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The Serenity Cafe is a project being developed by Comas to enable people in recovery 
from addiction to drugs and alcohol to rebuild healthy, contributing lives and to sustain 
their abstinence, through development of a recovery community. Addiction to drugs and 
alcohol is one of the most difficult social problems we face in Scotland. The Scottish 
Parliament Finance Committee’s consideration of how public spending can best be 
focussed over the longer term is an important opportunity to explore how current 
expenditure on treatment for drug and alcohol problems can be made more effective.  
Our position is that ‘downstream’ preventive spend could be usefully applied in Scotland 
to ensure that people recovering from addiction are enabled to sustain abstinence, 
preventing a treatment-relapse cycle that is costly in human and financial terms. 
The Serenity Cafe is testing in Scotland a model of recovery community development 
which is well established in the USA, and we hope that evidence from these initiatives 
can be considered by the Finance Committee. 
 

1. How can public spending best be focussed over the longer term in trying to 
prevent, rather than deal with, negative social outcomes? 
 

The cost of problem drug and alcohol use is well documented.  The cost of illicit drug 
use in Scotland is estimated at £3.5 bn and alcohol misuse at £2.25 bn. However, as 
the Audit Scotland (2009) report on Drug and Alcohol Services pointed out, there is very 
limited evidence of the long term outcomes of drug and alcohol treatment.  
 
A total of £173m is spent on drug and alcohol services in Scotland. According to Audit 
Scotland, 68% of this expenditure is spent on treatment and care, and 6% is spent on 
prevention. Both areas of expenditure are important, and given the scale of the problem 
in Scotland, the mortality and morbidity associated with drug and alcohol misuse, and 
the devastation of people’s lives caused by addiction, we would suggest increased 
expenditure could reap greater long term savings if we can reduce the cost of health, 
social care and criminal justice costs arising from addiction. However, addiction is a 
long term chronic neurobiological disorder that has genetic, psychosocial, and 
environmental dimensions. Whilst it can be treated, relapses can be frequent.  We have 
no assessment of relapse rates after treatment for addiction in Scotland. Some studies 
(such as Drug Treatment Outcomes Research Study, 2009) suggest that as few as 3% 
of people sustain abstinence after drug treatment programmes. American studies 
suggest that average relapse rates after drug and alcohol treatment are around 60% 
(National Institute on Drug Abuse, USA).  
 
Whilst we fully support expenditure on treatment for drug and alcohol addiction, we 
propose that allocating a small percentage of current expenditure towards protecting 



this significant investment in treatment, could make current treatment programmes more 
effective, reduce the numbers of people who re-present for treatment after relapse, and 
help a much higher percentage of people achieve long term, sustained abstinence. This 
additional area of expenditure should focus on enabling individuals to build their 
“Recovery Capital”. Experience in the US shows that enabling people in recovery from 
addiction to collectively support each other, create opportunities and positive identity, is 
a powerful and cost effective way of helping individuals to build their recovery capital 
and to sustain long term abstinence. 
 

2. What evidence can you provide from the UK and abroad to show that 
promoting preventative spending has been effective? 

 
The Serenity Cafe is an Edinburgh-based hub for a recovery community in Edinburgh, 
providing social opportunities, personal development through learning and volunteering, 
and programmes of peer mentoring and recovery coaching. Through developing our 
work in Scotland, we have attracted interest from organisations throughout the UK 
interested in replicating our approach. Models which have been working in the USA for 
the last twenty years support our proposal that Recovery Capital is a vital aspect of 
achieving long term, sustained abstinence. 
 
Recovery Capital, like social capital, describes the personal, social and community 
resources available to an individual to help them initiate and sustain recovery from drug 
and alcohol problems. 
 
Research in the USA shows: 
 

• Recovery Capital, both its quantity and quality, plays a major role in determining 
the success or failure of recovery (i.e. recovery from addiction with our without 
participation in professional treatment) (Granfield & Cloud, 1996, 1999; Moos & 
Moos, 2007; Kaskutas, Bond, & Humphreys, 2002). 

• Increases in Recovery Capital can spark turning points that end addiction 
careers; trigger recovery initiation; elevate coping abilities; and enhance quality 
of life in long-term recovery (Cloud & Granfield, 2004b; Laudet, Morgan, & White, 
2006). 

• Accumulation of Recovery Capital may require several years and multiple 
episodes of professional treatments (Dennis, Foss, & Scott, 2007). 

• Elements of Recovery Capital (personal, social and community) vary in 
importance within particular stages of long-term recovery (Laudet & White, in 
press). Early recovery (e.g. after leaving treatment) is a particularly vulnerable 
period. 

• Recovery Capital is not equally distributed across individuals and social groups.  
Members of historically disempowered groups often seek recovery from addiction 
lacking assets that are taken for granted by those seeking recovery from a 
position of privilege (Cloud & Granfield, 2001).  



• Post-treatment recovery support, and if needed, early re-intervention, can help 
preserve the Recovery Capital developed through addiction treatment, reducing 
the potential for relapse to chaotic and chronic substance use and encouraging 
people to ‘come back’ from relapse more quickly (Dennis, Scott, & Funk, 2003).  

• Most clients with severely depleted family and community Recovery Capital gain 
little from individually-focused addiction treatment that fails to mobilize family and 
community resources (Moos & Moos, 2007). 

• Long-term recovery outcomes for those with the most severe alcohol and drug 
problems may have more to do with family and community Recovery Capital than 
the attributes of individuals or a particular approach to treatment (Bromet & 
Moos, 1977; Humphreys, Moos, & Cohen, 1997; Mankowski, Humphreys, & 
Moos, 2001). 

In the USA, recovery communities are developed by people in recovery, providing 
services and support which develop and promote Recovery Capital. These communities 
form part of an integrated model of services for drug and alcohol problems and mental 
health. 
 
In Edinburgh and the Lothians, the Serenity Cafe has a close relationship with Lothian 
and Edinburgh Abstinence Project, City of Edinburgh Housing Service and Access to 
Industry’s Transition Project. This partnership is forming an integrated approach to 
helping people in treatment and on leaving treatment to build their Recovery Capital. 
 
We would also like to acknowledge, and call for greater public recognition, of the 
contribution of mutual aid groups to recovery in Scotland. Although anonymous and 
eschewing any form of affiliation, mutual aid groups provide support to thousands of 
people in recovery, and help them to form connections to each other, without costing 
the tax payer a penny, and have been doing so for more than sixty years in Scotland. 
Research shows that membership of mutual aid groups significantly enhances the 
chances of long term recovery for people leaving treatment programmes. 
 

3. The Finance Committee has recommended that the Scottish Government 
continue to direct its spend towards preventative programmes. Which 
programmes should be prioritised? 
 

Inevitably, we are arguing for investment in recovery community development to be 
prioritised. The work of the Serenity Cafe has given people recovering from addiction a 
voice. Many of the volunteers and participants describe the Serenity Cafe as a vital part 
of their recovery journey. It is significant that people in early recovery feel that in 
Scottish social life, alcohol and drugs are so freely available that risk of relapse is high, 
reducing people’s confidence to socialise and participate in wider community 
opportunities when they feel vulnerable on leaving treatment. 
 
These comments illustrate the support people need to develop their Recovery Capital: 



“All the places I used to go are off limits now, I need somewhere to relax with other 
people in recovery” 
 “Places to meet supportive people are very limited” 
“If you were asking me these questions in early recovery then I would find it difficult to 
be around anyone drinking and even to be around any family members if I am honest. I 
think it is a great idea for to have somewhere to go where you can just pop in and feel 
safe” 
“It's good to stay busy in recovery and being home alone is a relapse trigger”. 
 “I didn’t even know what I liked doing, no idea who or what I was” 
“I was emotionally raw. I was nuts! The scariest part of my life was the first few months 
of recovery”. 
 
Programmes to support grassroots development of support and services by people with 
shared experience is cost effective across three dimensions: (a) it protects investment 
already made in treatment, boosting long term outcomes; (b) it reduces the recycling of 
patients through treatment, freeing up waiting lists and encouraging more people to 
consider that treatment can lead to successful recovery; (c) it enables people in 
recovery to make a contribution to society through helping others in recovery: peer 
support is expert, available beyond ‘service hours’, and free – although investment is 
required in enabling grassroots development to take place. 
 
Work with people in recovery is challenging and requires a consistent level of high 
quality support to individuals who are experiencing a range of physical, mental and 
emotional challenges, and who are making major changes in their social connections 
(severing connections to addiction) and finding new opportunities to connect to a wider 
community and make a positive contribution.  However, community development is an 
approach which multiplies a small investment.  In the last year, 25 volunteers in 
recovery involved with the Serenity Cafe have logged over 4000 hours to help develop 
their recovery community, providing services for hundreds of people in early recovery 
and engaging people in long term recovery in sharing their experience.  
 
An illustration of the cost benefits can be applied to any individual involved in the 
Serenity Cafe – most people who used alcohol have been through repeat cycles of 
detox, some relapsing only hours after discharge. Many who used drugs have had 
several attempts at treatment and several years on methadone prescribing 
programmes. Now in abstinent recovery, their view is that recovery capital is the key to 
avoiding relapse and making recovery work.  For example, Kane had a twenty year 
addiction career we estimate cost the tax payer well over £250,000 in treatment, 
imprisonment, criminality, hospitalisation and emergency care after relapse, suicide 
attempts and other health problems caused by his addiction. In abstinent recovery for 
the last three years, Kane has contributed over 3000 hours of volunteering to the 
Serenity Cafe and other projects, has provided peer support to hundreds of people 
struggling with their recovery, and as a role model has helped make his recovery 
contagious – others can see it is possible and positive. Now at university, he will be a 
productive member of society for many years to come. 



 
4. What are the main barriers to trying to focus spending on preventing, 

rather than dealing with, negative social outcomes?  Is a focus on 
preventative spending less likely in the current financial climate? 
 

The main barriers to investment in the grassroots, community development approach 
appear to be: 

• Lack of evidence of long term outcomes from drug and alcohol treatment, and 
relapse rates after treatment, which creates a ‘blind spot’ and weakens evidence-
based planning. This was indicated in Audit Scotland’s 2009 report. 

• Fear amongst a wide range of professionals in health and social services 
(including drug and alcohol services) of suggesting abstinence is an achievable 
goal for individuals in treatment programmes. Many people involved in the 
Serenity Cafe have told us that they spent many years on methadone treatment 
programmes where the possibility of abstinence was never discussed with them. 

• Support for abstinence is not a feature of Scotland’s Road to Recovery policy, or 
of Changing Scotland’s Relationship with Alcohol. Addressing this gap in policy 
could go a long way to encouraging a much wider range of services to take 
support for abstinence, and support for recovery communities, seriously. 

• Emphasis in current drug and alcohol spending is on acute and medical care 
(such as prescribing), with little recognition of the community and social support 
that builds recovery capital and makes sustained abstinence possible.  

• Although there is some expenditure at local level targeted at joined up drug and 
alcohol services, on the whole the separation of drugs, alcohol and mental health 
polices, associated targets and expenditure at national level, discourages the 
development of integrated systems of care which have been so effective in the 
USA in helping people to get the right services, at the right time, throughout their 
recovery journey and on to sustained abstinence.  

 
We would like to emphasise that the Serenity Café supports all recovery journeys, 
including methadone prescribing, SMART Recovery, abstinence-based programmes 
and self-managed recovery through mutual aid or any other means. All approaches 
have a valuable role to play in helping people to recover and to achieve long term 
positive outcomes. A recovery community focuses on recovery and recovery capital, not 
the substance or treatment method. 
 

5. Is the effectiveness of a preventative spending programme influenced by 
whether the relevant services are provided by the public, private or 
voluntary sector? 

Experience in the USA and in the Serenity Cafe project suggests that initiatives led by 
people in recovery for others in recovery is the best way to design and deliver 
appropriate support and services which get beyond  ‘service hours’ – recovery is a long 
term, 24/7 challenge.  Professional treatment, whether provided by the public, private or 
voluntary sectors is vital, but must connect with the grassroots recovery community and 



be willing to provide resources to enable the recovery community to operate as an equal 
partner. 
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