC and WHO define recovery as  
 

“a continuum process and experience through which individuals, families, and 
communities utilize internal and external resources to address substance use disorders, 
actively manage their continued vulnerability to such disorders, and develop a healthy, 
productive and meaningful life” (Adapted from (White, 2007)). In this model, recovery is 
an ultimate goal at every stage of the treatment continuum, at every stage of the disorder 
and across a variety of settings (see Table 1): from low threshold outreach services to 
intensive inpatient or residential treatment. Patients may require different services and 
interventions at different points in their recovery journey, and it is important to ensure the 
continuity of treatment and care services and recovery management.”5  

 
Best and Ivers6 (2022) frame recovery in a way that aligns broadly with the views of the people 
SRC consulted through the process of preparing this response: with this framing, recovery is 
based on an individualised and personalised journey of change and growth that is socially 
supported and mediated and contextually bound in terms of community resources and assets 
(as well as barriers and challenges in the local community). In both mental health and 
addictions, this concept is underpinned by a strong and growing evidence base, so that 
arguments for recovery have shifted away from away from simplistic dichotomies involving 
abstinence and even temperance to universal issues around belonging, wellbeing and quality of 

 
3 World Health Organization (2019) “Addiction” 
4 https://iris.who.int/bitstream/handle/10665/352202/WHOEMMNH213E-eng.pdf?sequence=1&isAllowed=y  
5 World Health Organization and United Nations Office on Drugs and Crime (2020) “International standards for 
the treatment of drug use disorders: revised edition incorporating results of field-testing” 
6 Best, D. & Ivers, J. (2022) “Inkspots and ice cream cones: a model of recovery contagion and growth”, 
Addiction Research & Theory, 30:3, 1pp. 55-161 

https://iris.who.int/bitstream/handle/10665/352202/WHOEMMNH213E-eng.pdf?sequence=1&isAllowed=y
https://iris.who.int/bitstream/handle/10665/352202/WHOEMMNH213E-eng.pdf?sequence=1&isAllowed=y
https://www.unodc.org/documents/drug-prevention-and-treatment/UNODC-WHO_International_Standards_Treatment_Drug_Use_Disorders_April_2020.pdf
https://www.unodc.org/documents/drug-prevention-and-treatment/UNODC-WHO_International_Standards_Treatment_Drug_Use_Disorders_April_2020.pdf
https://www.tandfonline.com/doi/full/10.1080/16066359.2021.1986699
https://www.tandfonline.com/doi/full/10.1080/16066359.2021.1986699
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life.  
 
Supporting this approach, the following summarises views that people with lived experience 
expressed during SRC’s consultation process on what recovery means. They emphasised its 
social contexts, how it is achieved, the impacts on and benefits for individuals and people 
around them, as well as wider society. In a recovery-oriented system, on their recovery 
journeys, which can be long and complicated, people gain: 
 

• Personal growth, with opportunities to reflect on and understand self and to become a 
better, healthier person 

• Choice and opportunities, through guidance and practical support, including access to 
benefits, food and funding, as well as treatment, to learn and pursue and enjoy positive 
life options 

• The joy of becoming an asset in society, being needed, holding responsibility and 
accountability for actions they take, including where possible, getting back to work 

• An ability to shift from isolation to connection and fellowship, building and sustaining 
trusting relationships and using their own experience to help others 

• Freedom from shame and stigma, physical and mental struggles, feeling that everything 
and everyone is against you, substance use which makes all of this worse.  

 
Drawing on their lived experience, people told SRC that they understood the “right to addiction 
recovery” somewhat differently from how it seems to be framed in this Bill at present: 
 

• “Recovery” and “addiction” are terms that can carry a range of meanings. Often the 
term “addiction” is not useful for describing a substance use disorder; not everyone 
who seeks and/or needs help will identify with it and it would currently be rare to 
diagnose someone as “addicted”. However, for those for whom Twelve Step 
Fellowships (such as Narcotics Anonymous or Alcoholics Anonymous) provide vital 
support for recovery, it is often used. 

• People’s definitions of recovery often reverberated around issues of regaining social 
networks and a sense of place and identity in a positive, forward-looking way, rather 
than being defined in relation to the mental health condition of “addiction”. By linking 
the two, the former concept- recovery – acquires a more limited and potentially less 
ambitious and optimistic meaning.     

• Recovery discussions and actions should not be limited to abstinence; treatment 
options should be flexible, individualised and planned over a long period, including 
taking account of the fact that recovery is multifaceted, dynamic and non-linear, with, 
as far as possible, joint decision-making with people on their recovery journeys working 
with and alongside health care and other relevant professionals, including third sector 
organisations and peer support groups.7 

 

 
7 Among other guidance, NICE (updated in 2023) “Alcohol-use disorders: diagnosis and 
management” emphasises the important role that community support networks and self-help 
groups can be for adults with an alcohol-use disorder and that they can provide support at any 
point in their care. 

https://www.nice.org.uk/guidance/qs11
https://www.nice.org.uk/guidance/qs11
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The evidence is robust that this kind of approach is likely to be effective. UNODC and WHO 
state, 

“Recovery can benefit from continuing treatment (including pharmacological and 
psychosocial treatment interventions) and/or staying engaged with a broader recovery 
community, such as mutual-aid or peer-support groups (including Narcotics 
Anonymous and 12-step groups). Recovery-oriented care supports the development of 
skills to manage daily stress related to maintaining housing, unemployment or 
workplace problems, social isolation or unsatisfactory interpersonal relationships.”8  

 
UNODC and WHO define eight domains of recovery capital as laid out below as a suggestion for 
interventions to be considered on a continuing basis.9 Specifying rights in relation to provision 
of each of these areas would be more useful in supporting recovery than the limited rights 
which are presented in this Bill – effectively only the right to have a health professional provide a 
diagnosis and decide what “treatment” a person should have, albeit offering them the 
opportunity to offer their opinion along the way.    
 

 
2. What are the key advantages and/or disadvantages of placing a right to receive treatment, 

for people with a drug or alcohol addiction, in law? 
 
SRC strongly welcomes the newly published (December 2024) National Collaborative Charter 
of Rights,10, including importantly the engagement with people with lived experience that has 
informed its development and final content, usefully explained in language that aims to be 
accessible to as many people as possible.  
 

 
8 World Health Organization and United Nations Office on Drugs and Crime (2020) 
“International standards for the treatment of drug use disorders: revised edition incorporating 
results of field-testing” p.73 
9 Ibid. p. 24 
10 National Collaborative (2024) “Charter of Rights for people Affected by Substance Use 2024” 

https://www.unodc.org/documents/drug-prevention-and-treatment/UNODC-WHO_International_Standards_Treatment_Drug_Use_Disorders_April_2020.pdf
https://www.unodc.org/documents/drug-prevention-and-treatment/UNODC-WHO_International_Standards_Treatment_Drug_Use_Disorders_April_2020.pdf
https://www.unodc.org/documents/drug-prevention-and-treatment/UNODC-WHO_International_Standards_Treatment_Drug_Use_Disorders_April_2020.pdf
https://www.alliance-scotland.org.uk/blog/resources/final-charter-of-right-for-people-affected-by-substance-use/
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The Charter helpfully provides guidance to support implementation of its requirements. This is 
essential in any rights-based approach. Otherwise, we just have empty words. As the guide, 
“Using Human Rights in Recovery” that was published in November 2024 by British Institute of 
Human Rights and SRC11 makes clear, many of the rights that people aiming to recover from 
drug and alcohol problems should have are already enshrined in legislation but they are not 
delivered in practice.  
 
Among other legislation, the Human Rights Act (1998)12 puts a legal duty on public bodies and 
their staff to respect, protect and fulfil human rights across their actions, decisions, policies 
and services. It also specifies that other laws and policies should be applied in a way that 
respects people’s human rights, as far as possible and provides people with the right to bring 
legal cases in UK courts and tribunals when they feel legal requirements have not been met. 
Rights protected include the right to respect for private and family life, home and 
correspondence. The Human Rights Act (1998) also protects against treatment which: Makes a 
person feel very frightened or worried; Causes someone a lot of pain or humiliation: Makes 
them feel worthless or hopeless. The right to be free from discrimination is also protected by 
the Human Rights Act (1998).  
 
Further rights are granted by the Equality Act (2010)13, which prohibits discrimination for 9 
specific reasons, called ‘protected characteristics’, putting legal duties on both public and 
private bodies, including employers, shops and restaurants. 
 
Legal cases about human rights can also be taken to the European Court of Human Rights, if 
UK-based options have been exhausted. 
 
Many of these ideas are already threaded through the MAT Standards14, which aim to, 

“reinforce a rights-based approach by ensuring individuals have choice in their treatment 
and are empowered to access the right support for where they are in their recovery 
journey.”15  

 
The MAT Standards follow the principles of the “Scottish Government Health & Social Care 
Standards: my support, my life, dignity and respect, compassion, inclusion and support to 
wellbeing.”16 They aim to promote choice, prevent harm, and provide access to holistic support 
for housing, welfare and income needs, mental health care, and independent advocacy. 
Importantly, the MAT standards emphasise the right of individuals to make informed choices in 
relation to treatment options.  
 
SRC’s view is that this approach is more likely to lead to successful outcomes than what is 
included in this Bill, as currently drafted, which is the right to have treatment that a (very 

 
11 British Institute of Human Rights & Scottish Recovery Consortium (2024) “Using Human 
Rights in Recovery”  
12 UK Government (1998) “Human Rights Act (1998)” 
13 UK Government (2010) “Equality Act (2010)” 
14 Scottish Government (2021) “Medication Assisted Treatment (MAT) Standards for Scotland: Access, Choice, 
Support” 
15 Ibid. p. 4 
16 Scottish Government (2017) “Scottish Government Health & Social Care Standards: my support, my 

life, dignity and respect, compassion, inclusion and support to wellbeing” 

https://scottishrecoveryconsortium.org/wp-content/uploads/Using-RiR-Joint-Guide_Nov-2024.pdf
https://scottishrecoveryconsortium.org/wp-content/uploads/Using-RiR-Joint-Guide_Nov-2024.pdf
https://www.legislation.gov.uk/ukpga/1998/42/contents
https://www.gov.uk/guidance/equality-act-2010-guidance
https://www.gov.scot/binaries/content/documents/govscot/publications/independent-report/2021/05/medication-assisted-treatment-mat-standards-scotland-access-choice-support/documents/medication-assisted-treatment-mat-standards-scotland-access-choice-support/medication-assisted-treatment-mat-standards-scotland-access-choice-support/govscot%3Adocument/medication-assisted-treatment-mat-standards-scotland-access-choice-support.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/independent-report/2021/05/medication-assisted-treatment-mat-standards-scotland-access-choice-support/documents/medication-assisted-treatment-mat-standards-scotland-access-choice-support/medication-assisted-treatment-mat-standards-scotland-access-choice-support/govscot%3Adocument/medication-assisted-treatment-mat-standards-scotland-access-choice-support.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2017/06/health-social-care-standards-support-life/documents/health-social-care-standards-support-life/health-social-care-standards-support-life/govscot%3Adocument/health-social-care-standards-support-life.pdf
https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2017/06/health-social-care-standards-support-life/documents/health-social-care-standards-support-life/health-social-care-standards-support-life/govscot%3Adocument/health-social-care-standards-support-life.pdf
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narrowly defined) health professional17 prescribes, with no right implied to joint decision-
making. Other references in the MAT standards to rights, where in our view this Bill currently 
falls short, are:  
 

• People have the right to involve others, such as a family member or nominated 
person(s) to support them in their journey throughout their care.  

• People are clear about what choices are available to them throughout their journey 
through services and are aware of their right to make their own decisions about their 
care plan. 

• The service will ensure people are aware of their right to have someone, such as a family 
member or nominated person(s), to support them while they are in MAT, and staff will 
actively assist and support people who choose this option. 

• Policies and procedures will “ensure people are informed of independent advocacy 
services that empower them to access their rights and enable informed decision 
making”. 

• People have the right to ask for a worker who will support them with any help they need 
with housing, welfare or income. This worker will support people when using services, 
make sure they get what best suits them and that they are treated fairly. 

• Each ADP and HSCP and NHS Board should have a documented system in place that 
ensures people are informed of independent advocacy services to empower them to 
access their rights and enable informed decision making. 

• Staff should have training to understand the role of independent rights-based advocacy 
and have access to rights-based and health inequalities training. 

• People have the right to ask for support with mental health problems and to engage in 
mental health treatment while being supported as part of their drug treatment and care. 

 
In SRC’s consultation meetings, people with lived experience expressed the following views: 
 

• Generally, enshrining rights to treatment in law would seem to be a good thing, but 
some of what exactly is being proposed feels like a step back from progress that has 
been made.  

• It would be great/better if the rights specified in the MAT standards could be enshrined 
in law, with input from people with lived experience to shape the legislation, as well as 
extending cover to include other substances, including alcohol. 

• One group struggled to think of any specific benefits that this Bill would bring. They did, 
however, acknowledge that the intentions of the Bill were likely positive and might bring 
greater focus to the recovery sector and possibly a greater awareness of some of the 
significant issues people face when trying to access support. One group member 
thought that if it allowed for greater choice of treatment options, this could be positive, 
but there aware the full decision-making power sitting with the health professionals. 

 
17 “relevant health professional” means a medical practitioner, nurse independent prescriber or 

pharmacist independent prescriber 
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• Complaints procedures need to be made more explicit, including how follow-up checks 
are made after complaints are received. 

 
 

3. Section 1 of the Bill defines “treatment” as any service or combination of services that 
may be provided to individuals for or in connection with the prevention, diagnosis or 
treatment of illness including, but not limited to:   

 
• residential rehabilitation,    

• community-based rehabilitation,    

• residential detoxification,    

• community-based detoxification,    

• stabilisation services,   

• substitute prescribing services, and    

• any other treatment the relevant health professional deems appropriate.  

 

Do you have any comments on the range of treatments listed above?   
 
This list of options is very medically focussed. It does not appear to take into consideration the 
multitude of roads to recovery that people need to be supported to journey. A systematic 
approach to this in policy would include supporting individual recovery wellbeing and pathways 
and the building and sustenance of social connections and positive social identities, as well as 
evidencing contribution to community well-being (Best and Ivers, 2022).  
 
The lived experience groups with whom SRC consulted provided the following feedback in 
relation to these issues:  
 

• The Bill is deficient in its broad definitions – i.e. in its failure adequately to pay attention 
to defining recovery and its many pathways.  

• It does not pay attention to the person’s needs, other than medication. It lacks 
consideration for co-occurring conditions such as anxiety, depression, and other 
mental health challenges often associated with addiction, as well as physical health 
problems. Rather, it unhelpfully focusses primarily on what is termed ‘addiction’ 
treatment, rather than the full support and individual may require, including but not 
only, support from and for families, peers and advocates. 

• No clear mechanisms are described to address sustained, holistic recovery support 
beyond treatment and there is insufficient integration with MAT standards and existing 
mental health services. 

• The list of available treatments could quickly become outdated and could only be 
updated by politicians and not clinicians. This puts the list at the mercy of political 
preferences rather than clinical evidence base. 

  

https://www.parliament.scot/-/media/files/legislation/bills/s6-bills/right-to-addiction-recovery-scotland-bill/introduced/bill-as-introduced.pdf
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4. Section 2 of the Bill sets out the procedure for determining treatment. It states that:  
 

• A healthcare professional must explain treatment options and the suitability of each to 
the patient’s needs;  

• that the patient is allowed and encouraged to participate as fully as possible in the 
treatment determination and;  

• will be provided with information and support.  

• The treatment determination is made following a meeting in person between the health 
professional and the patient and will take into account the patient’s needs to provide 
the optimum benefit to the patient’s health and wellbeing.   

 

Do you have any comments on the procedure for determining treatment?  
 
SRC is concerned about many things in relation to this.  
 
SRC believes that it is a retrograde step to move away from the approach of the MAT standards 
in emphasising the right of individuals to make informed choices in relation to treatment 
options and instead to give the defined health professionals full scope to decide on treatment 
options, albeit with a requirement to explain the suitability of options for the patient.  
 
The “UK Guidance on Drug misuse and dependence”18 specifies that the main role of clinicians 
is “to assist patients in making their own, informed, choices about their treatment goals and 
priorities, and to agree the actions to try to best achieve them”. This approach is not 
emphasized in this Bill as currently drafted; rather, although the patient has the right to 
“participate in treatment determination”, only the health professional holds the power to 
decide how possible this is. The patient only has the right to comment and raise concerns. The 
health professional therefore makes all of the decisions about: 
 

• What the patient’s needs are 

• Suitable treatment to address these, albeit paying attention to providing the “optimum 
benefit to the patient’s health and wellbeing” 

• Ascertaining what “optimum benefit” means for the patient. 

 
It is also – unhelpfully - nowhere stated that the patient can request anything that is not on the 
prescribed list of treatments (1(5)), but the health professional does have the option to decide 
on something else as appropriate. 
 
SRC would also suggest the importance of having clarity that any additional treatment options 
to be added, including by Scottish Ministers, would have to be explicitly verified as effective and 
cost-effective in relation to recognised clinical standards.  
 
The process described is in places imprecise, and/or ambiguous; for example: 
 

 
18 UK Department of Health (2017) “Drug misuse and dependence: UK guidelines on clinical 
management” p. 21 
 

https://www.parliament.scot/-/media/files/legislation/bills/s6-bills/right-to-addiction-recovery-scotland-bill/introduced/bill-as-introduced.pdf
https://assets.publishing.service.gov.uk/media/5a821e3340f0b62305b92945/clinical_guidelines_2017.pdf
https://assets.publishing.service.gov.uk/media/5a821e3340f0b62305b92945/clinical_guidelines_2017.pdf
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• In every case, are they expected to discuss all options? 

• It is not made clear why different health professionals might reach different conclusions 
when presented with the same patient. 

• It is also not made clear about which decision would hold if there were to be a 
difference of opinion between health professionals.   

• The procedure for seeking a second opinion is not specified, leaving the process open to 
different interpretations and practices. 

• It is unclear whether, after two professionals have been consulted, how many more 
options the patient has if they remain unsatisfied with what is being proposed as 
treatment. 

• There is no statement about the patient’s right to refuse treatment that is offered and 
any possible actions that might be taken in such an event. 

• It is also unhelpfully only the health professional who is ascribed the right to refuse 
treatment on “the best interests of the patient”.  It is unclear what criteria will assist the 
health professional in assessing that it would be in “the best interests of the patient” to 
refuse treatment.  

• The wording in the Bill related to reasons not to refuse treatment requires reworking for 
clarity. Accompanying notes specify that the following is a “non-exhaustive list of 
reasons that may not be used to refuse treatment”. It would seem, however, to us that 
there could be situations, e.g. in relation to prescribing, it might be appropriate to refuse 
treatment when other medically based treatment is underway. 

 
In SRC’s consultation sessions with people with lived experience, the following points were 
raised in relation to processes described in the Bill: 
 

• From a rights-based perspective, people consistently voiced strong concerns about 
provisions in the Bill that prioritise health professionals’ authority over the individual’s 
voice, rather than establishing mechanisms for shared decision-making diagnosis and 
treatment decisions or sufficient client autonomy. 

• There could be unintended consequences which could be damaging for ‘patients as 
well as health professionals and other important care-givers, for example: 

o It was pointed out that medical students often do not receive appropriate 
training in recovery to support decision-making if this is to be their 
responsibility. This could therefore create unnecessary stress for them.  

o What happens if the patient already has an already fractured relationship with 
their health care provider, but the latter is making the decisions? 

o NHS staff members sign off treatment whereas a multi-agency response, 
including engagement with the third sector, would be more holistic, ensuring 
proper planning to support recovery, paying attention to practical issues such as 
home, financial and family commitments. Without paying such attention, 
patients could be set up to ‘fail’ in treatment.  

• People were concerned about the lack of any mention of processes to ensure 
psychological and social support, including to respond to trauma experiences which 
might be very connected with substance use problems. It was also suggested that the 
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Bill did not take account of different needs of different genders. One group suggested 
that the Bill is “lacking human compassion”. 

• In terms of refusing treatment or seeking additional opinions, the process is unclear and 
open to different interpretations, limiting patient recourse. Accountability mechanisms 
are vague, with no description of how to ensure timely remedy for inadequate service 
delivery. 

 

5. Are there any issues with the timescales for providing treatment, i.e. no later than 3 weeks 
after the treatment determination is made?  
 
People with lived experience told SRC of their concerns re this specification:  
 

• MAT standard one sets the target that all people accessing services should have the 
option to start MAT from the same day of presentation. There could be a danger that this 
might slip as health professionals might be looking more to the three-week deadline 
than to the immediate needs of the person presenting. 

• People wondered where appropriate services – notably residential rehabilitation - would 
come from and how these would be paid for. Who is responsible; the health 
professional making the referral or the suggested service provider?  

• There was also a concern that the three-week pressure could mean that many people 
will be assigned to and parked on methadone as that would be a manageable option for 
the health professional. 

• It is unclear how long the three-week deadline might be extended for in the event of a 
second health professional’s opinion being sought. 

 
6. Is there anything you would amend, add to, or delete from the Bill and what are the 

reasons for this?  
 
In SRC’s answers to other questions, we have indicated where we believe the Bill needs to be 
amended. We will not repeat all of the points previously made here but would stress the 
following, which is based on inputs from the people with lived experience with whom SRC 
consulted in November 2024. 
 

Scope: 
The Bill would need substantial amendment for it genuinely to embody recovery and right-
based principles throughout. The narrow focus on “addiction” runs counter to SRC’s 
comprehension of the kinds of problems that people who use substances might have, as well 
as the breadth of recovery pathways that we envisage as achievable for all. SRC’s view on this 
aligns with the “UK Guidance on Drug misuse and dependence”, which suggests that, “initially, 
treatment goals tend to be more focused on problems and harm but then, as treatment 
progresses, they become more focused on building recovery and resilience”.19  
 
If the Bill is to be retained, its scope should be extended to include support options beyond 
“treatment” for “addiction” to support rights to support for a broader concept of recovery from 

 
19 UK Department of Health (2017) “Drug misuse and dependence: UK guidelines on clinical 
management” p. 21 

https://assets.publishing.service.gov.uk/media/5a821e3340f0b62305b92945/clinical_guidelines_2017.pdf
https://assets.publishing.service.gov.uk/media/5a821e3340f0b62305b92945/clinical_guidelines_2017.pdf
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the wide range of problems that coexist with substance use, with support for as long as people 
need it. The Bill also fails to address the problems with continuity of care post rehabilitation, or 
through care after liberation from prison. In its review, it needs to broaden to include these. 
 
We noted that consultation with people with “lived experience of drug or alcohol addiction” will 
be compulsory, with a requirement also to report on actions taken in response to that. This 
definition, based on a diagnosis of “addiction” unhelpfully does not compel consultation with 
people who would self-define with a broader lived experience perspective. 
 
As mentioned earlier, SRC strongly welcomes the “National Collaborative Charter of Rights”.20 
We would support expanding the scope of the current Bill to align with this, as well as having 
greater clarity about how implementation will be delivered in practice, with designated “rights-
holders” and “duty bearers”. 
 

Processes for support: 
We believe that the Bill should be revised to focus on shared decision-making, giving individuals 
autonomy and control over their recovery journey.  
 
It is unhelpfully not made clear how the reporting arrangements interact with other 
requirements, such as those laid out in the MAT standards, nor is there an indication of action 
to be taken if the assessment is that a response to the requirements of the Act is inadequate. 
Processes for support need to be aligned with MAT standards and other good practice guidance 
to support timely access, informed choices, and ongoing support for individuals, as well as 
shared decision-making in mapping out and supporting recovery pathways, including non-
medical options, providing support for mental health conditions, aligning with trauma-informed 
care principles.  
 
Support agents should include third sector agencies, peer groups, and mutual aid 
organisations, a wider range of people than the health professionals listed here. All people who 
will be involved should be offered training on inclusive practice. Families should also be 
considered as part of recovery processes. 
 

Code of Practice: 
Linked to the above, section six refers to the Code of practice which needs to be prepared by 
Scottish Ministers, specifying the various duties that are to be discharged by regulations under 
Section Four by bodies specified in Section 4(3)21. Without this, we cannot know the detail of 
what is being proposed and the potential implications, including processes to ensure 
accountability. We would request that a further consultation process on the Code of Practice 
be undertaken before progressing the Bill any further.  
 

Language and wording: 
If its intention is to emphasise human rights and to promote an optimistic message of recovery, 
the language and wording of the Bill needs to be reviewed and amended to ensure that it 
indicates respect and inclusivity, rather than blame, shame and stigma. The Bill also needs to 
be edited to ensure that ambiguities – of where are many – are removed and also to simplify 

 
20 National Collaborative (2024) “Charter of Rights for people Affected by Substance Use 2024” 
21 Health Board, Special Health Board, the agency, Local Authority, Integration Joint Board – as 
defined by Section 108 of the National Health Service (Scotland) Act 1978. 

https://www.alliance-scotland.org.uk/blog/resources/final-charter-of-right-for-people-affected-by-substance-use/
https://www.legislation.gov.uk/ukpga/1978/29/section/98
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where possible so that all can understand intentions and implications, including the rights that 
the Bill is giving to them and how to assert these.22 23  
 

7. Do you have any comments on the estimated costs as set out in the Financial 
Memorandum?  
 
The Financial Memorandum describes the aim of the Bill as to establish a right in law to 
treatment for addiction for anyone in Scotland who is addicted to alcohol and/or drugs.  Others 
will be more well-placed than we are in modelling financial impacts, including on other 
services. Our main contention re costs is that these should be calculated based on robust 
assessments of needs and likely impacts. 
Our lived experience groups suggested that implementation of the Bill might lead to 
disinvestment from third sector agencies and recovery groups, as treatment, as specified by 
“health professionals”, and required to be provided by law within three weeks, might take 
precedence over more socially/community-based support services. 
  
It was also suggested that this legislation could put significant stress on an already stretched 
sector without further investment and resource. Drug workers are often young, inexperienced, 
low-paid workers dealing with very challenging work conditions. Threat of criminal proceedings 
would make it even less attractive. 
 

8. Do you have any other comments to make on the Bill?  
 
SRC and our lived experience groups are grateful to have the opportunity to provide inputs to 
this important Bill at drafting stage and we remain ready to offer further inputs and support as 
the process continues. 
 
 

 
22 National Collaborative (2024) “Charter of Rights for people Affected by Substance Use 2024” 
provides a useful model to follow. 
23 The compulsory requirement that Ministers “must” consult with “persons as appear to them 
to represent the interests of patients” and that they “may” also consult “any other person they 
consider appropriate” were noted as examples of unhelpfully imprecise requirements. 

https://www.alliance-scotland.org.uk/blog/resources/final-charter-of-right-for-people-affected-by-substance-use/

