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“Thank you for the excerpts from your very interesting report and the challenging work you 
have been doing over recent years.  The findings are sadly only too believable with a group 
who routinely fall between the cracks of positive policy objectives and practical assistance. 
Their profile is such that they are then often caught up in parallel systems such as criminal 
justice which in principle ought to respond to their complex needs but in reality so often the 
priority objectives of compliance undermine other possibilities.

As you note the policy directives we have should be sophisticated enough to be able to 
provide a more consistent and effective response, and this should be further strengthened 
by current developments in Health and Social Care reorganisation. However as your findings 
highlight the characteristics of the group of people you have been working with is such that 
they are difficult to engage with through mainstream channels, are often inconsistent in their 
response to provision, and their sometimes chaotic and suspicious presentation can result in 
further exclusion. 

It is great to hear that you have been able to win the trust of a group as this is essential to any 
progress, and the use of mentors to assist access and sustained engagement seems also a very 
promising development and could be an important element in any future developments.

Inevitably the real impact will be within your local area in finding ways of supporting better 
integrated and coordinated responses to the group you have identified and establishing how 
a partnership with the statutory sector and local voluntary provision like your own can further 
their access to meaningful provision and with the help of mentors etc help them sustain 
change over the longer term.  

We are not short of good ways of thinking or good ideas in Scotland. Developing real practice 
models that demonstrate sustained outcomes for people who are very excluded and have 
complex needs remains a major problem. This won’t get easier to develop in times of austerity 
but as you suggest in your report, better shared objectives and coordinated approaches could 
deliver more effective outcomes even within the resources we currently have.”

Bill Whyte

Professor of Social Work Studies in Criminal and Youth Justice 
School of Social and Political Science 
University of Edinburgh

Road to Recovery?
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Executive Summary

The findings of this report draw extensively upon 
the work of a three and a half year pilot study based 
on engaging with marginalised individuals in the 
Dunfermline area. 

Typically they were to be found begging, and were 
identified as dealing with a range of complex and 
challenging issues, of which addiction to opiates 
and/or alcohol was found to be but one, albeit a 
salient one, in every case.

The pilot study was conducted by Yes-U-Are, a 
small local charity.

The research was commissioned by the Community 
Interest Company AT CoR which seeks to help 
inform the decision making of those who decide 
policy and provide services - by drawing directly on 
the experiences of some of the highly marginalised 
individuals who are the ‘users’ of those services.

The pilot was based on intensive work with twelve 
people over a three year period and thirteen others 
on a more temporary or occasional basis.

The findings and conclusions from the action 
research were triangulated with nine interviews with 
voluntary sector professionals and interviews with 
ten of the clients, together with written pieces from 
them.

The majority of those who were identified through 
street life or self-referral were assessed as having 
a genuine motivation to turn their lives around. 
However it became clear from an early stage that 
they were beset by a succession of crises which 
continuously prevented them from being able to 
escape from begging and crime, often driven by 
the violence and threats of drug dealers and loan-
sharks. At the same time, already living chaotically, 
they were simply incapable of achieving the 
rigorous requirements of the statutory authorities. 
Each person had experienced many examples of 
sanctioning and withdrawal of resources - whether 
this was by the DWP, the NHS or local authority 
Housing and Criminal Justice services. Whatever 
the justification for each sanction, their combined 

effect led to people being rendered continuously 
vulnerable to unremitting debt, street violence and 
consequently chaotic circumstances. 

Genuine attempts were made to provide lifelines 
by services such as Housing, Addictions, Criminal 
Justice and Children’s services and a range of 
supportive individual workers were identified across 
all these services. From the experience of ten clients 
the Prison Service was identified as the most and 
consistently supportive. 

However the combined effects of the various 
local authority, clinical and judicial systems and 
procedures were experienced by our participants 
as being harsh and extremely difficult to comply 
with. There appeared to be very little evidence of 
understanding within the operating systems of any 
of these agencies in the cumulative effects of their 
individual sanctioning procedures. 

However in a very marked contrast, one of our 
emerging case studies evidenced a positive and 
holistic approach from each of these services, when 
placed within a situation where they were required 
to work together under a child protection order. 
Our pilot service was welcomed and cooperated 
with by the other services within this setting. The 
effectiveness and greater adaptability of each of the 
services, when working together under a statutory 
requirement, was found to be highly effective, 
suggesting an extension of statutory procedure in 
the case of at risk adults might be of value.

Evidence from interviews and consultation 
suggested that the voluntary sector was 
predominantly tied into very specific contracts 
to deliver prescribed functions by the NHS, with 
insufficient opportunity for the delivery of more 
generally supportive and sustainable services, 
through which they would have been able to make 
a much greater contribution towards the recovery 
of their clients. The exceptions to this were another 
small specialist pilot service run by Frontline Fife and 
a planned peer mentoring service.

The pilot work was developed within the 
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context of an ethos of community development, 
empowerment, encouragement of achievement 
and creativity - in essence, the adoption of a “person 
centred” appproach. In particular the features of 
the model – “unconditional positive regard” and 
“authenticity” were deemed to be essential. 

The openness of our client group enabled 
the research to gain much detail about the 
psychological, material and street realities of 
the participants, the intensity and roots of their 
problems and their inability to even begin to escape 
the entrapment of street life, violence, terminated 
prescriptions and recurrent homelessness, without 
consistent person centred and financial support. 
All of those we worked with and interviewed had 
experienced varying degrees of childhood or early 
adult trauma - mostly in the form of physical and/or 
sexual abuse either within or outside their families 
and later relationships. 

The actions leading to substance addiction, rather 
than having constituted “a choice”, were identified 
as an attempt, albeit a misguided and dangerous 
attempt, to cover up the inner pain and desperation 
arising from such unresolved sources of anguish 
and coupled with the results of peer pressure within 
people’s own families, friendships and relationships. 

Despite the fact that early life complex trauma is 
now acknowledged in the key research as being 
a major root of addiction and homelessness, an 
understanding about its underlying role was not 
embodied within the statutory sector’s operational 
systems.

Through our pilot action research work it was found 
to be necessary to assist people financially in many 
ways, owing to the fact that the statutory emergency 
systems and the foodbanks were ineffective in the 
majority of these crisis circumstances. In the case 
of one couple, stable accommodation was secured 
by the charity conducting the pilot work, which 
was well-away from the housing estate they had 
previously lived in where they had been subjected 
to unremitting violence. This did not remove the 
threat or actuality of violent attack but it did prevent 
regular door breaking and beatings in their own 
home. The supportive pilot work led to measurable 
evidence of individual progress, albeit people’s 
circumstances rendered them extremely vulnerable 

to many reversals.

The pilot project engaged with court sheriffs on 
behalf of clients when they faced probable custodial 
sentences. The sheriffs were evidenced as being 
consistently responsive to this advocacy through 
letters which highlighted the clients’ genuine 
attempts at progress in avoiding criminal behaviour. 

The letters also itemised examples where people 
had engaged in the Yes-U-Are skills development 
programme and delivered tasks for the benefit 
of the community and reflective pieces of writing 
about their lives for this report. The willingness of 
the Dunfermline court sheriffs to recognise these 
achievements and their regard for the Yes-U-Are 
pilot project as a protective factor enabled our 
clients to avoid custodial sentences and better 
understand the benefits of playing more positive 
roles within society. 

Other attempts to advocate for our clients were 
effective but necessitated a very forthright and 
authoritative approach which we have subsequently 
termed “championing.” The absence of any tradition 
of advocacy for this client group and the absence of 
the rights conferred on people categorised under 
the mental health act as vulnerable adults, meant 
that representation had to go beyond the usual 
parameters of independent advocacy. 

“Championing” was generally effective in 
challenging professional assumptions and, at times, 
led to people being treated better. However, this 
also made the construction of positive professional 
relationships difficult. This difficulty was not 
experienced within Children’s Services. Indeed 
services such as Addictions and Criminal Justice 
which often found it difficult to cooperate with our 
pilot in their own right were verified by our clients as 
well as our own observation as being very reliable 
and positive in their communications within the 
regular meeting structure required by the child 
protection order. 

However, it was eventually concluded that 
ideally there should be a specialist independent 
championing-style advocacy service. Unless and 
until this was achieved it would be better for an 
organisation to employ a separate worker to carry 
out championing. 
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The Scottish Government’s strategy paper “The Road 
to Recovery,” was discovered to be fundamentally 
inconsistent in its approach. The report’s evidence 
highlights inconsistency within this strategy between 
the commitment to a values-driven, person-centred 
and inter-disciplinary approach at a policy level and 
its failure to lay a sufficiently consistent foundation 
for just how this could be achieved by means 
of analysis and procedural alteration. It became 
clearer and clearer that a predominant reason for 
the difficulties identified through the pilot work was 
not poor practice but poor procedures, guidelines 
and background strategies. One voluntary sector 
agency we consulted summed this up: “People 
are let down not so much by the services as the 
systems.” 

Indeed it was found that supportive front line staff 
in various NHS as well as local authority services 
frequently had their efforts undermined by both 
statutory and clinical processes which ultimately 
left our clients feeling let down by the same 
people they had previously often found to be 
supportive. This was particularly evident in housing 
allocation/ eviction procedures, which were found 
to contradict the positive efforts of housing support 
officers. Some among our clients experienced 
similar difficulties with criminal justice services. 

In terms of the financial realities and difficulties for 
clients there was an almost universal experience 
of failure to understand these realities by all the 
services and, at times, an inability of staff, such as 
the Scottish Welfare Service, to respectfully explain 
the reasons for decisions to deny them assistance. 
The DWPs sanctioning, delayed payments and 
numerous mistakes demonstrably placed vulnerable 
individuals in severe financial jeopardy. 

Our gradual realisation was that without our 
capacity to assist people to overcome multiple 
financial crises, they would not be able to escape 
the terrifying realities of attacks on their person 
and homes. This reality was compounded by a 
plethora of arrest warrants for unpaid fines and 
debts and, for some, threats of eviction for council 
debts- arising from many previous years of chaotic 
lifestyles associated with addictions. Whilst all the 
participants were actually positive about the prison 
service, there was found to be no coherent bridge 
for people prior to and following release. The 

long delays in DWP payments placed people in a 
particularly vulnerable position. 

The multitude of difficulties experienced by all our 
clients regularly culminated in new financial and 
personal crises and subsequent dangers to their 
personal safety. 

At the same time there seemed to be no evidence 
of any police surveillance or protection against the 
violent activities emanating from local drug dealers 
and allied loan sharks. This was also the context for 
continued criminality - with resulting imprisonment 
and further fines or court orders which people 
found it very difficult to fulfil. All this then led to even 
greater consequent financial jeopardy – an endless 
cycle. Within this cycle our pilot project intervened, 
to the best of our ability and available resources. 

However, sustainable positive outcomes from 
these focused interventions were slow to achieve 
– owing to the many street debts some people 
carried, compounded by the lack of sustained or 
cohesive support from the statutory sector, and 
the individuals’ own psychological vulnerability to 
decision making that endangered them in one way 
or another.

Accordingly the authors have realised the 
importance of developing a comprehensive set of 
recommendations to address all these issues. It is 
our contention that, were these to be implemented 
in Fife as a first step, externally reviewed and then 
rolled-out throughout Scotland. We consider that 
this could result in a gradual decrease in crime and 
in the ability of drug dealers and loan sharks to 
threaten and attack the individuals who they target 
on such a scale as they do today. 

Meanwhile, detailed research into “Housing 
First”, the internationally validated homelessness 
policy approach, clearly indicated that a coherent 
and appropriately resourced way of organising 
housing and services to this vulnerable grouping 
would be far more likely to create a stable base 
for individual recovery - whilst also being prone to 
save government costs and leading to a marked 
reduction in crime. 

In tandem, greater security and consistency in 
the maintenance of substitute prescriptions, 



AT CoR
The Advisory Team for Community Resolution8

pending potential reduction, would support the 
provision of the required medical, psychological 
and financial stability for those previously in the 
thrall of continuous crises, to actually enable them 
to embark on “the road to recovery”- not simply 
from addictions - but also from all the chaotic and 
frightening circumstances of their lives. 

Our research recommends a strategy that focuses 
positively on people obviously vulnerable to the 
described difficulties whose ages range between 
their late twenties and thirties wherever they provide 
evidence of a basic desire to turn their lives around 
in an individually and socially positive direction.

The report concludes that, as well as financial 
assistance, organisations need to enable skills 
development and successful task achievement, 
since self-esteem and self-development will not 
arise from financial relief alone.

For instance some people who are recovering 
from addictions could be trained as trainers 
to help educate professionals and community 
organisations. It is also vital they are supported to 
learn the skills to manage personal finances and 
enabled to develop in all areas of life that can bring 
success and confidence - including parenting.

The full implementation of such a system of 
services, driven by the recovery ethos, should 
enable encouragement, care and empowerment 
towards success, combined with the type of straight 
talking that person-centred support relationships 
can encompass.

This approach is consistent with the ‘Principles’ 
currently promoted by the Scottish Drugs Forum 
and Fife Alcohol and Drugs Partnership.  However 
our research concludes that without statutory 
amendment these agencies will be conferred 
insufficient authority and the statutory bodies 
responsible will be unable to provide sufficient 
priority to cause it to happen, particularly in the 
era of ‘austerity’. It is therefore recommended that 
Social Work legislation is amended to extend the 
status of Vulnerable Adult to people so assessed 
from the background of addiction, homelessness 
and debilitating trauma. Consequent duties of 
assessment, support and protection should 
accordingly rest with all relevant statutory agencies. 

It is assessed that such an overall approach would, 
additionally, result in two desirable social impacts: 
definitively measurable crime reduction - and 
medium to long-term fiscal savings. It is also 
estimated that the effects of more people recovering 
in a whole life manner would produce an ever-
increasing positive impact on future generations of 
people faced with similar or related issues.
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This research was commissioned by AT CoR 
(Advisory Team for Community Resolution), 
Dunfermline. Its focus is presenting, analysing and 
assessing the feasibility and conclusions reached 
by a three and a half year pilot project. AT CoR 
seeks to delve into the core issues which adversely 
affect sections of the population and provide those 
concerned with a voice through research, training 
and consultancy. It then seeks to work towards the 
resolution of these issues directly with services or 
through policy interventions. 

Yes-U-Are is a small charity which plans to develop 
a derelict building in the centre of town to become 
a centre for the local population and is currently 
undertaking a set of pilot projects in order to identify 
and work out strategies to address community need. 
As the site for the research, this charity supported 
its director in undertaking intensive fieldwork with 
a group of people who were identified through 
their evident street-life presence, as apparently 
not having their needs met by local services. This 
three and a half year pilot experience enabled him 
to engage with and support twelve individuals who 
were living disordered, chaotic and unstable lives. 
He also provided another thirteen people with 
episodic support over the same period. 

The conclusions reached by him in his role as action 
researcher are presented alongside and combined 
with those reached by a team of independent 
researchers who intervened, at different intervals 
of time throughout the life of the pilot, interviewing 
both the target group of this research and a number 
of voluntary sector professionals who work in this 
field.

The pilot project began in summer 2012 with a 
number of ‘street people’ in Dunfermline. At first, 
the pilot aimed at assessing the feasibility and 
sustainability of an employment support scheme 
and make recommendations about the feasibility 
of the development of employment support for this 
marginalised cohort. This was initiated after three 
people from this background enquired about the 
possibility of future work at the centre once it was 
refurbished. 

Introduction

This research, and its recommendations, was 
initially designed to inform the way in which Yes-U-
Are might involve and support such people in their 
project. However, not long after its start, the project’s 
main remit proved not to be tenable and had to be 
redefined. The people approached showed signs 
of both profound traumatisation and exceptionally 
difficult circumstances that made it impossible for 
them to become socially functional and to sustain 
regular task development or find employment in 
the short term. 

Employment was still considered an important 
and valid objective, but it had become clear that 
key financial, personal and service delivery issues 
needed to be tackled before it would be possible 
to address this possibility in any sustained manner. 
Accordingly the priority of the work shifted towards 
considering how these basic issues could best be 
addressed.

This re-focusing shift placed the Yes-U-Are pilot 
project even more demonstrably in the framework 
of action-research. A core idea is that action is to 
be implemented alongside research as this alone 
could lead to sufficiently in-depth understanding of 
complex individual circumstances to be in a position 
to posit possibilities of viable change for each 
individual and derive overall conclusions as to how 
people in this position could be seriously assisted to 
turn their lives around. Within this process identified 
needs must be answered responsively through 
active attempts to develop solutions. Answers are to 
be tailored according to the circumstances and the 
experience gained by the worker/s involved. This 
framework also meant that mistakes, rather than 
being regarded as failures, were to be regarded as 
learning experiences

Therefore, as the action research and interviews 
progressed, two crucial findings became apparent. 

1. The numerous crises besetting the participants 
and their inherently unstable lives rendered the 
prospect of employment support impossible 
without a considerable and sustained period of 
initial support.
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2. It became increasingly evident that local 
services were not succeeding in addressing the 
many unresolved difficulties which were arising 
for this cohort.

Accordingly the focus of the report was altered:

1. To undertake an in-depth study of all the factors 
leading to this evident lack of ability to address 
their difficulties

2. To work out, through action research, exactly 
what might be required by a local voluntary 
sector service in order to address their needs 
and difficulties.

3. Issues of statutory policy, procedure and 
strategy were to become increasingly prescient 
and sections of the report analysing and 
addressing these background factors were 
eventually commissioned. In particular the areas 
of addiction and housing policy were explored 
in depth.  

Throughout this report the target-group of this 
pilot are referred to as “participants” in terms of 
the research and sometimes “clients” or “patients” 
in terms of their relationship with services. These 
relatively neutral terms are used to describe a range 
of individuals who have received various types of 
support and skills development tasks from Yes-U-
Are.

Both the interviews and the action research rapidly 
identified this group as primarily vulnerable individuals 
who are exposed to very chaotic and destructive life 
styles but yet many of whom strive, unsuccessfully, 
for stability. Much of the time of these individuals 
is spent in public streets or spaces. Begging, being 
targeted by drug dealers, violent debt collection 
and “sanctions” (Deprivation) by DWP, Addiction 
services, Criminal Justice and Housing services - 
are some of the issues that they commonly face. It 
also became clear that labelling and treating such 
individuals as ‘drug addicts’ is extremely stigmatizing 
and fundamentally inaccurate. On the other hand 
labelling them as “homeless” is a largely meaningless 
euphemism, despite the fact that homelessness has 
been a key and recurrent feature of their lives. These 
definitions are both detrimental to the clients and 
misleading for those individuals and agencies that 

aim to support them. In an initial summary utilised 
for consultation after almost three years of intense 
work, eleven in-depth interviews and a number 
of commissioned pieces of writing by them, we 
employed the term “street people.” However this, 
by definition, was not necessarily a permanent 
appellation since this sort of street life would 
logically become unnecessary to the extent that 
underlying issues become successfully addressed. 
This was particularly evident in the course of the 
action research where those with children had been 
successfully supported by Yes-U-Are.

It is fundamentally important to note that those 
individuals who received support from Yes-U-Are 
were all drawn from people who were in great need 
on many levels. However, they had all shared a story 
of disillusion in relation to services they had tried to 
engage with, in some cases over more than two 
decades.

Throughout this report the main actor of this pilot, 
John Macdonald, will be defined as the ‘action 
researcher’. This term entails a number of roles that 
had been explored and adopted by him throughout 
the life of the project to provide a holistic, person-
centred form of support to the people that have 
been in contact with him. Various types of support 
were developed as a result. These were essentially 
based on the need to respond to the whole person, 
without segmenting his/her needs and difficulties. 
These are outlined in the Action Research Report. 

The final report combined the action research 
report with the thematic analyses of the interviews, 
the analysis of participants’ writings, consultation 
with services and an in-depth examination of policy, 
strategic and procedural contexts. Taken as a whole 
this, therefore, constituted a robustly triangulated 
piece of qualitative community research. 
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Methodology

General approach outline 

This research is grounded within the combined 
expertise of three differing but interconnecting and 
overlapping research traditions: 

1. Participative Observation (Phenomenology) 

2. Action Research

3. Grounded Theory

Common to each of these approaches and to the 
research approach as a whole is a person-centred 
approach. More specifically, the participants and 
professionals involved were not approached on the 
basis of established notions of their experiences 
and social standing but treated with openness 
and listened to with the minimum of possible 
preconception.

Participative Observation 

A fundamental characteristic of the research is its 
phenomenological nature. From the beginning the 
work had been structured and determined through 
direct experience rather than established or assumed 
professional frameworks for dealing with particular 
people. This also entailed that the work was to be 
viewed as an on-going learning experience. The 
frontline researcher was aware from the start of the 
seminal study “Asylums” by Erving Goffman. For two 
years in the late fifties 

Goffman worked as an attendant in a large 
US psychiatric institution and experienced this 
setting as a participant observer. As a result of his 
observations he was able to analyse the effects 
of the institution on its patients, and his critique 
became integral to the thinking which led to the 
foundation and characteristics of Community Care 
in the United Kingdom. Despite the major and 
obvious differences of setting, the action researcher 
similarly observed the situation of a group of 
people through constant participation with their 
situations, in this case for nearly four years. From 
this he learned intimately about people’s lives and 

the many factors in the community and family and 
the health, social and judicial systems, which were 
affecting the participants’ ability to reach towards 
recovery from addictions, homelessness, extreme 
debt, street violence, criminality and associated 
issues. The findings of these observations and 
consequent analysis are also very revealing. One 
major difference between the two studies is that in 
this case participant observation was also combined 
with in-depth action research. The scope and depth 
of the interactions by the front-line researcher 
with the lives of participants in this setting was 
much greater than was possible for an attendant 
in a psychiatric institution. The openness to the 
experiences of the participants by this researcher 
enabled fresh data not just to be observed but also to 
be interacted with in a process of learning through 
action in an attempt to assist the people concerned 
improve their extremely difficult situations. 

Action Research 

The action research was a practical attempt to 
identify through trial and error what was the situation 
of members of this community, to understand its 
causes and seek out potential and actual remedies. 
Although this action research was carried out in 
the main by one experienced professional, it was 
implemented by him from within the structure of 
a small voluntary sector organisation. The range of 
previous professional experience of this individual 
was combined with sufficient authority within the 
organisation to ensure a high level of autonomy, 
which maximised his potential to address issues 
with empathy, imagination and boldness. However, 
at the same time the structure of the charitable 
organisation ensured that accountability, support 
and considerable discussion could ensue within the 
organisation. This itself threw up significant issues 
and ensured that much was learned during the 
process of the pilot study by the charity itself, as well 
as the action researcher and the commissioning 
organisation. 

The synthesis of action research with participant 
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observation was embodied in both the way that the 
action was developed by the front-line researcher 
and participants and the attitude and openness 
with which both the participants and the subject of 
the research were approached. Whilst the action 
researcher had considerable pre-existing experience 
of working with a wide range of other client groups 
in a variety of professional and voluntary roles, he 
purposely, chose not to research established policy 
and practice in this particular area beforehand. 
Whilst he did not pretend to himself that he began 
the interactions without any personal prejudice, 
he endeavoured to put such prejudices on hold so 
that he could be in a position to test them in light 
of his communication with and experience of the 
participants and the circumstances surrounding 
and affecting them. 

This also involved building up a personal as well as a 
professional line of experience with each participant. 
Additionally this began to lead to a picture of the 
services which appeared to be available to them 
and the nature of those services through their 
eyes. Liaising with services on their behalf through 
advocacy and other forms of support also helped 
develop the picture in direct and tangible ways. 
It is true to say that not only did the researcher’s 
understanding of the participants develop over time 
but so also did his understanding of the position of 
the staff working with them, particularly with the 
sections of the services with which he liaised in 
order to support them. This bottom up approach 
enabled this very active research to develop fresh 
understanding, unhampered by the assumptions of 
established policy, practice, government strategies 
or clinical procedures. Ultimately this created an 
independent vantage point from which to view 
policies procedures and strategies, reflect on and 
discuss them and develop recommendations 
regarding their possible amendment. Meanwhile the 
close professional involvement with the participants 
and their struggles enabled a very real picture of the 
difficulties of street life and its violent realities to be 
created and their situations understood with great 
accuracy. 

Grounded Theory

The overall research did not depend exclusively on 
the participative and action research - The findings of 
this ongoing line of research were also triangulated 

with a series of interviews as well as the analysis 
of the writings of the people involved in the study. 
The goal was to identify the ‘lived experiences’ and 
narratives of this group of people met through the 
street life of Dunfermline. The common issues and 
themes arising from these interviews and writings 
could finally be cross-referenced with what was 
being discovered from the action research. The 
interviews were conducted independently from 
the action researcher. This body of evidence was 
gathered at various moments of the pilot’s life by 
three external researchers (not to be confused with 
the pilot’s action-researcher) and then combined 
in a final report concentrating on the themes and 
issues arising. The interviews were designed to 
provide an experiential space and opportunity not 
just for sharing information, but to be seen without 
being judged. In agreeing to take part, participants 
were granted this freedom and acceptance. 

The external researchers shared a similar academic 
background in mental health, coming from 
disciplines such as psychology or counselling. 
They all had had relevant working experiences with 
vulnerable individuals in a variety of settings and 
contexts. 

Separate interviews were conducted with voluntary 
sector professionals. Therefore the themes 
extrapolated from the participant interviews were 
also triangulated with those arising from interviews 
with a number of professionals who had supported 
people with similar backgrounds and circumstances 
to the participants. As well as adding another 
vantage point, the combination of this source of 
information added credibility and substance to the 
overall findings. 

Grounded theory enables research objectives to 
evolve in accordance with the emphasis and issues 
thrown up by participants. In the case of this study 
there was a distinct evolution of the major focus 
of the report. Initially the report was concerned 
solely with exploring the possibility of providing 
employment support for the cohort who had 
expressed an interest in going down that route. 
However, as both the action research and the 
interviews progressed, it became abundantly clear 
that there was so much instability and there were so 
many crises in the lives of those concerned that these 
had to be addressed before any viable employment 
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support would be possible. Finally, through the 
participant observations of the action researcher 
and within the thematic findings of interviews, it 
became increasingly clear that the systems in place 
which were meant to assist people in their lives were 
very often not functioning properly for this cohort. 
Accordingly the ultimate focus of the research 
evolved into increasing emphasis on the manner 
in which the services and other community factors 
affected people and the determinant strategies, 
policies, procedures and systems.

Policy and consultation

It became clear that it was also imperative both to 
consult with the statutory services involved and also 
to examine the strategies, policies and procedures 
leading to the situations being explored. This led 
to the decision to study and analyse these and to 
consult those delivering these services. Throughout 
the latter period of the research, ideas were evolved 
and tested as to how government strategies, clinical 
and other statutory procedures and practices might 
operate in a more effective manner. 

At this point the principal external researcher was 
commissioned, as a policy researcher, to write 
analyses of the two major policy areas affecting the 
cohort:

1. The Scottish Government’s addictions strategy, 
‘The Road to Recovery’

2. Housing First, an innovative policy approach 
to homelessness being piloted throughout the 
world - including parts of Scotland 

A new consultation and policy researcher was also 
appointed in the later stages of the research in order 
to support the writing-up of an initial summary 
document and circulate this to a number of statutory 
sector professionals working in the Fife area. This 
initial summary tested a series of conclusions and 
proposals as to how to address the failures of the 
system through systematic reform of the strategies 
and procedures. 

The Participative Action Research process

This process depended on an alignment of values 
within the organisation which commissioned the 

research and the charitable organisation which 
constituted its site. Both organisations shared 
a common ethos of support for disadvantaged 
people and an interest and value base supportive 
of their inclusion within the wider community. This 
alignment was much facilitated by the fact that the 
action researcher was chair of the commissioning 
organisation and during the course of the research 
also became chair and director of the charity. 
However this situation necessarily would require a 
way to ensure the avoidance of contamination of the 
other aspects of the research by this coincidence of 
roles. Accordingly all the interviews were conducted 
and analysed without any involvement from the 
action researcher within that part of the process. 

The entire process was funded via legacies and 
private donation, allowing it to proceed without 
any undue influence from statutory or voluntary 
sector organisations, and allowing for the action 
researcher to proactively ‘Champion’ on behalf of 
the client group.

The background experience, qualifications and value 
base of the action researcher were of considerable 
significance. As holder of an MSC in Community 
Education (with distinction) this professional had 
completed nineteen years prior to the start of the 
research since his specialist dissertation on mental 
health policy and practice relating to educational 
and therapeutic approaches. 

With this background in play, the work took place 
through a series of meetings with individuals and 
couples in varied settings of the street, the office, 
the car, on walks with the dogs and in participants’ 
homes. 

Meetings also took place from time to time with 
professionals working for parts of the council and, 
on occasion, the NHS and police. The meetings 
took place based on need, mainly but not always as 
assessed by the participants rather than the worker. 
During holiday periods the meetings ceased and 
that was also factored in to the observation to 
understand what effects the absence of support 
would have during these periods. It was never 
presumed that such a pattern of support being 
provided by a single person would be the model for 
a viable future project – simply that the findings of 
this endeavour would in many and complex ways 
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inform that process - as well as the process of 
evaluation of the effects or lack of effect of existing 
services and systems.

The availability and willingness of the action 
researcher to work in this way for as many years 
as would be required was pivotal in enabling the 
research and support efforts to begin to come to 
fruition. 

Confidentiality and ethical issues 

This research recognises the sensitivity of the 
issues being addressed, notably for the people who 
agreed to take part in this research. So, for instance, 
being interviewed was acknowledged as having the 
potential for eliciting distressing memories among 
the people involved. As a result, crucial to this 
research, was the idea of emotional safeguarding 
and confidentiality. 

The action-researcher had already agreed a working 
confidentiality procedure with the charity. This itself 
evolved in accordance with what was being learned 
and was distinct from the protocol adopted for the 
interviews. This confidentiality policy was developed 
at the earliest stage of the pilot work within the 
charity. 

In a separate process, the external researchers 
followed a distinct ‘confidentiality protocol’ that 
was discussed and agreed in advance within the 
commissioning organisation AT CoR for whom they 
worked on a self-employed basis. This protocol’s 
main objective was to safeguard the confidentiality 
and freedom of choice of all those who took part in 
this project. 

The ‘confidentiality protocol’ entailed a number of 
steps. These were: 

• Prior to the actual start of interviews all 
participants were informed that their 
participation was to be considered entirely 
voluntary. It was also explained that they were 
free not to answer any of the questions if they 
felt personally ill at ease with them.

• During the interviews, if participants showed 
signs of distress, the researchers offered them 
a break. This gave them the chance to relax and 

then eventually go back to the interview with 
a ‘lighter’ feeling. Most importantly, this helped 
ensure that interviews did not constitute an 
emotionally negative experience for participants.

• Individual interview transcripts are not presented 
in this report. We instead present a thematic 
analysis of these. This decision responds to the 
need to safeguard the identities of participants 
and the uniqueness of their life stories. 

Thematic analytical approach

All data was analysed by means of thematic analysis. 
This enabled the key elements of experience to be 
assessed from the combined picture built up from 
the various interviews. This approach accounted 
for and conferred respect on the wide range of 
data sources employed. This also guaranteed that 
data could be homogeneously integrated within an 
overall narrative. 

Prior to the actual analysis, the external researchers 
worked on an initial yet comprehensive transcription 
of each interview. This was undertaken soon after 
the interview had taken place, when the impression 
of their encounters with participants was still fresh. 
The recording of interviews was also used. This 
enabled researchers to identify and integrate within 
each account a number of direct quotes or phrases 
that were deemed meaningful and important. 
Quotes had the function of adding spontaneity, 
‘flavour’ and complexity to the individual interview 
reports. Once the transcriptions were completed, 
the recording of the whole interviews was listened 
to one more time. This increased the accuracy of 
all the transcriptions enabling the interviewer to 
correct or amend any residual discrepancies or 
inaccuracies. 

Only at this stage was thematic analysis applied. 
The reports and pieces of writing were divided 
into themes that were identified and described 
from each piece of transcription. Individual themes 
described the main concepts detailed by the 
transcriptions and their labels suggested direct 
quotes from the actual transcriptions and/or texts. 
The themes thus obtained from each transcript or 
piece of writing were then compared to the other 
interview transcriptions. Similarities and differences 
were observed, the aim being to bring the common 
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themes that were identified across subjects and 
materials into an overall narrative. Each theme 
was presented and explained with reference to the 
individual transcriptions and texts from which they 
had originated. 

All themes reflected the interviews, pieces of 
writing and psychological processes at work. The 
external researchers used their academic skills and 
knowledge and particular perceptions to identify 
and describe themes. 

As a result, the methodological process and 
stance of this research acknowledges the 
subjectivity and qualitative influence played by each 
external researcher’s personal background and 
characteristics in extrapolating and defining themes. 

As a means of triangulation this research employed 
several data sources. These are reported in the 
sections below alongside a brief description for 
each of them.

Interviews with the action researcher

Prior to the actual interviews with the target group 
and with the professionals involved, the researchers 
interviewed the action researcher. These interviews 
aimed at briefing the external researchers around the 
pilot project’s ethos and practical way of functioning. 

These interviews also ensured that the bulk of 
conclusions developed by the action researcher 
throughout the years were reflected in the final 
report. Later they were combined with a detailed 
in depth report and analysis. Most of this was 
compiled by the action researcher but continuing in 
the objective descriptive mode – i.e. observing the 
work from an external perspective. This section of 
the report constituted a major part of the research 
findings and was combined with the thematic 
analyses towards the compilation of the preliminary 
summary which was circulated to organisations in 
the consultation phase, prior to the completion of 
the report. 

Interviews with the participants

Throughout the life of the pilot, 13 clients agreed to 
take part in interviews. These were conducted in the 
offices of Yes-U-Are by means of a semi-structured 

informal approach. Nine individuals opted for 
an individual interview, while 4 preferred to be 
interviewed either with their partner or with 
someone else who shared a similar story. 

Narratives in the form of writing

Forty six written narratives were also gathered and 
analysed by means of thematic analysis. These 
materials had been commissioned by the action 
researcher from the people he engaged with 
throughout the life of the pilot. Materials included 
pieces of writing that each person in the group 
had produced at some point of the pilot (with 
some producing more and some less). Once 
commissioned, the participants had the choice to 
write on a number of subjects that related to their life 
experiences. Themes included: life stories; begging; 
‘how did I come to this point’; suicidal tendencies 
and suicide attempts; loan sharks and drug dealers; 
and experiences of statutory services. 

Each individual piece of writing was read a number 
of times by the researchers prior to being divided 
and organised into themes. The thematic analytic 
procedure was the same as that followed for the 
interviews and eventually the two processes were 
combined.

Interviews with professionals

Throughout the life of the pilot 8 professionals 
working in the field of addiction and homelessness 
in the area of Fife were interviewed. The initial phase 
of the pilot collected 4 interviews to professionals, 
the second round of interviews involved further 3 
professionals while a third phase gathered 1 more 
response. 

Consultations with statutory and voluntary 
sector organisations

The final consultation phase achieved two 
objectives. 

1. Since no returns, in terms of interviews, 
had been obtained from statutory sector 
professionals, this offered and to varying 
degrees enabled their input. As the research 
work developed, the paramount influence of 
the statutory sector became very prescient. 
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Since many opinions, already expressed in 
interviews and observed within the action 
research, related to the operations of the 
statutory sector and their effects on the lives 
of the participants it was vital to test out the 
initial conclusions so that the responses from 
that sector could be taken into account. This 
involved the participation of a Consultation, 
Policy and Report Editor who was appointed 
to assist in the writing up of an initial draft of 
conclusions and recommendations. These 
were then circulated with the assistance of the 
local Alcohol and Drugs Partnership. 

2. The voluntary sector was also consulted at this 
point to allow us to take their comments into 
consideration in our final report and to ascertain 
the extent to which the preliminary findings 
might be indicative of Scotland as a whole. 
This had become much more important once 
the aims of the research became more and 
more concentrated on the strategic procedural 
policy and practice issues which had already 
been identified as problematic through the 
development of the research. 

This format proved to be successful and provided 
AT CoR with a good number of returns from key 
players in both the statutory and voluntary sectors. 

One final attempt was made to elicit responses to 
the developing conclusions and recommendations 
of the report following the integration of the results 
of this consultation and the in-depth strategy and 
policy analyses. Less than two months prior to the 
launch of the report a select number of statutory 
and voluntary sector organisations and political 
representatives were circulated with the two policy 
sections and the draft executive summary. The 
purpose of this was: 

1. To demonstrate to organisations which 
had contributed the degree to which the 
initial summary had been influenced by 
their contributions and by the alteration of 
emphasis from individual practice towards the 
ramifications of policy, strategy and procedure.

2. To enable some organisations such as council 
departments who had not already commented 
a last opportunity to do so. 

3. To enable people invited to the launch to have 
prior consideration of the overall conclusions, 
recommendations and policy analyses.

Credible basis of the research and report 
findings

In two responses during the statutory sector 
consultation the efficacy of the numbers involved 
in this study were challenged. To address this issue 
the authors emphasise the totally different nature of 
this study to large scale surveys usually employed as 
background evidence for policy decisions. Looked 
at differently it is notable that:

1. The action researcher had contact with almost 
all the town centre beggars and big issue sellers 
in Dunfermline over a three and a half year 
period. 

2. Concentrated work was done with well over 
half of these resulting in a series of detailed 
case studies. This constitutes a valid and robust 
sample from one of the largest towns in a large 
local and health authority.

3. The findings of the participative action research 
were combined with interviews and consultation 
with people from voluntary sector organisations 
and consultation with key statutory sector 
organisations.

4. These findings were also cross referenced 
through consultation with national voluntary 
sector organisations.

5. Triangulation of data sources contributed 
credibility to the assessment, theming, and 
analysis of the complexity of the phenomenon 
under study. A range of materials, data and 
distinct processes were indeed used to compose 
this report.
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Childhood

Deprived background

The majority of our client group came from families 
of low socio-economic status and typically lived in 
areas of extreme deprivation. Most were brought up 
in big families (i.e. up to 6 children). Many grew up in 
a single parent household while others were raised 
by their mothers and by one or sometimes more 
step-fathers.

Members of the group generally described 
their experience of childhood as being “bad.” 
One member, commenting on the realities of 
growing-up in an area of extreme deprivation said: 
“Basically everyone is on benefits there and crime 
happens all the time. People should never grow up 
in a place like that.”

Another member of the cohort focussed on the 
amount of violence and bullying he was exposed 
to. He recounted one incident in which he had 
been brutally assaulted and raped because he had 
refused to share a toy with other kids from the same 
neighbourhood. He was only 11 years old at the 
time. 

Family abuse and trauma

The majority of our clients reported that they had 
been subject to physical, psychological and, at 
times, sexual abuse. 

The abuser was often one of the parents, or a step-
father. In other cases he/she was a trusted relative. 
“Every Friday he would rape me”, recalled one 
individual, “now it’s just horrible thinking about it.”

For all the victims, the abuse was experienced as a 
matter of shame and something to be kept secret, 
even from other family members. They described 
themselves as feeling unprotected and abandoned. 

One described her feelings of disillusionment and 
loss of meaning saying, “all that came to me was: 
What kind of place is this really? What is life? What’s 
this all about?”

Another declared that since she first was abused she 
started to experience intense night terrors and that 
these episodes accompanied her throughout her 
entire adult life. “This sounds silly to say but these 
night terrors probably really ruined my life. The fear 
that you feel with these night terrors is so immense”

One individual described his attempts to escape 
the abuse by running away from home: “I had run 
away numerous times and always got caught by the 
police. I would get a row from the police and then 
a sound beating from my mum while her husband 
and sisters would watch.”

Another said: “As far as I can remember I was running 
away all the time.” 

In all cases abuse and trauma led to intense 
feelings of being unworthy of love and attention, 
accompanied by a sense of betrayal, disappointment 
and loneliness. Individuals said that the experiences 
they had had, both damaged their mental health 
and caused a loss of self-esteem. 

Moving out

Spiralling down

All of our client group left the family or foster 
home at around 16 years of age. For some with no 
job and no home of their own, their lives quickly 
deteriorated, “spiralling down”, as a number of 
them put it, into a world dominated by shortage of 
money, illegal substances and crime. 

For those that had left home with a job the “spiralling 
down” was postponed, but they too soon enough 

Report Findings

Themes from interviews and pieces of writing 
by our client group
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found their lives on a downward trajectory when 
they lost their jobs and often their homes as a result 
of their drug use, or in one case the onset of severe 
mental illness.

A number of the women among the client group 
declared that they had started taking heroin 
because of their partners. “He got me into that” was 
a recurring theme in their interviews. 

Teenage pregnancy and abusive 
relationships

All the women in the group with the exception of 
one, got pregnant by their partners at a very young 
age. They were only 16 or 17 at the time. 

Having a child made it extremely difficult to separate 
from their partners, even when the relationship was 
systematically abusive and violent. 

All the women within the group had been 
systematically abused by their previous or actual 
partners. The abuse was or had been physical, 
psychological and sexual. The violence had 
escalated to such a point that they all had their lives 
threatened by their partners. “He tried to kill me” 
declared one of them in an interview. One woman 
described her attempts to separate as: “I know it was 
me that kept trying to go back together because I 
didn’t want my kids to grow up without a dad really.”

In many cases these women only managed to exit 
the relationship after they had lost their children to 
Social Services because of their addiction problem.

Drugs and crime

For all our cohort, the need to finance their drug 
habit led them into a world of crime, violence 
and repeated encounters with the criminal justice 
system.

Shoplifting and theft

Shoplifting and theft were central to the lives of our 
cohort, be it to finance the purchase of drugs, or 
just as likely, to pay-off a loan-shark.

One of the group described her experiences 

of shoplifting as: “humiliating, you just want to 
disappear when they catch you.”

All of the group expressed regret and a sense 
of shame about their actions. One described an 
episode in which he had stolen money from a girl 
he knew: “My pal and the girl were smoking outside 
and I went into the living room where I seen her 
purse on the fire place, so I had a look in it, there 
were notes and some change so I took it and left.
Now I am really sorry I have done it as my mum sees 
that girl everyday and its embarrassing to her, but I 
just done what I had to do at the time and I am really 
truly sorry and can’t imagine how the lassie must 
have felt at the time as she must have felt upset and 
really angry.”

Drug dealers and loan-sharks

Both the dealers and the loan-sharks ruthlessly 
pursued our cohort for payment of debt. In cases 
when the money was not paid on the due date they 
would seek to either physically or sexually punish 
their insolvent customers. 

One woman in the group described many episodes 
in which she would be asked for sex by way of 
paying her debt. She had always refused preferring 
to go shoplifting instead. However, one of her 
best friends had accepted the sexual blackmail 
and “lowered herself to that”, as she described it. 
Another individual reported having been attacked 
by a drug dealer he owned money to and being 
severely injured. 

Becoming a drug dealer

Another option available to our cohort was to 
finance their own drug habit by becoming part of 
the illegal system and selling drugs to others. Only 
one of our group took this option. She had started 
selling drugs when she was only 15 years old at 
school. 

Prostitution

Prostitution was another route that enabled the 
women in the group to source sizeable amounts of 
money relatively quickly. One of them reported that 
at one point in her life she had started working in 
the sex industry as an escort. She reflected on her 
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experience saying that: “People maybe think I had 
no morals for doing that, but I actually think that I did 
have morals, because I didn’t want to hurt anybody 
else and I knew that by doing that the only person I 
would hurt was me and I could live with that.”

Begging

All the men in the group used begging as another 
means for sourcing money. They described it as a 
source of shame but preferable to crime as a way of 
funding their drug habit. 

However begging exposed them all to the risk 
of being on the receiving end of verbal and even 
physical abuse. One individual described numerous 
negative experiences he had in a car-park in which 
he was begging. “People just looked at me as if to 
say look at you, you tramp. Some spat at me, that 
was the most disgusting thing ever. I felt humiliated 
and disgusted with myself for being in that situation. 
Most people just used to look at me and give me 
abuse. What most of them didn’t understand is I was 
homeless and just trying to get some money to feed 
myself and get by.”

The scars of trauma and 
drugs

Violent reaction

Such was the trauma experienced by a number of 
these individuals, they internalised a deep sense 
of anger and hostility that could on occasion be 
translated into external aggression.

At the age of 11, after having assaulted his step-father, 
one of the cohort was deemed uncontrollable by 
Social Services and was removed from his parental 
home and put into foster care. Describing himself 
at the time he said: “I was a very hostile and lonely 
person. Who would’ve thought that at such a young 
age suicide had crossed my mind many times? I was 
very troubled and this showed via random outbursts 
at school, amongst friends and everyone who had 
any type of authority.”

Another woman in the group ended up in prison 
when she was only 16. She had developed a 

tendency to engage in fights and had seriously hurt 
another woman in a pub. Another member of the 
group said of himself at the age of 14: “I started being 
a menace basically, vandalising, creating trouble, 
and then with drugs everything started escalating 
through.”

Mental health. 

All members of the cohort admitted to suffering 
from severe and cyclical depressions. One described 
her struggle with this condition as: “If I wouldn’t be 
on anti-depressants you’ll notice a big difference, 
and when it’s like that I really struggle to leave the 
house, and I feel that the people are looking at me 
and talking about me.”

Another individual suffered from paranoid 
schizophrenia. He experienced disturbing auditory 
hallucinations and had violent schizophrenic 
episodes in which he repeatedly tried to end his life. 

Others reported sudden and violent mood swings. 
These episodes had sometimes received a diagnosis 
of ‘Bipolar disorder’. However, in most cases the 
individuals concerned had never allowed a diagnosis 
to be made. One commented: “I hear voices, and 
the voices are always creating chaos, they’re asking 
me to do things. I’ve always heard voices, probably 
since I was 13, but I never allowed it to be diagnosed 
on paper. I was scared, I didn’t want medications to 
change me.”

Suicidal attempts

Four of the group talked openly about their suicide 
attempts. 

In one case suicidal ideas had been triggered by a 
schizophrenic episode. Throughout his delirium 
suicide was felt to be the only alternative to the 
killing of others. 

In another case suicide was conceived as the only 
available solution to a state of extreme depression. 
This person explained this as: “Life as an addict is 
tiring.” 

In other cases suicidal ideas were the response 
to the withdrawal phase of addiction. “It was a 
nightmare,” explained one of the people in the 
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group. Referring to a period in which he tried to get 
through the withdrawal phase by himself, he said: 
“the worst thing I have ever done really, it was hard, 
I was suicidal when I was doing it.”

Another individual described the first time he tried 
heroin as being a way to kill himself by overdosing: 
“My God all my problems melted away, the only 
thing that didn’t go away was my life.”

Prison

The vast majority of our cohort had been through 
the prison system on more than one occasion. Most 
of them described it in positive terms saying that it 
gave them a structure to their daily lives, took them 
away from the violence of the dealers and loan-
sharks and provided meaningful support in dealing 
with their addictions.

Experiences of 
services

Another important theme of both interviews and 
pieces of writing was around the experiences and 
opinions that our cohort had with assorted services. 

Social Services

Experiences varied in relation to the particular 
circumstances and individual characteristics of the 
social workers involved. 

The social workers’ personality made a huge 
difference in the opinion that street people had of 
these professionals. Some reported that they had 
had social workers who had really looked after them 
and made them feel understood. However, most 
had found that the way social services operated was 
quite cold and impersonal. 

Many had felt that their case was considered as a 
pure box-ticking exercise and believed that social 
services were only looking at the bad things they 
had done in their lives, and didn’t try to understand 
why their lives were the way that they were.

Many reported that they had found social workers 
to be both authoritarian and patronising. “It’s like 

they learn it through a book and they think life 
should be like that, but real life, it’s different!” said 
one individual. 

The women in the group who had lost their children 
as a consequence of their addiction problems had 
developed a real aversion to social services. These 
women thought that the way social services had 
operated in relation to their circumstances had been 
unethical and disrespectful of them as mothers and 
as human beings. One participant declared in tears: 
“It’s not that their mum is out of the planet and she 
has been wiped out, because that’s what they are 
trying to do to us.”

These women felt strongly that services’ had failed 
them completely. Instead of being supported, they 
had felt blamed, condemned and stigmatised as 
‘drug addicts’.

“I was asking for help because I was a bit down, also 
because I wanted my kids, because I love my kids, 
we are asking them to help, so why can’t they just 
do their job of just helping instead of like stigmatise 
us because we’ve done bad in our past?”

Sheriffs

Many of the individuals in the group had had 
experience of dealing with sheriffs. Most felt that 
they had been treated fairly and that they had not 
been looked down on or labelled. 

Drug reduction programmes

All of our cohort had been on drug reduction 
programmes, usually more than once. A recurring 
theme amongst them was a belief that the 
programmes were too inflexible, and that a number 
of them had been expelled from programmes for 
failing to meet the programmes’ condition. Several 
cited being expelled from a programme because 
they had failed to keep an appointment.

People pointed out that this put them in the position 
of having to source methadone illegally, with all the 
implications that that had.

Many of the cohort claimed that behind their 
absences and failures in relation to the programmes’ 
conditions, there were often serious psychological 
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and other problems that they felt that Addiction 
Services didn’t recognise or take account of. 

One person described an episode in which her 
coming late to an appointment meant that she was 
taken off the programme: “I continually tried to 
explain my situation and was hushed a number of 
times. Finally being told ‘‘tough’. Realising no-one 
was listening I burst into tears. I left feeling dazed 
and confused.”

Mental health services

Most people in the group shared a negative opinion 
of mental health services. 6 people out of 9 within 
the group had been referred to a psychologist, a 
psychiatrist or a free counselling service throughout 
their lives. 

One person who suffered from severe symptoms 
of paranoid schizophrenia described his encounters 
with psychiatrists as: “when I go seeing a psychiatrist, 
I get so nervous and tense, and it all happens so 
quickly bang, bang, bang, bang, bang. I may have 
a problem with authority, I don’t like authority, but 
I think that they looked down at me, because they 
think I am the bottom of the chain, and ultimately 
they have control over my life. They can tweak it 
at any time and they can make you very ill, it’s 
happened before.” 

Others too reported strong feelings of one’s life 
being in the hands of doctors, who by increasing 
or diminishing the dosages of anti-psychotic drugs, 
had the power to alter their lives at any time.

Counselling services, on the other hand, were 
regarded much more positively, and described as 
“welcoming and helpful” for those within the group 
that had been referred to them. Unfortunately only 
a minority of the people within the group received 
regular counseling support.

Benefit system

All of our cohort were in receipt of benefit of one 
kind or another.

Most reported that it was really hard for them to 
survive on such limited amounts of money. The 
financial struggle was made even harder when they 

were sanctioned by the DWP, which could result 
in them losing benefit for weeks if not months at 
a time. Many reported that they felt that the whole 
system was obliging them to commit crime in order 
simply to survive. 

Fine system

Most of the people in the group described the fine 
system as a cold and impersonal machine. They had 
all been fined for various reasons. Many branded the 
system as illogical. “It doesn’t make sense to punish 
people by asking them for money because we have 
no money. I have a pile of fines that I’ll be able to pay 
back only in 7 years time”, said one of them.

GPs

The experiences of our cohort with GPs varied. 
Many referred to their GPs in a positive way. They 
felt that these professionals cared about them and 
understood their situations. On the other hand, 
one person reported an anecdote in which her GP 
had refused to speak on her behalf with addiction 
services. 

The voices of 
voluntary sector 
professionals
Themes from interviews

The themes described in this section are obtained 
from the analysis of nine interviews with voluntary 
sector professionals operating in the field of 
rehabilitation and/or substance intake support in 
the Fife area. 

These interviews were undertaken at different points 
during the pilot’s life. A first tranche took place in 
2012-2013, a second in 2014 while the third came 
in 2015. 

Interviews were conducted, transcribed and 
analysed by three researchers according to a 
consistent template and person-centred approach. 

All the professionals involved received an individual 
interview that took place in most cases in their 
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offices or in those of AT COR or Yes-You-Are. 

Type of service

A first important area of discussion was around the 
type of service the professionals worked in. Under 
this overarching theme we describe how and in 
which respects these organisations were different 
one from another.

Targets and objectives 

The organisations had different remits as relating 
to target and objectives. Most aimed at supporting 
people who have chaotic and disordered lives, 
addiction issues or who are homeless. 

The majority of the organisations aimed at providing 
specialised support on particular aspects, such as 
finding employment or accommodation; others 
operated by means of a holistic approach, where 
companionship, mental health or crisis support 
were provided alongside more specialised types of 
support (e.g. drug injecting training). 

Degree of structure

The organisations worked within various degrees 
of structure. Most operated in a fairly structured 
way, with clear and measurable outcomes and 
objectives in mind. The type of goals and outcomes 
were often dictated by the type of funding that their 
organisation received. 

Only two organisations worked by means of a 
very flexible, informal approach. These services 
focused on providing their users with a welcoming 
environment where they could develop trust and a 
sense of being safe and not judged. 

Key aspects for the work

Another important area of discussion concerned the 
aspects that professionals found to be most pivotal 
for their work. Under this theme a number of areas 
are described that are capable of making someone’s 
job interesting, meaningful and effective.

Being driven

All the professionals interviewed stated that they 

had a profound motivation for their work. 

Some attributed this to their own experiences 
of personal crisis resulting from which they had 
themselves come to feel ‘broken’. 

Others had gone through a serious addiction 
problem in the past. They felt that this had made 
it possible for them to ‘really feel’ for their clients 
or service users - to profoundly empathise with 
their suffering. One interviewee reflected on his 
experience of ‘feeling broken’ as a specific area he 
could relate to when dealing with and responding to 
the people he was working with. Most interviewees 
reflected on this motivational aspect as a common 
trait of many voluntary sector professionals. One 
professional said: “This - the motivation for the work 
- is what makes us really special in the voluntary 
sector I mean, this is our real plus.”

Building relationships

The majority of the professionals interviewed talked 
about the importance of building a relationship of 
trust and mutual respect with their clients or service 
users. They all concurred that such a relationship is 
the most important condition for people to begin 
moving their lives forward. 

A fairly common trait of the people that all 
professionals supported was that they came to 
them with a story of intensely negative relational 
experiences. These mostly related to their traumatic 
pasts but often also to their experiences of statutory 
service which were referred to as cold, impersonal 
or judgmental.

By setting and negotiating the conditions for 
a relationship of mutual trust, voluntary sector 
professionals aimed at building a robust basis 
for their clients to feel safe and cared for. One 
professional stated that for him it was only in the 
context of a positive relationship that people could 
build up the necessary self-esteem, confidence and 
self-belief essential to bring positive change to their 
lives.

Supporting people to develop emotional 
maturity

The majority talked about the importance 
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of supporting people to develop emotional 
maturity. Throughout their work they had found 
that substance use had often had the effect of 
cushioning people from emotions that they found 
too difficult to deal with. This, in turn, they assessed, 
had slowed down their emotional maturity making 
it dependent on the intake of the substance/s. Many 
professionals also related this emotional immaturity 
to the difficulty for their clients to find employment, 
deal with the inherently frustrating aspects of a job, 
and cope with authority.

Person-centred approach

Another key aspect of their work was employing a 
person-centred approach. Many explained this as a 
willingness not to impose things on people but to 
start from their reflections of desires - in terms of 
outcomes and needs. 

Boundaries

Another aspect that was agreed upon as fundamental 
was setting boundaries in the relationship with their 
clients. This concept of ‘boundaries’ was often 
related to both protecting oneself and the person 
they were working with. This entailed setting up 
a minimal set of implicit rules that had not to be 
crossed without reflection or discussion. Many 
interviewees brought some examples of boundaries. 
Among these were: 

• The provision of financial help

• The exchange of personal details 

• Physical proximity

Many spoke about these boundaries having 
sometimes been crossed in the past and reflected 
on these experiences as deceptive and emotionally 
challenging. 

At the same time, however, they reflected on the 
need for boundaries to be fluid and continuously 
open to negotiation. “If someone gives me a hug”, 
shared one of the professionals interviewed, ”well, 
the boundaries are negotiated there and they get 
shifted in that particular interaction I have with 
that person. We need to be flexible with the whole 
setting up boundaries business, I think.”

Accepting failures and relapses

All the professionals interviewed spoke about their 
work as often involving a certain degree of deception. 
“It’s the nature of the beast”, shared one participant 
during his interview. “People fall constantly back into 
their problems and addictions, and it is complicated 
to move out of that.” As a consequence many 
reflected on the need to develop a good level 
of tolerance and acceptance as fundamental to 
dealing well with these experiences - as opposed to 
getting angry at their clients or themselves for not 
being able to do more.

Supervision

Very much related to the need to develop 
acceptance towards people’s failures and relapses, 
many interviewees spoke about the need to receive 
regular supervision. Supervision was described 
by many of the professionals interviewed as an 
opportunity to reflect critically on one’s work 
and the impact of this on one’s clients as well as 
on oneself. Many spoke about the importance 
of supervision for offloading emotionally in a safe 
environment or to engage with feelings that were 
difficult to decipher. 

Unrealistic expectations

Some interviewees said that the most frustrating 
aspect of their jobs was when people placed 
unrealistic expectations on them. These situations 
concerned being asked to solve difficult, if not 
impossible, requests. One interviewee gave as 
example; being requested to help a Bulgarian 
person without knowing the language and with no 
access to an interpreter. A totally different type of 
unrealistic expectation was being implicitly asked to 
‘save a person’s life’ with the need to carry on one’s 
shoulders all the consequences of such a role. 

For this reason many stressed the importance 
of having realistic expectations about their jobs 
that often meant accepting failure or a continual 
resistance of many they were working with to 
positive change.

Limited resources

Having access to limited resources was also seen as a 
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major obstacle for making progress or guaranteeing 
continuity to their clients. This aspect was often 
connected to the systematic lack of regular funding 
streams within the voluntary sector - as opposed to 
statutory sector services. The insecurity of funding 
for many professionals made it impossible for 
them to approach people considered as ‘difficult 
to reach’ or to give continuity of services that very 
often had to close down and then re-open with a 
slightly different target -always dictated by the latest 
funding stream which had been secured. 

The voice of the 
action researcher

Introduction 

In the course of the pilot study’s three and a half 
years of existence, the participant action researcher 
worked closely with 12, and more episodically 
another 13, individuals - living in Dunfermline and 
the surrounding area.

Roles of the practitioner

A number of roles and activities were explored and 
adopted by the action researcher during the life of 
the project in order to provide a holistic, person-
centred form of support to the people that he 
worked with. 

The various types of support that were developed 
as a result were essentially based on the need to 
respond to the whole person, without segmenting 
his/her needs and difficulties. 

These included:

• Relationship-based street work and support work. 

• Mentoring - in the sense of personal coaching 
on very day-to-day practical issues, relating 
to everyday survival, crisis management and 
development of direction. 

• Companionship: This was and had to be totally 
natural and had to be positive and life enhancing 
for both parties. Walking with the dogs was often 

a popular and natural accompaniment. 

• Offering financial support: Firstly to avert or 
overcome crises e.g. threats of eviction, violent 
attacks, threat of prison, relationship break-up, 
DWP benefits sanctions mistakes and delays, 
danger of child removal by statutory services 
-secondly to aid stability, recovery and societal 
involvement.

• Providing advocacy in dealing with assorted 
statutory agencies: The style adopted was both 
much more assertive and much more knowledge-
based than most current trends in advocacy 
provision and has been named - Championing. 

• The provision of informal conflict-resolution 
between the pilot's clients and local authority 
management

• Family support – on occasions linked to close 
involvement of Children’s Services 

• Informal spiritual support: This was entirely 
depended on the wishes of the person involved

• Mental health support: Contextual to any 
mental health condition, this was provided by 
understanding the person and his/her condition. 

• Family type role: This was akin to that of a father, 
uncle, older brother or god-father 

• Ethos and setting of the professional practice

Whilst it is the case that the researcher made every 
effort to approach the research prejudice-free it was 
obviously not the case that he came to the active 
research role as a blank slate. It would not have been 
possible for him to act confidently and effectively 
without a substantial and relevant professional 
background. It would also not have been possible 
without a distinct value base founded in the values 
and practical notions of empowerment central to his 
professional qualification in community education. It 
is the case that, whilst innocent of experience within 
the particular fields of homelessness addiction and 
criminality, he was well versed and expert in the 
standards and thinking behind community care, 
social work, community development, advocacy 
and empowerment in general. He brought this 
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value base and informed knowledge to this work, 
as well as the confidence of thirty seven years of 
professional practice with people in need. 

Choice of Clients

The criteria utilised to decide whether to offer 
sustained support to a potential client (and thereby 
accept them as a participant in the research) 
were two-fold and simple. Firstly, this required an 
assessment that they really wished to turn their lives 
around. Secondly, the action researcher needed to 
be realistic about his ability and capacity to provide 
a type of support that could actually aid them in 
this process. This did not necessarily imply that 
people chosen as clients could not make numerous 
mistakes. Nor did it assume that those who the 
action researcher did not work or only worked with 
episodically might not at some future junction be 
assessed as suitable for such work. 

Working holistically and its strains

Employing a multitude of roles proved to be of 
definite benefit and was necessary in varied situations. 
On the one hand, the freedom in a pilot to respond 
to needs and work out solutions pragmatically and 
flexibly led to a great amount of learning. The action 
researcher remarked: "If one adopts this mind set, 
then making mistakes is actually okay and in fact is 
what makes you learn the most." However, for quite 
some time, it also created stresses and strains within 
Yes-U-Are, among trustees and administrative staff 
and within the action researcher's own family.

For this reason he began to work with clients to 
strengthen the boundaries of their expectations 
and of his own availability. He also worked with the 
charity’s administrator and the participants to devise 
systems that would be applicable where finance 
was involved and would ensure the avoidance of 
any illegal payments being made. It also led to some 
delineation of functions.

The action research aimed to discover the sort of 
roles which might be useful or requisite for the 
personal survival and development of people in 
these situations. These outlined roles and functions 
are reported as constituting a supportive mechanism 
and evidence to the statutory sector of the virtue of 
positive affirmation, flexible approaches and positive 

role-creation and skills development.

Deception

An important aspect of the pilot was learning to 
recognise and respond to deception and attempts 
at manipulation on the part of clients. 

On a number of occasions the researcher felt he 
had to temporarily distance himself from those 
individuals who had betrayed his trust, whilst 
making clear why he was doing so. However, this 
did not rule out the possibility of renewing the 
relationship after appropriate time-lapses and there 
being sufficient evidence of a change in attitude. In 
one instance, almost a year and a half passed before 
a working relationship was re-established with a 
particular client.

These gaps in support were assessed as necessary 
and ultimately proved beneficial for the clients 
concerned in each case. However, one insight 
gained by the action researcher was that the more 
he understood the circumstances of people’s lives, 
the less he felt any deceptions that did occur to be 
personal or indeed that deception was nearly so 
likely to occur.

Factors impacting on the 
lives of the participants

Illegal violence

The action researcher found that a major issue for 
this cohort was the constant threat of violence at 
the hands of drug dealers and loan sharks to enforce 
payment and the doubling of debts or simply to 
punish late payment.

 Anyone addicted to opiates, but not on a substitute 
medication stabilisation programme, was found to 
be quickly forced into debt and into the position 
where they were obliged to enter the illegal system 
in various ways. Shoplifting, burglary, prostitution 
or becoming part of these illegal ‘organisations’ 
at the bottom level were the only ways available 
for sourcing money to repay such debts. The 
‘alternative’ was to suffer unremitting violent attacks 
– with the ultimate sanction described by one 
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participant as “being washed up dead in a wheelie-
bin in the Forth.”

DWP Benefits System

The Benefits System constituted yet another source 
of vulnerability. This system was observed to be 
operating by means of sanctioning individuals as 
a way to ‘punish’ those who failed to keep up with 
the requirements of appointments, job seeking, or 
referrals. Sanctioning means that a person has the 
money normally received from Benefits withdrawn 
for at least five weeks. The DWP was found to be 
operating by means of an increasingly detailed and 
rigorous system whose requirements were often 
difficult to understand or sustain - particularly for 
those with poor education, dyslexia or confused 
life-styles. These factors increased the likelihood 
of people making mistakes when declaring their 
benefits’ situation. 

NHS

The National Health Service - which provides 
substance misusers with drug stabilisation and 
reduction programmes - was discovered to be both 
a source both of stability and instability. In some 
cases these programmes were imposed by the 
courts as an alternative to a jail sentence via Drug 
Testing and Treatment Orders (DTTO); in others, 
they had been joined voluntarily. For those on these 
programmes, substance substitute medication, 
such as methadone were regularly prescribed. 
Substance intake was monitored at regular 
intervals and prescribed under the supervision 
of NHS professionals. When these programmes 
were sustained they were found to have a highly 
beneficial impact on the health, wellbeing and 
stability of those involved - even where there was 
not yet any obvious plan for reduction. 

However, where our participants had been assessed 
as failing to keep up with the programmes’ rules 
or appointments, they had been struck off the 
programmes. This had the consequence of leaving 
people with high levels of substance dependency 
alone in dealing with the resulting serious symptoms.

In the view of the action researcher, “the lack of any 
alternative to this ‘sanction’ raises ethical, practical, 
medical and judicial issues of extreme sensitivity 

and significance. Through our consultation it 
became clear that NHS Addiction Services and the 
Local Authority DTTO social workers appeared 
to be required to implement these very rigorous 
guidelines. The guidelines were, however, extremely 
difficult for our clients to comply with during times 
of crisis, which in the initial phases of our work, 
were particularly frequent. As a result their security, 
safety, health and general wellbeing were very badly 
affected by the removal of their prescriptions and 
the length of time and hurdles required to be again 
put on a prescription. 

The most obvious, albeit unintended, consequence 
of expelling people from these programmes was 
to place them at the mercy once again of the 
drug dealers and loan sharks and to cause them 
to re-enter a cycle of debt, violence and crime. 
However, on a positive note it was found that people 
supported by the Yes-U-Are pilot began to be more 
successful in sustaining their addiction stabilisation 
programmes and the delivery of these programmes 
by Addictions Services appeared to become more 
responsive to the clients. 

Particular difficulties were identified where 
alcoholism was combined with opiate addiction. It 
was found to be very difficult to achieve practical 
co-operation with Addictions Services to share 
information and discuss solutions and the action 
researcher was aware as a practitioner that he was 
excluded from any participation in the process of 
clinical assessment. As a consequence he assessed 
that clinical decisions were being made without 
reference to key social vulnerabilities. Progress 
towards solutions was therefore very slow even 
from the juncture where the client had genuinely 
reached the point that there was a genuine desire 
to overcome alcoholism.  

A hopeful sign was that the need for a more positive 
approach and more opportunities for recovery from 
substance abuse appeared to have been recognised 
in the creation of a pilot NHS project in Glenrothes, 
based on a different set of clinical perspectives and 
by a subsequent decision to further pilot this new 
approach in Leven. 

NHS Psychiatric Services

There appeared to be no established procedures 
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and guidelines to identify and address the 
psychiatric needs of a cohort who almost universally 
had mental-health issues, in part at least, as a 
consequence of earlier-life trauma.

NHS Patients’ Liaison

Clients experienced a very positive development 
near the end of the pilot in the form of meetings with 
the NHS Patients Liaison Managers, the outcomes 
of which are awaited.

Issues Arising

Council housing

Temporary housing now has to be supplied legally 
under Scottish Housing legislation, but this fact 
appeared to be being deliberately hidden from 
people approaching the council in crisis who 
regularly reported being told by allocations officers 
that no housing was available. 

When people were allocated temporary 
accommodation it could often be in a part of Fife 
where they had no family, friends or connections. 
There was evidently found to be no assessment of 
how this would impact on their lives. Nor was there 
any availability of support for consequent high 
transport costs.

There was no single temporary accommodation 
available therefore people were forced to share with 
strangers. Although housing officers stated they 
were aware of successful combinations - making 
people in crisis share accommodation in small 
flats was evidently liable to lead to difficulties. Our 
research immediately threw up examples of such 
difficulties, for instance recovering alcoholics being 
placed with current alcoholics. 

Most people we worked with had been placed in 
"scatter flats" or knew people who had been placed 
in scatter flats very near to known drug dealers. 
When expressing their concerns to allocation 
officers that, as people with addictions, this would 
put them in harm's way, they reported that their 
concerns were never addressed.

The action research gained first-hand experience of 

supporting people who had managed to re-establish 
their lives with stable council accommodation, only 
to immediately be hit by multiple warrants relating 
to failures to pay council tax or clear-up flats they or 
their flat-mates had left in the past over many years 
of chaotic living. This jeopardised their recovery, 
endangered their housing and placed parents in 
particular danger of having their children removed.

The Courts

Failure to meet agreed payment schedules for fines 
resulted in our cohort being faced with demands 
to repay the outstanding amount within tight and 
unfeasible deadlines or face imprisonment.

The most likely effect of this had previously been 
to lead them to commit crime to try to raise the 
money, either directly or in order to pay-off a loan 
shark.

Very little community service or rehabilitation types 
of programme appeared to be available to replace 
these mechanisms and the community payback 
schemes that existed appeared to be resource 
intense and too rigid to recognise the difficulties 
of people with chaotic lifestyles and associated 
difficulties. The action researcher saw no evidence 
of the creativity of the voluntary sector being utilised 
to meet the need for more flexible payback options.

However the local sheriffs proved to be very 
responsive to evidence produced by the pilot 
project of positive efforts at improvement. On a 
number of occasions this led to non-custodial 
dispositions. This was irrespective of the reputations 
of the sheriff's concerned and stood in marked 
contrast to similar cases where there was no such 
intervention offered from outside the statutory 
sector. This process was also found to be expertly 
enabled by local criminal defence lawyers. This 
arose early in the pilot's development and proved 
to be a well sustained area of positive co-operation. 

The Police 

There were many examples of police being very 
kind and supportive to people with mental illnesses 
in circumstances where the NHS had denied 
them any support for their crises. There were 
also some individual examples of police acting 
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compassionately towards vulnerable people with 
addictions. 

However in general the backdrop of intense 
antagonism between our clients and the police 
was observed to be extremely trenchant and 
longstanding and to constitute a major area of 
misunderstanding on both sides. 

Over the three and a half year period the action 
research did not ever uncover any example of 
police surveillance relating to the continual violence 
being meted out to people with debts to dealers 
and loan sharks. However, there was clear evidence 
provided directly to the researcher that they both 
knew who were all the families concerned and also 
that the recipients of violence were unable to report 
the violence for fear of far worse reprisals. It was 
not clear why various well established families were 
able to continue their business of violent extortion, 
without being subject to arrest. There had, however, 
been many examples of vulnerable addicts being 
arrested for crimes which they were forced to 
perform for dealers and loan sharks or for carrying 
small amounts of illegal substances which they had 
obtained in order to sustain stability during periods 
when they had been deprived of their prescriptions. 

Numerous examples occurred of warrants being 
served callously rather than in such a way which 
could help enable people to pay their fines or 
debts. There were many examples of warrants 
being served on a Friday rather than earlier in the 
week which thereby tended to give credence to the 
perception of the cohort that this was done as a 
deliberate tactic to cause "a weekender" - prior to a 
court appearance. There were several examples of 
people being served the warrants in the early hours 
of the morning, on one occasion by police from 
‘Lothian’ for an eighty pound fine. 

As part of the mentoring, the action researcher 
encouraged the development of a more detached 
and neutral attitude to the police as opposed to 
the habitual hostility arising from their childhoods. 
Whilst achieving some success this was liable to 
being undermined by these provided examples. 

There appeared to be very little recognition that the 
people the research was involved with were not only 
people to arrest for crimes related to their addiction 

but also victims in need of help and protection.

The “Big Issue”

The Big Issue had over the years presented a positive 
model enabling people who had been homeless 
to earn some money and self-respect. However 
in 2013 the business managers doubled the price. 
This decision impacted heavily on a number of our 
cohort who saw many of their previously loyal and 
regular customers cease to buy from them and 
their pitches become unviable. For two clients this 
was remedied at the point they were capable and 
organised enough to travel regularly to Edinburgh, 
where there was a well organised system and 
sufficient customers for sales to be viable. This 
enabled a client to finally give up begging owing to 
the fact that as much could now be earned from 
selling the Big Issue as from begging. However this 
depended on either a disabled transport pass or 
financial assistance with travel.

Families

Our contact and discussions suggested that people 
with addictions frequently experienced severe 
rejection by the same families from which they first 
received traumatising abuse. 

There was clear evidence, on various occasions 
throughout the period of the pilot, of considerable 
jealousy from this quarter that ‘addicts’ were being 
‘helped’ rather than themselves. Certain family 
members did as much as they could to undermine 
these efforts through spreading rumours and 
also informing drug dealers or loan sharks of the 
whereabouts of their own family members, so that 
they become subject to further threats of extortion 
and violent attack.

Prison and the Aftermath

Three people received sentences which were 
served as One Year, Six Months and Three Months 
respectively. Each of these sentences proved to 
be very beneficial to the clients because of the 
professionalism and safety of the prison service, 
as remarked by clients and observed by the action 
researcher during prison visits. On a practical level, 
the provision in one case of mental health care 
and asylum and in another of an alcohol reduction 
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programme were assessed to be essential potential 
tools for recovery. The only caveat to these positive 
outcomes was that a lack of any joined up work by 
services outside the prison potentially undermined 
these results. Of particular concern was that the 
official links through social work were not evidenced 
as leading to practical solutions or effective and 
sustained liaison with external addiction services.

Also of concern was the very long waits for DWP 
Benefits - in one case of nine weeks - with no 
alternative made available from the local authority 
via the Scottish Welfare Fund. The identification of 
ways to improve these difficulties was assessed to 
be of great Importance.

Financial Issues

As the pilot work progressed, it became clear that 
our client group faced potential financial jeopardy 
on a myriad of fronts.

Drug debt, outstanding fines, DWP sanctions and 
delays, and warrants issued in pursuit of historic local 
authority debt were very real factors in the lives of 
our cohort. All too often, prior to the pilot project's 
assistance, the only response to these events 
which could enable avoidance of imprisonment or 
perpetual violence, was crime, usually shoplifting.

These episodic crises were exacerbated by the 
Local Authority’s reluctance to provide support 
to ‘sanctioned’ individual through their crisis and 
community care grants scheme, and by their policy 
and that of those operating food-banks of restricting 
the number of times an individual could be helped 
in any one year. This latter policy appeared to be 
founded on the assumption that such a punitive 
approach could induce people to avoid crises. As 
well as being inherently flawed this assumption was 
found to be a cause of further personal suffering 
and a further factor in driving people towards crime.

The need for mentoring and citizen 
advocacy projects

For a variety of reasons, our cohort found it difficult 
to effectively engage with the statutory sector and 
to obtain the best possible services to address their 
needs. Partly this was due to the structure and 
regulations of the various agencies, and partly to 

a consequent negative attitude on the part of our 
clients.

In bridging the gap between the two sides, fostering 
better relations between them and securing 
better outcomes for our client group, it became 
abundantly clear that funding was required for 
mentoring and advocacy services, and in the case 
of the latter it needed to be of a more robust variety 
than mainstream advocacy and was termed as 
"championing".

In the longer term, there was assessed to be a 
need for statutory agencies to review the way they 
engage with our cohort and to consider possible 
revisions of policy, procedures and guidelines.

Providing financial assistance

The action researcher concluded that the 
only practical action to take in many of these 
circumstances was the provision of direct financial 
assistance. This was quite simply because any 
sources of assistance from the council or voluntary 
sector were found to be completely inadequate 
for the purposes of enabling  them to even begin 
to address their extremely vulnerable practical 
circumstances. 

Over the course of this period, the sums involved 
were between one and a half and twelve and a half 
thousand pounds for each person involved, with 
the funds coming from a combination of charitable 
relief, individual personal assistance and agreements 
for commissions to provide writing connected with 
future research. Although this figure appeared to be 
high, the researcher, over this period, had cause to 
reflect - What is the price of a life?

He also assessed that in the long and even medium 
term, such figures were much less high than the 
consequences of the endless failures of the status 
quo. 

However two caveats were identified. One was that 
assistance should be associated with a willingness 
to pay back the community with some socially 
meaningful task delivery or through writing or other 
ways to engage in self-reflection. It was posited that 
such task delivery should be organised into various 
projects and this began to be trialled by the charity. 
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It was also concluded that such writing could 
also offer a prescient insight for those seeking to 
really understand the hellish world of people with 
addictions in poverty. Songs and poetry of quality 
were also produced and posted on social media - 
with evident interest from a wider public.

Secondly it was evident that to varying degrees 
people had many difficulties with management and 
planning of their finances and that in this respect 
continual support and reviews of progress were 
required in order to enable the development of 
these skills. 

Finally it became evident that, beyond the 
difficulties of personal survival and avoidance of 
violent retribution, there were very often many extra 
costs not accounted for by the Benefits System or 
other existing funds. These costs included:  hospital 
visits, funerals, visits to and presents for estranged 
children, losses, thefts, scams and the massive costs 
associated with childbirth and parenting. 

Rehousing

After a year and a half, the housing situation of two 
clients was assessed as being so dangerous and 
destabilising owing to the constant attacks from 
local drug gangs, that the pilot project was forced 
to seek a means of rehousing. This was achieved by 
means of personal links within the charity through 
the agency of a sympathetic private landlord. 
The only other solution would have been very 
temporary emergency accommodation through 
the local authority. This might not have been 
possible to achieve owing to the need for a degree 
the police corroboration which would have further 
endangered the clients. It had also become clear 
from the experience of other clients that the level 
of local intelligence among drug dealers and loan 
sharks would be likely to extend to knowledge as to 
where people had been relocated. 

The solution provided enabled a far greater level 
of security for the clients concerned and the 
foundation for a better quality of life. However the 
solution was only possible owing to the flexibility 
of the local landlord and their commitment to the 
ethos and purpose of the pilot project. 

Collaborating with statutory services

It was realised that the mere act of exposing the 
inadequacies of statutory institutions would, in 
itself, be of little use unless it could begin to provoke 
changes of practice. Therefore, the organisation, 
wherever possible, attempted to collaborate with 
the substance reduction programmes and other 
statutory and voluntary sector agencies in order 
to support people to remain involved and to 
learn how to better engage with statutory sector 
professionals. In this sense the Yes-U-Are pilot 
become complementary to the statutory system. 
Whilst being recognised in reports from Criminal 
Justice and Children's Services as a 'protective 
factor' it became evident that most statutory 
services found it difficult to offer consistent and 
practical communication and cooperation.

However in the context of a Child Protection Order, 
the statutory services were found to be immensely 
capable of teamwork and co-operation. Examples 
of services working in a very positive manner in 
this context were Addictions, Criminal Justice, 
Education, Housing and Neo-natal services. 
Children's services were also found to be very 
willing and able to incorporate the Yes-U-Are pilot 
project into their support and review systems. As a 
consequence, the recovery of parents within this 
situation, whilst still fraught with difficulties, was 
found to progress more reliably and quickly than 
that of others supported by the pilot. This was 
evidenced by positive reviews and reports within 
the child protection system.

Life–stage issues and solutions

The majority of the participants had grown up in 
physically and sometimes sexually abusive family 
settings and in no cases did relief from these 
circumstances come early in their lives. However, 
some of them were taken into foster care in their 
early teens, making this the only positive parenting 
they received. This was viewed by them as the 
principal reason they were still alive. Two of them 
also spent some time in residential schools, which 
they experienced as being extremely positive - both 
emotionally and educationally. 

However a point of great vulnerability for all the 
participants had been the period after leaving home, 
during their teenage years. It was at this point that 
victimhood, crime and addiction began on a serious 
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level. It was concluded that effective prevention 
and early initiatives should be put in place. These 
initiatives should focus on the delicate period when 
early adolescents can more easily fall out of the 
education system - at the point of leaving the family 
home

The need for mentoring and citizen 
Advocacy projects

For a variety of reasons, our cohort found it difficult 
to effectively engage with the statutory sector and 
to obtain the best possible services to address their 
needs. Partly this was due to the structure and 
regulations of the various agencies, and partly to 
a consequent negative attitude on the part of our 
clients.

In bridging the gap between the two sides, fostering 
better relations between them and securing 
better outcomes for our client group, it became 
abundantly clear that funding was required for 
mentoring and advocacy services, and in the case 
of the latter it needed to be of a more robust variety 
than mainstream advocacy and consequently was 
termed “championing”. Evidence of response to 
advocacy was most marked with Sheriffs and on 
occasion with DWP - through the agency of local 
MPs. Results were also identified with Housing, 
Addictions Services and Children’s services .

In the longer term, there was assessed to be a 
need for statutory agencies to review the way they 
engage with our cohort and to consider possible 
revisions of policy, procedures and guidelines.

Policies Systems and Procedures

Essential to the method of discovery of the 
participatory action research was a conscious 
decision to leave aside any study of existing policies 
and services and discover need through the eyes 
of the participants. This led to a high level of 
engagement and empathy. Eventually, however, it 
was clearly necessary to put all this into the context 
of policy, strategy and procedure – the systems 
identified as driving and in many ways determining 
the operations of the statutory sector. Examination 
of these systems and a proven alternative within the 
field of housing and service provision both enhanced 
the project’s understanding of the difficulties faced 

Agencies’ responses 
to the consultation 
phase of the report
Themes from the consultation phase to 
voluntary and statutory professionals

The AT CoR initial draft detailing its preliminary 
conclusions was circulated to all the statutory and 
voluntary sector professionals who are part of the 
Alcohol and Drug Partnership working in the area of 
Fife. Additionally it was circulated to three national 
voluntary sector organisations. 

All organisations approached were asked to 
comment about this initial document. Nine 
professionals, operating both in the statutory and 
in the voluntary sector, answered this enquiry. 
Their comments and opinions influenced the 
final shape of the report both through areas of 
agreement and aspects of disagreement being 
emphasised. Comments received in relation to this 
phase of consultation were carefully analysed and 
followed up. We attempted to address concerns 
and learn from comments. Most importantly, these 
comments informed a new phase of writing up of 
this research report.

by those working within these systems and of the 
very real potential for systemic developments which 
could enhance the effectiveness of their work. The 
conclusion from all aspects of the research was that 
these systems generally made it extremely difficult 
for the managers and their staff to provide support 
at the level they would have wished.

The general exception to this conclusion was the 
structured and legally binding system in the field of 
child protection. This system proved to be extremely 
effective at supporting the recovery of the clients 
by bringing together a wide range of statutory 
services and incorporating our pilot project as a 
key element in this set of supportive arrangements. 
The resulting progress in the recovery of the clients 
provided well recorded evidence towards our final 
recommendations for statutory amendment and 
proposed improvements in policies and procedures.
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Courts

One comment was received from a Sheriff who 
remarked a certain lack of flexibility in relation 
to sentencing. He noted: “The lack of flexibility 
in sentencing is something about which I have 
consistently expressed concern” going on to 
suggest: ‘You might think it worthwhile to encourage 
social workers to propose some of the alternatives 
in your report when suggesting community based 
disposals.’ 

This comment is in line with this pilot’s findings 
and the authors’ proposal around a different sort 
of order being put in place or a different way of 
operating the DTTO in recognition of the primary 
requirement that recognition is provided to the 
vulnerable nature of these adults and their need for 
support and protection rather than on the multiple 
short appointments that participants found it so 
difficult consistently to comply with when they 
were in crisis; this order would be based on regular 
interdisciplinary meetings. It could also have an 
element of flexible community payback - but this 
would need to be based on outcomes rather than 
inputs. People would have tasks to fulfil over a 
period based on initiative and achievable objectives.

Statutory sector management in NHS and 
Local Authority

One suggestion was that if the research had been 
based on a larger sample “the findings may have 
been more balanced.” This comment highlights 
a certain mainstream logic biased towards the 
presumed superiority of quantitative studies as 
opposed to qualitative ones, such as this research. 
It is here argued that qualitative research is routinely 
used and respected in both academic and policy 
arenas for leading to reliable and valid research. 
These aspects being not quantifiable in qualitative 
research can be observed by adopting the equivalent 
- yet more suitable - concepts of trustworthiness, 
rigor and quality. 

After reiterating how they were constrained by 
the court systems and clinical requirements it was 
considered that our initial summary failed to properly 
understand the constraints which judicial and clinical 
systems placed on the services concerned. There 
was, however a positive note from one manager 

acknowledging the good work done by Yes-U-Are 
with particular clients and confirmed willingness to 
work together to work alongside it, but said that 
there needed to be a better understanding that their 
service was “often restricted in our remit.” In many 
ways this conclusion complemented the points 
made by the sheriff and has bolstered the report’s 
recommendation that a new type of court order 
should be developed. 

There was a serious difference of perspective relating 
to one case study highlighted. This has not been 
formally investigated but the difference appears 
to hinge on the efficacy of a procedure relating to 
hospital discharge. It is acknowledged here that 
such cases would need to be examined in detail in 
order to establish a complete understanding off the 
circumstances. 

There was useful clarification on an implication 
within our summary that “patients can be denied 
access to Services, should they be adjudged to 
have transgressed official guidelines in some way.” 
While accepting that patients did move in and out 
of the service, it was made clear that the service did 
not deny access to anyone. It was also pointed out 
that for the patients who do experience difficulty in 
engaging in service, that a “Preparation for Treatment 
Group” offers more intensive and targeted work 
to help the patients’ individual progress towards 
recovery. It is recognised here that there is indeed 
no formal denial of access. Rather, it is here argued 
that the key issues are the time it can take to get 
access to substitute medication in the first place, 
and in regaining that access if this has been lost. 
There has subsequently been discussion with NHS 
management about the difficulty people have 
attending group-work during a period when their 
medication has been withdrawn. It appears there is a 
difference of perspective here as to whether people 
exclude themselves from services or are excluded. 

It was emphatically stated that staff within the 
services concerned followed protocols with 
professionalism and did not consider themselves 
above their clients and patients. AT CoR concurred 
that the report findings do not deem some 
professionals guilty of running services for personal 
aggrandisement, and that services are required to 
operate by means of certain policies and guidelines. 
Our response in taking on board various concerns 
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of statutory sector managers has been to highlight 
these processes. 

Whilst we have always recognised good work 
by individuals throughout the statutory services, 
our critique has taken this point on board by 
focusing even more on the systems rather than the 
individuals having to deliver them. The resultant AT 
CoR critique highlights the behavioural logic many 
of these systems appear to be based on and the lack 
of flexibility which many of our participants have, 
indeed, experienced and reported. At a practical level 
this has involved, for instance, not accepting a client 
may have a valid reason for missing an appointment 
even when there is evidence of a reason from a 
client or their GP. However our critique certainly 
does not set out to imply that all the professionals 
working for statutory services operate without 
flexibility. On the contrary, the work of some nurses 
and social workers is here noted and acknowledged 
as being positive for particular patients. One case 
involving two parents has been highlighted in this 
report as a case study because it has exemplified 
multidisciplinary good practice involving various 
NHS and local authority professionals.

Other NHS specialities

There was a positive response from various NHS 
professionals to the recommendations within our 
summary and of the need to increase professional 
understanding of the impact of early life complex 
trauma and public health issues for many individuals 
presenting with addictions and associated 
difficulties. 

As a result of these discussions we highlighted 
the need to make available additional specialised 
psychological treatment for individuals who had 
experienced significant childhood trauma. There 
was also recognition that it was very important that 
the NHS address the public health implications of 
the issues raised within our initial summary. 

Voluntary sector organisations

The Voluntary sector proved once again to be 
relatively comprehensive in their comments and 
feedback. Three very detailed responses were 
obtained in relation to the AT CoR preliminary 
report. 

A first response was sent by the manager of a well-
known voluntary organisation which works in the 
area of homelessness and addiction, providing a 
range of support mechanisms to street people 
in the Fife area. This professional recognised the 
accuracy of the picture presented in AT CoR 
preliminary report: “the findings of the research is 
entirely in keeping with our experiences of working 
with Individuals and families where addiction and 
associated issues impact so greatly on every area 
of their lives, and in keeping with our frustrations of 
delivering support within a complex web of different 
disciplines.” A point he raised that echoed our own 
research was that parents with addiction were often 
reluctant to seek support, presumably out of fear 
that they might have their children taken from them.

He expressed strong support for a key proposal 
of our report saying: “For me a key statement in 
the report is; built around a relationship with key 
support workers whose remit and motivation would 
be to take a pro-active mentoring and championing 
role, whilst enabling financial relief and useful social 
roles.” In discussing the importance of this aspect he 
addressed the paradigm situation for which people 
with chaotic lifestyles do not succeed in keeping 
appointments made perhaps two weeks in advance 
if this is not accompanied by receiving dedicated 
support of the kind suggested in this report. 
The often severe financial impact that missing 
appointments could have on these individuals was 
also acknowledged (e.g. losing benefit and access 
to GP services).

When commenting on the way in which services 
need to be organised, this professional concluded, 
remarking AT CoR’s fundamental point in relation to 
the best approach to use with vulnerable addicts: 
“We need an increased ‘caring’ attitude and less 
emphasis on a ‘controlling’ one.” This comment 
echoes this research finding around a certain 
service culture based on an approach that sanctions 
people for a certain degree of non-compliance and 
therefore renders them vulnerable to street attack 
and consequent unstable health and wellbeing. 

Also, on the subject of violence at the hands of 
the drug dealers and loan sharks, this professional 
confirmed this research’s findings that the victims 
did not feel able to involve the police out of fear of 
further violent reprisals.
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Finally, he concluded turning his attention to our 
key proposal for the need to deliver services and 
support across a range of areas, namely:

1. Mental Health and Trauma

2. Addiction Services

3. Crime and Judiciary

4. Homelessness and Housing

5. Personal Financial survival

He concluded that: “individuals are not so much 
failed by the ‘existing services’ but by the ‘existing 
systems’. By this he also meant that despite there is 
some inter-agency fora, a culture of committing to 
work as a team in a person-centred way does not 
exist yet: “focusing on the person, not squeezing the 
individual into the available support, but having the 
flexibility to adapt and mould the available support 
to meet the person’s needs.” This comment is very 
much in line with this report’s findings. It stresses 
the need to restructure and re-think the whole 
support system (rather than this or that service) that 
gravitates around vulnerable addicts. 

A second thorough response was obtained from a 
research and policy organisation that operates within 
the voluntary sector framework. This organisation 
has high credibility and expertise for all that involves 
addiction and homelessness in Scotland. 

In their response to our report it was clearly stated 
that: “The principal findings resonate with other 
work with similar groups.” 

Key points of agreement included: The recognition 
of the complex nature of the problems people with 
addictions face. “Often these (problems) are rooted 
in childhood and early adulthood and pre-date 
problem drug use.” A direct acknowledgment of the 
pivotal role that trauma often plays in the genesis of 
addiction was also given. 

This organisation also recognised the fact that addicts 
are often living in poverty: “which is exacerbated by 
debt both to legitimate credit services and, often 
to family, friends and loan-sharks as well as to the 
State.”

This organisation, like AT CoR, recognises the 
need to find some way to address this issue. They 
suggest that our proposal for ‘consistent financial 
help’, could have some merit, but that it requires 
more detailed work to be done on it with regard 
to the need to establish clear criteria as to :”who 
would benefit and how this would work in terms of 
allocation of resources etc.”

Similarly, the sensitivity was recognised of the issue 
raised by AT CoR regarding withdrawal of treatment 
and its consequences for the participation in 
statutory drug reduction programmes. The 
organisation declared to share “concerns about the 
raised risk of drug-related death for those who, for 
whatever reason, are not able to benefit from the 
protective factor offered by being in treatment.” 

Finally, the AT CoR Person-Centred approach was 
also recognised as pivotal. However it was argued 
that such an approach could not pre-suppose the 
various elements it would contain such as those 
listed in our summary. 

Whilst acknowledging this the authors need to point 
out that to attain funding for new service delivery 
approaches for people in crisis there would need 
to be detail of the sorts of support which would be 
offered and that the approaches we delineated such 
as championing and mentoring and task oriented 
skills development were derived from a person 
centred process with our own participants as well 
as being cross referenced with another voluntary 
sector service dealing with people in crisis situations. 

Nevertheless this response also pinpointed some 
difference of opinion. This was expressed in regard 
to our initial summary’s conclusion that support 
for people who have experienced trauma issues 
is largely lacking from NHS and statutory sectors 
current policy and practice. The organisation 
stated that: “There are service areas where there is 
support and innovative practice and there has been 
considerable interest at governmental level.” Again 
our action research findings were based on the 
experience of those we worked with both directly 
and through their interviews. Our conclusion is 
not that there are no opportunities but that there 
appear to be no opportunities for the sort of 
people we have worked with to overcome multiple 
crises. Our own approach has in fact highlighted 
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the appropriateness of non-clinical everyday 
approaches to the recognition of complex trauma. 
Many conversations have arisen for instance during 
discussions when walking our dogs. The need 
for the development of such ways of working 
has been acknowledged in discussions with NHS 
professionals and examples of existing voluntary 
sector provision of this type have been highlighted 
as occurring in another part of Fife. 

Another important aspect of difference relates to the 
notion of street people as being a ‘difficult to engage’ 
population. This point is very much in contrast with 
this pilot’s findings that point to services, rather than 
to clients, as difficult to approach, thus highlighting 
the urgent need to reform the policy and operational 
mechanisms that gravitate around the issues of 
addiction and homelessness.

A third voluntary sector organisation working 
in the field of homelessness confirmed AT CoR 
conclusion that Housing First is certainly worthy of 
consideration and that solid pilot-based research is 
already in place to back this up. From this we added 
detail to our section on this policy approach later in 
this report.
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Road to recovery?

Policy Papers

The first paper is a critical review of ‘The Road to Recovery’ the Scottish strategic 
document in the field of addiction.

The second paper is a review of the development of the Housing First model, an innovative 
approach to dealing with homelessness, pioneered in the USA and recently piloted here in 
Scotland.

In 2008 the Scottish Government launched ‘The 
Road to Recovery’1 a national strategy for addressing 
illicit substance abuse in Scotland. In this section 
the authors examine the strategy to determine 
whether it is coherent, practical and fit for purpose 
as an underlying strategic framework. The strategy 
is examined within its own terms of reference and 
also related to current clinical and professional 
processes as evidenced within our action research, 
client and professionals interviews and further 
organisational consultation. It is found to be less 
than adequate or coherent either in intellectual or 
practical terms - and the thinking behind it to be 
fundamentally confused and therefore flawed. 

According to this strategic document Scotland 
suffers from a disproportionally high problem of 
people with addiction. In 2005, 52,000 people 
were estimated to be ‘problem drug users’. This 
definition is used throughout the document to refer 
to individuals who ‘are experiencing or causing 
medical, social, psychological, physical or legal 
problems because of their use of opiates, such as 
heroin and benzodiazepines’.

The figure is notably higher than that for England2. 
Although operationally useful, this definition is 
controversial. It stresses the problematic use of 
illicit substances as the primary cause of complex 
psychological, medical and social problems. It 
also implies that by addressing substance abuse 
the mental health and psychological problems 
will somehow automatically disappear. More 
importantly it consolidates the notion that ‘problem 
drug use’ is the main target of any recovery-
oriented intervention. This stance is made very 

evident by affirmations like: “In short, problem drug 
use ruins lives” (p.3) which only touch the surface of 
the phenomenon under study, without looking at 
the complex issues that this problem drug use hides 
and contains.

The strategy also places great emphasis on the 
concept of Recovery. This is intended as central to 
the resolution of ‘problem drug use’ and explained 
as “a process through which a person is enabled to 
move-on from his problem drug use towards a drug-
free life till he becomes an active and contributing 
member of society”. The strategy’s vision is in theory 
driven by three fundamental objectives, to:

1. Make recovery the explicit aim of all addiction 
related services in Scotland

2. Make available a range of support and 
rehabilitation mechanisms at a local level, since 
recovery is to be intended as achievable in a 
number of ways and

3. Integrate effectively treatment services with a 
number of generic services so that the different 
needs of those ‘affected’ by an addiction 
problem can be fully addressed beyond their 
mere addictions

However, this definition of recovery can be readily 
criticised for its lack of precision; no mention is 
made of which factors, processes and elements of 
a person’s life and social entourage may enable a 
person to move-on from their addiction situation 
so that they can become an active member of 
society. The result is a foggy idea of recovery that 
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is made even more confused by its association with 
the questionable notion of ‘problem drug use’ as 
mainly caused by the same use of illicit substances. 
The fact that it is a tautology reveals the fuzziness, 
circular thinking and practical illogicality at the heart 
of the thinking behind the strategy. 

The strategy details that its first aim is to prevent 
drug use. This statement is linked to the fact that 
‘problem drug use’ in Scotland seems to be very 
much associated with socio-economic deprivation. 
As a result, preventing this phenomenon is seen as 
one way of preventing inequalities throughout the 
country. 

Yet, the way in which the Scottish Government 
is addressing socio-economic inequality is via 
a number of actions that are fundamentally 
contradictory to one another. On one hand the 
strategy insists on increasing educational and other 
opportunities for those who are born and raised in 
socio-deprived areas, whereas on the other there 
is a continuous reference to the need to increase 
the number of police officers who will supposedly 
‘destroy’ drug markets in order to make local 
communities safer places. 

The risk is that this emphasis on an unremitting ‘war 
against drug markets’ will merely serve to increase 
the stigma and social exclusion and economic 
deprivation that already surrounds drug users. In 
practice our research indicates the police to be 
extremely pragmatic in their implementation of this 
‘war’ thus rendering addicts doubly vulnerable. Our 
evidence suggests leniency to dealers who provide 
Information is combined with a lack of policy or 
practice relating to the protection of the victims 
of the violent extortion of the dealers. This, again, 
highlights the fact that a strategy which emphasises 
the criminality rather than the vulnerability of 
people with addictions will be fundamentally unfit 
to address their recovery needs. A convincing ‘road 
to recovery’ would make a clear distinction between 
the dealers and their victims by emphasising the 
primacy of this vulnerability by means of a strong 
and systematic commitment to police protection. 

Another major limitation of the strategy relates 
to its far too simplistic analysis of the causes and 
‘fuels’ of the phenomenon of illicit substance 
abuse. Socio-economic deprivation and lack of 

educational opportunities are discussed in detail as 
two circumstances that may and often give rise to 
situations of abuse. However, only once throughout 
the whole document is there an explicit mention 
of the concept of trauma. This can be found at 
page 14, where trauma is treated as a merely 
proximate factor associated with drug use. This is 
quite astonishing, given the fact that many research 
contributions have clearly identified this factor as 
central to understanding the genesis of ‘problem 
drug use’3. This is also clearly borne out by our own 
client interviews and the findings of our own action 
research.

At its basic enforcement level the strategy takes 
a stance on recovery that is openly linked to a 
punitive approach towards those that are caught 
using illicit substances. This contradiction is made 
evident by the strategy statement: “...For people 
who use drugs, we want to continue looking at 
interventions that are not merely punitive, but assist 
in their road to recovery...” An intervention that is 
fundamentally, although not entirely, punitive, 
cannot promote recovery; the two concepts going 
one against the other. Our findings have, however, 
led us to identify a way in which it would however 
be possible to encompass the frequent necessity 
of legal sanctions but base these within a context 
which would enable rather than hamper recovery. 
This could be achieved by creating a court order 
that clearly prioritised the primacy of providing 
people with addictions and associated difficulties 
with protection, thus assisting their recovery and 
ensuring statutory support for them to sustain their 
places on stabilisation programmes.

Additionally the document fails to outline ways that 
the socio-economic disadvantages can be remedied 
and in point of fact the remedial measures currently 
being implemented - such as sudden withdrawal 
of stabilisation treatment - greatly worsen the 
economic position of the people with addiction 
issues, as also evidenced within the findings of the 
action research. 

The document goes on to reference the operational 
mechanisms that make this broad recovery objective 
possible. A number of coercive mechanisms such as 
Drugs Courts and DTTO programmes are described 
as having the aim of making it compulsory for those 
who are caught having problems with justice to 
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undergo a drug assessment and to engage in a 
recovery programme. These mechanisms have their 
main focus on drug treatment but do not address 
the underlying existence of mental health difficulties 
that are often a significant factor in making it difficult 
for people to comply with these programmes’ rules 
and conditions. Furthermore, the strategy does not 
require a community care assessment or systematic 
follow up. Such an assessment is vital to ensuring that 
the necessary supports are in place to successfully 
address the multiple crises associated with chaotic 
lifestyles and addiction, and to lay the foundations 
for the beginning of a successful recovery. It is 
recommended that such an assessment process 
be put in place for each and every person who 
receives a DTTO or any other court order where 
the conviction relates to an addiction difficulty. In 
practice this may require those concerned to be 
categorised as “vulnerable adults”.

In short, the strategy’s focus on recovery is good 
in theory but seems to contradict itself, given the 
fact that the operational mechanisms and way of 
working of many statutory services in Scotland 
continue to openly enforce a fundamentally 
objective focused approach towards drug addiction 
which a number of sociological recovery theorists 
argue to be counter-productive4. This would appear 
to be because the recovery concept has parted 
company with the meaning applied to it in mental 
health service provision, which depicts recovery by 
the patient as relating to the achievement of changes 
in areas of life which have meaning for them and 
which enable them to live more successful lives 
within society. Unless this understanding of recovery 
is made central to any strategy the implementation 
of that strategy cannot possibly enable recovery 
to occur for the majority of people to whom the 
strategy is applied. This is because the procedures, 
management and staffing of the programmes 
involved will be liable to contradict the “intention of 
recovery.”

The strategy also makes an explicit reference to 
the preferable use of a person-centred approach 
when supporting individuals who are ‘problem drug 
users’. Within the strategy this approach is explained 
as follows: “The Government believes that the 
ideal model for offering appropriate personalised 
support to enable people to recover from problem 
drug use is to develop an individual care plan. 

Such an agreement should be based on a holistic 
assessment of their needs, and should detail the 
agreed outcomes (goals) of the recovery plan, and 
should be subject to regular review to allow the 
support needed to be adjusted to reflect progress 
made towards recovery.” Yet, as evidenced by the 
Yes-U-Are pilot project, this is not the case once a 
person fails to comply with the drugs stabilisation 
and reduction programmes or to courts orders, the 
person in question being automatically excluded 
from programmes for considerable periods of time 
without being offered any continuation of individual 
addictions support during these periods. 

Instead if they wish to re-engage with the 
programme, they are required to attend a group 
work programme which it is very hard for them to 
comply with because they have had their substitute 
medication withdrawn and, as a consequence, will 
either be in extreme withdrawal or liable to pursuit 
by drug dealers or loan sharks with threats and acts 
of violence. Nor does the paper explain, reference 
or demonstrate how to conduct and develop 
a person-centred approach. For instance the 
“unconditional positive regard”, at the heart of that 
model, is clearly contradicted by the methodology 
at the heart of the clinical procedures underpinning 
decision making on addictions support - although 
often not in the intentions of the individual support 
workers.

In conclusion, the strategy appears to have 
constituted a lost opportunity; its emphasis on 
recovery is a good starting point but is undermined 
because of the vague and contradictory definition 
this is based on. An effective recovery-oriented 
strategy cannot be delivered and well applied if 
not accompanied by a complex stance on drug 
abuse, as being primarily caused by long standing 
exposure to trauma and by the existence of elevated 
thresholds of vulnerability. If recovery is required to 
be achieved these factors require to become the 
real focus of services. 

The road to recovery is an empty concept if it does 
not take into account the vulnerability of those 
who are liable to abuse illicit substances. This 
involves considering that addiction is stumbled on 
by default as a means to avoid relentless feelings 
of fear, shame and sorrow, primarily caused by 
traumatic episodes and abusive life histories, albeit 
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also enhanced by socio-economic deprivation. 
This is why a practical, encouraging and progressive 
vision on illicit substance abuse simply cannot 
coexist with a way of delivering this that uses rapid 
reduction and removal of prescriptions for lengthy 
periods as the pivotal modus operandi. The Scottish 
Government should adopt a strategy based on a 
practical ethos that has the robust consistency to 
underpin successful recovery. 

This needs to be combined with an approach to 
addictions’ services which is person-centred and 
recovery oriented rather than adhering to a model 
premised upon simply attaining desired changes in 
behaviour – for instance not missing appointments 
or handing in ‘dirty samples’ - in distinction to that 
of seeking the recovery of the individual. Such an 
approach, whatever may be its merits within other 
fields, is incompatible with the sort of person-
centred approach required for people to build up 
sufficient self-esteem to motivate and empower 
them to feel confident and able to avoid relapse 
and to continue in recovery. Indeed the Quality 
Principles adopted in 2014 propose a positive 
person centred approach to “Standard Expectations 
of Care and Support in Drug and Alcohol Services”. 
Drug and Alcohol Partnerships such as the Fife Body 
are currently actively encouraging this approach. 
However it will require a number of far reaching 
changes in systems, culture, management and 
training to enable such a transformation to come 
into effect.

As our action research, interviews, client writings, 
focus groups and voluntary sector consultation 
has demonstrated, there is need for fundamental 
reform of national and local clinical procedures that 
currently de facto utilise deprivation and delayed 
treatment as a means to effect changes of attitude. 
This classifies group work rather than actual 
restoration of medication (substitute opiates) as 
“treatment”, thereby evading negative results under 
the Heat Targets - but not in actuality delivering 
holistic or medical treatment. 

In practice the current dominant approach leads 
patients back to a position of extreme vulnerability to 
chaotic and unstable life situations, severe financial 
problems, diminished self-esteem, serious health 
problems and increased criminality. It also invariably 
undermines any attempts people have already 

made to start to turn their lives round. Crucially, it 
can also undermine the otherwise often positive 
relationships between addictions workers and their 
clients who state that they do not understand why 
their workers, who had previously been supportive 
in their attitude, suddenly are experienced to be 
implementing measures which diminish their safety 
and wellbeing and render them both financially 
destitute and vulnerable to violence and criminality. 
Unless clinical guidelines can incorporate factors 
such as motivation and empowerment and be based 
on a realistic comprehension of the very dangerous 
situations people with addictions are in when they 
“are taken off their scripts”, these guidelines are 
simply not fit for purpose or designed within the 
context where recovery can begin. 

There must also be consistency across Scotland in 
the provision of psychological support. One result 
of the lack attention to the pivotal influence of 
complex trauma in the lives of the cohort is that there 
has been an overall inconsistency in the provision of 
psychological support services in this area. Whereas 
under the Greater Glasgow and Clydesdale NHS, 
the Homelessness Trauma Unit – staffed by eight 
full time posts – has provided a model of excellence 
in the field for a number of years, in other parts of 
Scotland there is no service at all. In Fife there is only 
one part-time psychologist working with Addictions 
Services for three days per week. (This three day 
post is expected to provide staff training as well 
as group work and one to one psychotherapy.) A 
redeveloped Scottish Government strategy would 
need to address these discrepancies and promote a 
much greater consistency of provision throughout 
Scotland. 

In addition, the authors are proposing that the change 
required in addictions policy and clinical practice 
and provision should also be combined with holistic 
housing and service provision strategies. These are 
internationally associated with the successfully 
delivered Housing First policy strategy, as outlined 
in the next section and also recommended within 
this report as being fundamentally professionally 
apt and fiscally responsible. They also involve a 
consistent extension of the availability of properly 
assessed supported accommodation or housing 
support together with cross sector inter agency 
working to provide a coherent and supportive and 
effective set of services.
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Finally there needs to be an in-depth review of 
the many ways that the Criminal Justice system 
and the statutory services operate. Our research 
has included in-depth discussion with recipients 
of DTTO orders and considerable and successful 
communication with sheriffs. It has evidenced that 
despite some positive aspects such as the Prison 
Service, individually supportive criminal justice 
work and some thoughtful sentencing by sheriffs, 
the combined effect of the implementation of the 
various laws and court orders militate against a 
positive recovery approach. Following an in depth 
examination of the factors which would be likely to 
bring success and ameliorate the many debilitating 
circumstances surrounding people with addictions 
- a fundamental reform is proposed to the judicial 
court order system. 

It is argued that the DTTO should be enhanced 
or replaced by a new type of order, which would 
recognise in statute the need to extend protection 
to this vulnerable group of people by ensuring that 
the statutory sector was required to work together 
for the recovery of the individual, rather than 
primarily the enforcement of compliance. It would 
be associated with new standards for professionals 
in the criminal justice and addictions field based 
on the primacy of the recovery ethos. It is posited 
that, when placed within this much more practical 
supportive context, compliance would actually be 
far easier to achieve - because people would feel 
safer and be more properly supported. 

The recovery of vulnerable individuals from the 
effects of addiction cannot be isolated from the 
needs of many other aspects of their lives required 
for even a semblance of security, without which 
recovery is simply impossible. Financial security is 
a basic factor as are physical and mental health and 
wellbeing. If there is to be a real “Road to Recovery” 
it must be built within the fields of interdisciplinary 
and holistic health and social care - in order 
that it can be capable of attaining the realms of 
individual wellbeing, family security and community 
enhancement.
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Introduction

Housing First is a reasonably recent innovation 
in human service models and policy solutions. 
The scheme aims at addressing the issue of 
homelessness. The model was developed over 
the last twenty five years, particularly coming to 
prominence over the last ten to twelve years in the 
US. It offers an alternative to the ‘accommodation 
pathway’ that most homeless people experience 
as involving, if successful, several progressive 
stages of moving through shelters and temporary 
accommodations till the individual tries to achieve 
the status of independent living. In stark contrast 
to this, Housing First advocates moving homeless 
people immediately from the streets or shelters into 
stable accommodation.

The model is currently endorsed by the United 
States Interagency Council on Homelessness 
(USICH) as a “best practice” for governments and 
service-agencies to use in their fight to end chronic 
homelessness in America. Housing First programmes 
currently operate throughout the United States in 
cities including New Orleans, Louisiana; Plattsburgh, 
New York; Anchorage, Alaska; Minneapolis, 
Minnesota; New York City; District of Columbia; 
Denver, Colorado; San Francisco, California; Atlanta, 
Georgia; Chicago, Illinois; Quincy, Massachusetts; 
Philadelphia, Pennsylvania; Salt Lake City, Utah; 
Seattle, Washington; Los Angeles and Cleveland, 
Ohio among many others.

The Housing First philosophy

Housing First’s main principle is that homeless 
people’s primary need is to be given a home. The 
model advocates the provision of accommodation 
as not dependent on people’s compliance with 
rehabilitation or support programmes’ standards. 
On the contrary, Housing First assumes that it is 
only once the chaos of living in the street has been 
eliminated that other issues, such as mental illness 
or substance addiction, can start to be addressed. 

Instead of being a reward for complying with 
rehab and drug reduction programmes, housing is 
regarded as a basic human right. This does not imply 

that accommodation is provided to any homeless 
person. On the contrary, the model places a great 
emphasis on the assignment of stable housing only 
to individuals who show strong signs of commitment 
to embracing a pathway to recovery. The individual’s 
commitment and will to change their life is taken 
very seriously while the difficulties connected to 
this commitment are acknowledged. As a result, 
accommodation is not offered and secured on 
a coercive or programme-compliance basis, the 
emphasis rather being on harm reduction and skills 
building. In a similar way, continued tenancy is not 
guaranteed on the basis of participation in services 
but as based on the individual willingness and 
commitment to embrace a pathway of recovery. 
Similarly, great emphasis is placed on the individual’s 
progress in the acquisition and refinement of social, 
financial and management-type-skills that are 
necessary for becoming a good tenant and on 
dealing with the day-to-day practicalities of living in 
a shared building (e.g. sorting out one’s bills, dealing 
with other tenants). 

Evidence and outcomes in the US

Housing First is grounded on the premise that 
individuals who have stable housing will have 
reduced need for other public resources, thus 
saving taxpayers money. 

In 2009 in Seattle, Washington, the Housing First 
study powerfully demonstrated the savings that 
accrue when individuals are housed1 who had 
previously manifested particularly costly patterns of 
health and judicial service utilisation 

The study recruited chronically homeless persons 
with severe alcohol dependence and histories 
of heavy service utilisation across the health and 
judicial sectors. Participants were approached by 
Seattle’s Downtown Emergency Services Center. 
Individuals averaged 16 prior addiction treatment 
episodes and reported consuming more than 15 
alcoholic drinks per day. Despite controversy, the 
Downtown Emergency Services Center offered 
permanent housing in a rehabilitated building, 

Housing First
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explicitly permitting residents to drink alcohol in 
their rooms. Clients were offered a number of 
services, including addiction treatment. 

A preliminary report of the initial 75 clients showed 
that two-thirds remained housed after 1 year. In their 
published report, the Seattle team compared health 
and judicial costs for 91 housed clients with costs 
for 35 wait-listed controls. Adjusting for differences 
between these groups, the authors reported a net 
savings of $3822 per housed person per month, after 
accounting for housing program costs. Additionally, 
drinking declined among those housed by a median 
of 5.1 drinks per day at 12 months. The study, funded 
by the Substance Abuse Policy Research Program 
(SAPRP) of the Robert Wood Johnson Foundation, 
appeared in the Journal of the American Medical 
Association in April 2009.

Another important study was published in the same 
year. The Chicago study, conducted by Sadowski 
and colleagues, recruited 407 homeless adults with 
chronic medical illness and randomly assigned half 
to a medical respite care program, followed by 
expedited placement to one of several community-
based housing programs2. Participants in the control 
group had access to the usual care, including a 
hospital social worker. 

Among 176 participants in the housing intervention 
group alive at 18 months, 66%, compared with 
10% among the usual care group, were housed 
at 18 months. As in Seattle, housing success 
was accompanied by reductions in the use of 
health services. After 18 months, significantly 
fewer participants in the intervention group had 
2 or more hospitalizations (48% VS 59%) or 3 or 
more emergency department visits (33% VS 50%), 
compared with the usual care group. Contrary to 
expectations, however, the housed group did not 
attain superior health status.

The results, reported by Sadowski and his group, 
confirm the decrease in health service utilization 
achievable with Housing First. However, although 
not calculated by the authors, the potential cost 
savings are likely to be less impressive than those 
obtained in Seattle because individuals enrolled in 
the Chicago study had not been as dependent on 
public resources prior to enrolment. Before the 
housing intervention, Seattle participants averaged 

nearly a dozen annual contacts with a single major 
medical centre (not counting numerous other health 
and judicial contacts). Those in Chicago’s Housing 
First intervention group had a median of only 1 
emergency department visit and 1 hospitalization at 
the 2 primary study sites over the course of a year 
(the median was 1 emergency department visit and 
zero admissions for the usual care group). 

Ketsez and Weiner3 suggested that overall cost savings 
in Chicago would not approach the magnitude seen 
in Seattle. In the Chicago study, compared with 
usual care participants, those in the intervention 
group had 2.7 fewer hospital days per person per 
year and 1.2 fewer emergency department visits 
per person per year. Using US national averages of 
$688 for emergency department visits and $3320 
for a hospital night including physician fees (based 
on 2006 data from the Medical Expenditure Panel 
Survey), the health cost offsets could increase to as 
high as $9790 per person per year. Estimated yearly 
costs of offering Housing First typically range from 
$12 000 to $16 000 ($13 440 in the Seattle study). 
Therefore from a financial perspective, offering 
Housing First to persons similar to those comprising 
the Chicago sample seems less likely to produce 
substantial overall cost savings4. The probable 
reduction in savings illustrates how financial returns 
are likely to decrease when Housing First is offered 
to less severely debilitated individuals. The Chicago 
project also fails to offer choice of accommodation, 
assessed to be a key feature of recent projects. 

These studies compellingly demonstrate how the 
provision of secure housing to the most vulnerable 
members of society—the sickest of the chronically 
homeless—can be a win-win situation for all 
parties concerned but that the more cost effective 
programmes relate to people originally in the most 
chronic and severe situations. 

Other strong elements pointing to the effectiveness 
of adopting House First programmes come from 
a number of single US states’ funded reports. In 
2014 the Utah Division of Housing and Community 
Development reported that from 2005, the year 
of adoption of Housing First programmes, there 
had been a 72 per cent decrease of homelessness 
overall. In August 2007, the US Department of 
Housing and Urban Development reported that 
the number of chronically homeless individuals 



AT CoR
The Advisory Team for Community Resolution 43

living on the streets or in shelters dropped by an 
unprecedented 30 per cent, from 175,914 people in 
2005 to 123,833 in 2007. This was credited in part 
to the “housing first” approach; Congress in 1999 
directed that HUD spend 30% of its funding on the 
Housing First method5. 

In September 2010, it was reported that the Housing 
First Initiative had significantly reduced the chronic 
homeless single person population in Boston, 
Massachusetts, although homeless families were still 
increasing in number. Some shelters were reducing 
the number of beds due to lowered numbers of 
homeless, and some emergency shelter facilities 
were closing, for instance the emergency Boston 
Night Center6.

In addition to the internal US based evidence, the 
programme is nowadays acknowledged globally as 
a reference point in the field of policy solutions to 
homelessness. 

Australia

In South Australia, between 2002 and 2011, the 
State Government of Premier Mike Rann committed 
substantial funding to a series of initiatives designed 
to combat homelessness. Advised by Social Inclusion 
Commissioner David Cappo and the founder of 
New York’s Common Ground program, Rosanne 
Haggerty, the Rann Government established 
‘Common Ground Adelaide’, building high quality 
inner city apartments for “rough sleeping” homeless 
people. Intensive support was provided to all those 
that were accommodated in a city apartment. 
The government also funded the ‘Street to Home’ 
program and a hospital liaison service designed 
to assist homeless people who were admitted to 
the emergency departments of Adelaide’s major 
public hospitals. Rather than being released back 
into homelessness, patients identified as rough 
sleepers were found accommodation backed by 
professional support7.

Canada

In its Economic Action Plan 2013, the Federal 
Government of Canada proposed $119 million 
annually from March 2014 until March 2019 - 
with $600 million in new funding - to renew 
its Homelessness Partnering Strategy (HPS). 

Homelessness policy in Canada, is now based on 
the Housing First model. Thus, private or public 
organizations across Canada are eligible to receive 
HPS subsidies to implement Housing First programs. 

The plan was undoubtedly driven by the positive 
outcomes that the Federal Government of Canada 
had achieved by funding, in 2008, a five year pilot 
program, the ‘At Home/Chez Soi’ project, that 
provided evidence about what services and systems 
best help people experiencing serious mental illness 
and homelessness. 

Launched in November 2009 and ending in March 
2013, the project actively addressed the housing 
need by offering Housing First programs to 
people with mental illness who were experiencing 
homelessness in five important Canadian cities: 
Vancouver, Winnipeg, Toronto, Montreal and 
Moncton.

The project provided more than 1,000 Canadians 
with housing. A team of qualitative researchers 
from the Mental Health Commission of Canada 
evaluated the project’s effectiveness. Consumer-
interviews were undertaken at baseline (when the 
programme had just finished) and 18 months later. 
Researchers compared those that had benefitted 
from the Housing First programme (HF) with a 
group of homeless people who had been treated 
as usual (TAU) and achieved a house only after 
complying with their programmes’ conditions and 
passing through a number of shelters. Although 
all participants spoke of being housed as being 
a catalyst for making positive life changes8 the 
researchers found that those in the HF group (more 
of whom were also engaged in mental health and 
addiction supports) reported higher levels of quality 
of life and were more likely to describe positive 
changes in their lives. 

Europe

In 2013 the results of a cross evaluation of 5 
European Housing First projects were published9. 
This important piece of research was funded by the 
European Commission in conjunction with DG for 
Employment, Social Affairs and Inclusion. It lasted 
from August 2011 to July 2013. 

The individual projects evaluated were located in 
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Amsterdam, Copenhagen, Budapest, Glasgow and 
Lisbon. Information was also shared by means of 
involving other peer projects as ‘reference points or 
consultants’, the latter being based in Dublin, Gent, 
Gothenburg, Helsinki and Vienna. The evaluation 
programme was based on the comparative analysis 
of the individual local evaluations on test sites and 
on existing key questions around the participants’ 
satisfaction, community integration, financial costs 
of the programme and participants’ changes in 
quality of life. 

The projects were rooted in completely different 
welfare and socio-political contexts. Nevertheless 
they all shared a consistent Housing First 
philosophy. Across projects service users matched 
different target groups although a high proportion 
of men and substance abuse was found. A number 
of common support needs were also identified 
as being around employment, housing, finances, 
physical and mental health and social isolation. 

A high level of service users’ satisfaction was 
found consistently across projects and the support 
provided was mostly reported as meeting the 
individual support needs of participants. High rates 
of housing retention were also found for most 
projects with the exception of the Budapest based 
one, which in many respects departed from the 
basic ideas and philosophy of Housing First. 

The Copenhagen project enabled the programme 
evaluators to compare the satisfaction and housing 
retention rates across different types of housing 
accommodation forms. Scattered housing was 
reported as the most successful option for most 
people. 

By contrast, people being allocated flats in the same 
buildings often triggered situations of abuse and 
disputes among participants. Overall positive results 
were found for changing quality of life, with most 
people across projects reporting progress in terms 
of substance abuse reduction and improved mental 
health. The critical areas remained around finding 
employment and overcoming intense feelings of 
loneliness.

The evaluators concluded recommending Housing 
First as a “highly successful way of ending homeless 
for homeless people with severe support needs” 

especially in the field of substance abuse.

Finland

In 2007 the centre-right Finnish government of Matti 
Vanhanen began a special program to eliminate 
homelessness in Finland. The programme intended 
eliminating homeless by 2015. The programme 
came after many similar attempts that had already 
reduced homelessness significantly in the country 
(from 20,000 in 1987 to 8,000 in 2007). 

According to Juha Kaakinen, an international 
expert on homelessness10, the programme leader 
of the National programme to reduce long-term 
homelessness in Finland, the 2008 programme 
was put in place to find a solution for the most 
long-term homeless people in Finland whom had 
not been touched by the previous programmes. 
Kaaniken described them as “the most vulnerable 
group with serious health and social problems and 
in need of intensive support.” 

The programme focuses on the 10 biggest urban 
growth centres, where also most of the homeless 
are to be found in the country. The main priority, 
however, is the Helsinki Metropolitan Area, 
and especially Helsinki itself, where long-term 
homelessness is concentrated. 

The programme is structured around the housing 
first principle. The idea is once again that solutions 
to social and health problems cannot be a condition 
for organising accommodation: on the contrary, 
accommodation is a requirement which also allows 
other problems of people who have been homeless 
to be solved. Having somewhere to live makes it 
possible to strengthen life management skills and 
is conducive to purposeful activity. The programme 
has so far proved to be extremely successful. More 
than 1,600 dwellings have been created in the 
period 2008 to 2014. 

In 2011 a study undertaken by the Tampere University 
of Technology found strong evidence pointing to the 
cost-effectiveness of the programme. According 
to this study’s report “the Housing First principle 
has positive effects on both fighting homelessness 
and the expenses deriving from homelessness. 
Intensified supported housing in already existing 
housing stock seems to be substantially cheaper to 
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society than taking care of the homeless in hospitals, 
substance abuse units or in prisons”11. 

France

In central Europe, France is also currently 
experimenting with a Housing First pilot project 
called “Un chez-soi d’abord.” The pilot was launched 
by the French government in 2010 in 4 major cities: 
Toulouse, Marseille, Lille and Paris. It follows the 
same principles as the Canadian and US programs 
in that it is focused on homeless people with mental 
illness or addiction to drugs or alcohol. The plan is 
on a 3 year basis for each individual, sheltered in an 
apartment lent by a NGO.

All those who admitted to the programme are given 
the necessary support to reintegrate into society, 
with support from a team composed of psychiatrists, 
nurses, social workers and addiction workers. 
Several NGOs are involved in this experiment, 
assuring the rental management as well as the social 
support to those who are housed. Those NGOs are 
also linked with scientists investigating the results of 
the experiment and serve as a relay for information 
and status reports on the targeted public. The lead 
team of “Un chez-soi d’abord” is expecting results 
to be published around 2017.

Portugal

A similar project, although on a smaller scale was 
also conducted in Portugal, where the Portuguese 
equivalent of Housing First was launched in Lisbon 
under the name of “Casas Primeiro.” The project was 
initiated in 2009 and aimed at accommodating and 
supporting the mentally ill homeless people of the 
city of Lisbon12. The project was funded by the Social 
Security Institute who agreed to work in partnership 
with AEIPS, a non-profit organization and ISPA, an 
academic institution who agreed to evaluate the 
pilot’s effectiveness and external consultants. 

The project involved the provision of scattered 
apartments in some of the mainstream 
neighbourhoods of Lisbon. Tenants agreed to 
pay the 30% of their income towards rent and 
were offered a range of on-site services, such as 
psychological help, support with finance, meals, 
personal care and access to community resources. 
At the project’s completion, the researchers of ISPA 

found that participants had reduced their use of 
emergency services by 87% and also that psychiatric 
admissions had been reduced by 90%. 

Participants were positive in their evaluation of 
the project. For instance 98% reporting that they 
felt safer, and 82% that they ate and slept better 
and 78% claiming an improvement in their general 
and mental health. Significantly, the number of 
participants with a monthly income (benefits or 
employment) passed from 39.1% at the project’ start 
to 98.6% when the programme ended in 2012. The 
positive outcomes achieved by this pilot inspired 
a number of other pilots in Lisbon as well as other 
Portuguese cities such as Braga and Cascais. 

England

In England Housing First has been widely adopted by 
many councils and local charities, with St Mungo’s 
in the front line. 

In 2015 a cross evaluation of 9 Housing First services 
operating throughout England was undertaken by 
Joanne Bretherthon and Nicholas Please at the 
University of York13. The evaluation was funded 
by the big charity enterprise Changing Lives. The 
evaluation comprised questionnaires to 60 service 
users (the 42% of the total number of 143 service 
users across the nine services), to the services and a 
number of focus groups with the staff teams in the 
9 services. 

The services were questioned regarding their 
objectives and general philosophy. They all appeared 
to use intensive forms of case management to 
provide open-ended support. Eight out of the 
nine services used a combination of private, social 
and scattered accommodations while one service 
operated by means of a hybrid approach. 

The evaluation found evidence of positive outcomes 
due the Housing First scheme. Of the 60 people 
approached 43% reported bad or very bad health 
just a year before being housed and put into the 
programme. This fell to 28% as per their current 
health. The same was found for their mental health: 
52% reported bad or very bad mental health a year 
before, falling to 18% about their current mental 
health. Seventy one percent of the participants 
reported that a year before they would ‘drink until 
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they fell drunk’, compared to 56% a year on. In 
addition to this while 66% reported illicit drugs use a 
year before only 53% said the same for their current 
use. The study also found evidence of increased 
social integration within the neighbourhoods. While 
only 25% of respondents previously reported daily, 
weekly or monthly contacts with neighbours, this 
rose to a 50% after some time in the programme. 
Good indications were found for the showing of 
anti-social behaviour that decreased from 78 to 
53% as due to the project. 

The evaluation also included a cost-benefit analysis 
that pointed to the huge potential for Housing First 
projects to save money for the public purse. The 
authors estimated that a Housing First project costs 
between £26 and £40 per hour. As a consequence, 
assuming that someone using a Housing First 
service would otherwise be accommodated in 
high intensity supported housing, potential annual 
savings ranged between £4,794 and £3,048 per 
person in support costs. The changing lives report 
also pointed to the potential for reductions in use 
of emergency medical services and lessening 
contact with the criminal justice system. “Housing 
First could deliver potential overall savings in public 
expenditure that could be in excess of £15,000, per 
person, per annual” wrote the authors.

Scotland

Scotland has also been trialling a number of 
Housing First schemes, some of which are currently 
underway. The first Housing First pilot programme 
to be launched in the UK happened to be developed 
just in Scotland, in the city of Glasgow, in 201014. The 
project was funded by TPS, The Big Lottery Fund and 
Greater Glasgow and Clyde Board. The pilot lasted 
three years, from October 2010 to September 2013, 
and offered housing accommodation and support 
to 22 individuals who were homeless and suffered 
from active illicit substance misuse. 

Most of the programme participants were male, 
of White British origin. These were offered 
accommodation in normal scattered housing flats 
with a regular rent contract and unlimited lease. A 
team of six professionals supported all participants in 
the day-to-day management of their flats and their 
finances. Support was tailored to the individuals’ 
needs and life circumstances and help to access 

welfare services or entitlements was provided to 
all. Three of the professionals involved were peer 
support workers who had a history of substance 
misuse and sometimes homelessness themselves.

The project’s funders also commissioned a 
longitudinal independent evaluation that was 
undertaken by Herriot Watt staff Dr. Sarah Johnsen 
and Prof. Suzanne Fitzpatrick. The evaluation 
comprised a number of one-to-one interviews that 
were undertaken at different points of the project’s 
life with staff, participants and relevant stakeholders.

The evaluation found very positive results especially 
regarding the participants’ rates in retaining their 
accommodation. 90% stayed in their apartments 
continuously for more than 2 years, while only 2 
participants moved out due either to serving a long-
term prison sentence, or for victimisation-related 
problems. 

A vast improvement in physical health was observed 
for most people in the group. This was especially 
due to improvements in their diets and to a reduced 
intake of alcohol. Mixed results were however found 
for substance misuse levels that only sometimes 
decreased. The participants’ involvement with the 
criminal justice system also declined and the financial 
wellbeing of most people improved in relation to 
their reduced spending on illicit substances. 

In conclusion the evaluators found that the pilot had 
achieved positive outcomes that also seemed to 
address the gap in evidence regarding the model’s 
effectiveness when working with homeless people 
who actively misuse illicit substances.

The Glasgow pilot experience is currently being 
replicated in Renfrewshire, where a small Housing 
First service is supporting 10 homeless people. The 
Renfrewshire project, funded by the local council, 
was launched in 2012 and has received a successful 
preliminary evaluation. Several factors emphasised 
in this report are particularly noteworthy:

• The importance of tenants being able to choose 
the area and type of accommodation. This was 
emphasised to such an extent that two tenants 
opted for private lets because of the suitability 
of the housing – in spite of the fact this was 
not recommended (owing to the less than 
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satisfactory contractual security under current 
Scottish Housing legislation)

• The importance of speed of allocation. This 
is considered pivotal owing to the vulnerable 
nature of the tenants and the fact that they have 
been let down many times before and can lose 
hope very easily as a result of delays. A long wait 
is likely simply to reinforce their disillusionment 
and make success harder to achieve.

• The focus on a limited number of people 
was combined with holistic assessments of 
other people with related needs. In particular 
supported accommodation was identified as 
suitable for others whose needs were extremely 
serious but not as intense as the Housing First 
cohort. 

Addressing Criticisms: Assessing Solutions

One criticism concerns the fact that most Housing 
First data derives from cities or countries that spend 
generously on social services (e.g. New York, Seattle, 
San Francisco, Finland). This critique questions the 
likelihood of seeing similar savings realized in cities 
without such historic spending patterns or with 
fewer resources involved. The positive outcomes 
reached by the pilot projects in France and more 
importantly in Portugal provide an important (and 
evidenced) counter-argument to these criticisms, 
showing that even in countries who are dealing 
with massive cost-cutting measures, Housing First 
programmes can be implemented successfully and 
do lead to higher savings in public expenditure.

Some criticisms also come from eminent members 
of academic institutions. Among these, Sharam 
Kohan, a social policy expert and economist 
compared the Housing First model to the ‘Panelák’ 
solution adopted by former communist countries 
that tried to end homelessness by providing 
permanent and unconditional public housing15. 
According to Dr. Kohan, “Housing First model 
does not address poverty and is just another 
expensive band-aid that won’t solve the problem 
of homelessness or poverty.” He further points to 
a growing number of reports from communities 
that have implemented Housing First modelled 
programmes that are “credited with creating 
slums and slumlords.” It remains unclear whether 

this danger is one rooted in the history of former 
Eastern Block countries or has a wider relevance. 
It would seem to be a danger more inherent in the 
characteristics of the implementation planning than 
in the overall model. 

In 2011, Prof. Victoria Stanhope, Ph.D., of New York 
University School of Social Work and Prof. Kerry 
Dunn, J.D., Ph.D., of University of New England 
School of Social Work, published “The curious 
case of Housing First; The limits of evidence 
based policy” in the International Journal of Law 
and Psychiatry. Drs. Stanhope and Dunn gave an 
overview of evidence-based policy and presented 
“critiques based on its reliance on positivist 
methods and technical approach to policy making. 
According to the article’s authors Housing First “is 
an example of research driven policy making but 
also resulted in a progressive policy being promoted 
by a conservative administration. In discussing 
the case, the paper elaborates on the relationship 
between evidence and policy, arguing that 
evidence based policy fails to integrate evidence 
and values into policy deliberations16. Whilst this 
academic criticism needs to be scrutinised and 
integrated into appraisals it does not discount any 
of the other evidence suggesting the greater overall 
effectiveness and cost effectiveness of Housing 
First policy implementation. 

The economic argument for Housing First 
programmes is certainly most powerful when 
communities enrol individuals who are frequent 
users of health and judicial services, particularly 
those with debilitating medical conditions as well 
as severe mental illness, severe alcoholism, or both. 
When housing other subgroups of the homeless 
population, cost savings are uncertain, and 
important questions remain unanswered. 

On this ground many have criticized the model for 
taking a ‘one size-fits-all’ approach17. This argument 
points to the need to acknowledge the peculiarities, 
in terms of needs and rehabilitation pathways, of a 
wide range of people who come to be homeless 
as a result of very different issues (e. g. mental 
health problems, illegal or legal addiction issues). 
As a result, choosing what categories of homeless 
people are to be housed becomes controversial 
and open to debate. In this respect the clarification 
of assessment criteria is highlighted as the crucial 
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factor. In the recent Scottish pilots it has been 
concluded that the cohort should consist of people 
with trenchant crisis based issues as described 
above. 

Housing First has been criticised for its failure 
to address broader service outcomes, namely 
substance abuse or that in fact, the only reason that 
its substance abuse outcomes were no worse was 
that the residents were not severely addicted. These 
criticisms have been rebutted on the grounds that 
Housing First is a program to end homelessness not 
to reduce substance abuse, though more recent 
research indicates it is more effective than traditional 
approaches in this regard as well. 

A study undertaken in New York by Dr. Padgett and 
colleagues18 pointed to the effectiveness of Housing 
First programmes for individuals with several mental 
health and addiction problems. In this study, group 
differences were assessed using qualitative data 
from 27 individuals who benefitted from a Housing 
First programme who were compared to 48 who 
followed a treatment first programme. The study 
found that those on the Housing First programme 
had significantly lower rates of substance use and 
substance abuse treatment utilisation; they were 
also significantly less likely to leave their program. 

Much of the popularity of Housing First undeniably 
derives from the cost-saving analyses undertaken 
by the authors of the Seattle study. However 
some criticisms exist around the study’s results. In 
particular the analysis has been criticized for not 
including capital costs that were later estimated to 
amount to $11.2 million. Some argue that this is not 
necessarily a flaw in the research, because capital 
expenditures are typically drawn from separate 
funding pools19.

Additionally forward-looking authorities would wish 
to offset the danger of borrowing against the overall 
loss of revenue caused by the ineffectiveness of 
unreconstructed revolving door approaches and 
their dangers in terms of crime, public safety and 
continuing human distress. However, this aspect 
does pose questions around the generalisability of 
the model to other contexts. The immediate capacity 
to raise such capital or access accommodation 
by other means could end up determining which 
local authorities considered themselves to have 

the ability to consider Housing First at all, with 
those with limited resources viewing themselves as 
almost automatically excluded from Housing First 
programmes as a viable solution to homelessness. 
Nevertheless it is the case that solutions to this issue 
have already been identified in Scotland.

Developing a Housing First model does not 
necessarily imply the expenditure of elevated 
capital costs, nor the acquisition or building up of 
dedicated housing structures. This is particularly 
demonstrated by the pilot experience undertaken 
in Glasgow for which the solution found was to 
provide all the programme’s participants with 
accommodation in scattered-sites that were made 
available by six housing associations. 

Although this solution was found to be challenging 
in terms of dealing with the reservations posed by 
many of the housing association stakeholders (these 
felt they had a responsibility for not allowing the use 
of illicit substances in their properties and/or feared 
to be deemed responsible for any problem that 
may have occurred with the houses’ neighbours), 
the programmes managed to effectively address 
this issue by working in partnership with statutory 
sector services. 

This was practically achieved by linking housing 
stakeholders with the local police, who alleviated 
the fears and reservations of the stakeholders by 
clarifying to them their legal responsibilities. In 
reality the concerns about anti-social behaviour 
by Housing First tenants were largely unfounded. 
Experience showed that it was the Housing First 
tenants who were more vulnerable to unpleasant 
behaviour from their neighbours than the other way 
round. As such, this is a good example of how the 
programme can (and needs to) be tailored to suit 
the peculiarities of the socio-economic and cultural 
context in which it takes place. More importantly it 
stresses the feasibility of this solution, the fact it did 
not involve high capital costs and the importance 
of delivering this solution by means of liaison with 
professionals working in a variety of roles and 
sectors. 

Whilst this solution is extremely positive, its 
applicability to other local authorities could possibly 
prove to be problematic. Glasgow has transferred 
all its original council stock into housing association 
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provision and therefore there is a much larger stock 
in the independent housing association sector. 
If a local authority like Fife were to utilise its own 
housing stock to a greater degree than it is already, 
this might be more liable to bring up issues relating 
to prioritisation. It would therefore be necessary to 
address the allocation issues head-on and perhaps 
combine elements of local authority and housing 
association stock. A general commitment across 
Scottish local authorities would undoubtedly require 
the commitment of the Scottish government to at 
least provide a proportion of dedicated funding 
sufficient to support the development of this policy 
approach.

Scotland’s Housing Policy does now require local 
authorities to provide people with temporary 
accommodation. However this requirement has in 
many ways simply distorted the situation, because 
it has not been accompanied by the resources for 
any increase in stock. Accordingly in Fife temporary 
housing allocation requires people to be placed 
wherever there is a vacancy. Within a local authority 
like Fife where the towns and villages are spread over 
a relatively large area, this brings temporarily housed 
tenants massive problems, not least unaffordable 
transport costs. 

The allocation of temporary housing in ‘scatter flats’ 
also requires tenants to share without choice as to 
the other people they have to share with, which 
carries a high likelihood of difficulties among people 
with severe vulnerabilities and addictions. Refusal 
of such allocations automatically removes the 
individual from the housing list, thus putting them 
back to square one and rendering them extremely 
vulnerable. The findings of our action research 
indicate this approach leads to many further costs 
to the statutory sector in terms of the resulting 
personal instability, vulnerability to criminal activity 
and further crises.

It has been established through the existing pilots 
that the area and type of property a Housing First 
client is offered should follow from a holistic needs 
assessment under the ‘housing options’ approach. It 
should be open to them to be offered any property 
in the social rented sector that meets their needs 
(private renting at present doesn’t afford sufficient 
security of tenure but is not totally ruled out as in 
Renfrewshire). The individually tailored approach 

has been assessed as crucial so that issues are 
properly considered; such as where people feel 
and are safe, where they have support networks 
etc. These factors can thus all be teased out and 
balanced in order to make a sustained tenancy 
more likely. This could successfully address some 
of the serious problems associated with the current 
allocation systems. The many difficult issues with 
the existing scatter flat allocation system already 
identified in this research could then be addressed. 
For instance areas associated with drug dealing 
could be avoided and areas could be chosen which 
were related to the support communities of the 
people being housed.

It is probable that a rationalisation of housing 
stock may be required in Fife through the sale of 
properties in unsuitable areas or areas such as 
Methil where there are many more vacancies, but 
which are not accessible to the main population 
clusters where the majority of people are close 
to support communities and potential economic 
opportunities. It is possible that some housing stock 
or the resources from the sale of some housing 
stock would need to be transferred into housing 
association stock. However, whatever the local 
solutions, development of the Housing First policy as 
a general solution is ultimately only likely to succeed 
if the Scottish Government puts its commitment 
and resources behind it. This would be fiscally 
logical when examining the long term savings 
resulting from the policy compared to the cost of 
constant failure caused by the current revolving 
door approach. It should also be remembered that 
Housing First is not simply about housing but the 
dedicated services required for each individual - 
assessed on a person-centred basis. 

The Scottish pilot projects to date have identified:

1. The importance of clarity about who Housing 
First is, and is not, aimed at. The effectiveness 
and cost effectiveness of these and previous 
Housing First initiatives particularly related to the 
needs of people with the most chaotic housing 
histories and complex needs. The Renfrewshire 
pilot focused in the words of the evaluator “on 
the small number of homeless people who 
everyone in the homelessness team knows, 
because they are always turning up from the 
revolving door of prison, eviction, perhaps short 
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stays in psychiatric hospital etc.”

2. The Housing First assessment can be done in 
parallel to a homelessness assessment, but 
should not depend on, for example, a person 
being found unintentionally homeless (which 
might exclude the very people who would 
benefit most from Housing First).

3. The vulnerability of people who have been 
homeless and people who have addictions 
requires an in-depth holistic assessment 
process which recognises multiple needs. 
Simply identifying those suitable for Housing 
First provision would be inadequate because 
there are many for whom other high 
need solutions such as accommodation 
with support would be more suitable.  
This also means that a serious review of the 
character and quality of all such provision is 
required for the type of people characterised by 
our cohort derived from the Dunfermline area.

4. It has been assessed by previous Scottish pilot 
providers and evaluators that it is crucial that 
support is provided by a third sector organisation 
separate from the landlord, who might have to 
take enforcement action.

5. Drug debt and violence issues have, as with 
our own research, surfaced as a destabilising 
issue for some clients. It is therefore essential 
that these issues are recognised and tackled 
by the Scottish government, police, courts and 
National Health Scheme as outlined in other 
parts of this report. 

6. The essential need for training and support 
for the development of personal financial and 
budgeting skills has also been identified within 
recent pilot evaluations.

7. Glasgow and Renfrewshire’s choice of 
employing peer workers, who have experienced 
similar problems in their pasts, is likely to be 
crucial for the success of the programme. It is 
suggested that this aspect should be seriously 
considered for inclusion if the scheme is to be 
further replicated in Scotland. 

8. A very robust evaluation approach is required in 

order to capture base line information relating 
to the previous lives of the people assessed as 
suitable for any Housing First scheme. 

Yes-U-Are’s action research, and the supplementary 
research sources undertaken for this report have 
evidenced the great extent to which different 
statutory bodies are still largely operating in 
separation with the consequence that many 
people are “falling through the net” and continuing 
in unsafe, harmful and chaotic situations. It is the 
contention of the authors that the application of 
Housing First policy and practice approach, in 
parallel with the other measures advocated here, 
are likely to considerably improve the performance 
and outcomes required of both the statutory and 
voluntary sectors and is highly appropriate to 
be central to the development of arrangements 
combining health and social care. 

Adopting Housing First as a scheme requires a 
paradigm shift as to how homelessness is regarded - 
as the result of and only final stage of complex trauma, 
vulnerability and mental ill health. Homelessness as 
a term has been criticised for regrouping a variety 
of stereotypes around the person’s identity that are 
often binding and misguided20. Far from conceiving 
homelessness as a category detailing the issues and 
identities of those people who live in the streets, 
we here argue for the need to simply recognise 
that it can be an umbrella term that regroups a 
variety of pathways and trajectories. As a result, 
‘homeless people’, although having in common 
the same lack of abode, need to be recognised for 
the variety of their pathways and of their individual 
characteristics. Adopting this outlook also implies 
considering substance abuse as a consequence 
of trauma-related processes that leave individuals 
profoundly damaged and coming to possess a low 
capability of looking after themselves. It is only at 
this point that housing can be considered as a basic 
human right and that those who are ‘homeless’ can 
be recognised for having a complex and traumatic 
background, whose final end is the lack of abode 
and a number of other problems. 

The philosophy behind Housing First is the 
exact antithesis of a judgemental approach to 
homelessness or to substance abuse that persists 
in the majority of countries including Scotland. 
Such approaches manifest in policies and cultural 
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and professional attitudes around homelessness or 
substance intake that sanction, instead of protecting, 
those who struggle with these issues. In the United 
Kingdom these combine with even more extreme 
measures of the DWP to render many vulnerable 
people incapable of solving their problems or 
beginning a process of recovery.

As a result, if the scheme is to be replicated and 
eventually adopted at national level, then it will be 
of paramount importance to sensitise local policy 
makers and relevant stakeholders to the implications 
of the contrasting approaches in terms of culture, 
values and philosophy. This will be necessary in 
order to prepare the ground for more structural 
changes in the field of housing innovation and 
solutions to homelessness. A prejudice-free outlook 
to homelessness and substance abuse needs to be 
aimed for, where those who are prone to substance 
abuse or homelessness are not condemned and 
the issues involved are openly discussed. 

Awareness raising campaigns will need to be 
developed amongst front line professionals and the 
general public around the day-to-day reality and 
implications of living a marginal life. The clinical and 
judicial processes which determine programmes to 
support stabilisation, reduction and abstinence from 
alcohol and other addictive substances will need to 
be fundamentally reviewed - Existing and potential 
providers of support in the statutory and voluntary 
sector will need to be trained, selected and versed 
in the principles of recovery, empowerment and 
person-centred personal development. Despite 
the flawed nature of its overall addiction strategy, 
the essential features of a potentially successful 
approach is now embodied in the Scottish 
government’s quality recovery principles. Recovery 
is a long term and dedicated process and requires 
long term and dedicated professional support. We 
envisage this type of work as complementary and 
requisite for the development of further Housing 
First pilot projects. 

On a very positive note, the implementation of 
Housing First would benefit the Scottish Government 
and local NHS and local authorities in their strategic 
planning objectives on a number of fronts and assist 
the new Health and Social Care body to meet its 
health inequality objectives. Building on the recent 
NHS Health Equalities work undertaken in Fife the 

attainment of other health targets could also be 
improved. The Housing First approach would also 
enhance the outcomes of the Alcohol and Drugs 
Strategy - in concert with the suggestions we have 
made relating to Addiction support procedures 
and more joined up statutory sector operations. 
Furthermore it would also help enable Fife and 
other local authorities to meet both their housing 
objectives and their criminal Justice objectives 
on reducing re-offending. These potential results 
should act as a spur to encourage both the Scottish 
Government and local authorities such as Fife to 
adopt Housing First and the associated provision 
and practice as a central tenet of their Housing and 
addictions policies. 

However this will all take time to implement. In 
the meantime, as evidenced in the actual lives 
and difficulties of the many people such as our 
Dunfermline area cohort, there is a very prescient 
need to address the negative impacts of the rules, 
procedures, attitudes and inter-agency dislocations 
within current housing and other pertinent statutory 
service provision. These render the extremely 
vulnerable cohort with whom our action research has 
engaged yet more vulnerable to crisis, exploitation, 
violence and perpetual inability to address the 
many difficulties and dangers which our evidence 
indicates they seriously wish to overcome. The 
Housing and other statutory services within Fife and 
other local authority areas should prioritise a review 
of their current temporary allocations, tenancy 
and other procedures and practices based on the 
impact which our and other studies has highlighted. 
These actions also need to be integrated into the 
Scottish Government’s community planning and 
regeneration requirements. 

Conclusion

This section of our report has shown that robust 
evidence exists around the effectiveness of Housing 
First projects in addressing physical, mental, 
financial and substance intake problems amongst 
marginalised people. This has been demonstrated, 
especially in relation to those who are the most 
long-term homeless individuals in society and in a 
number of differing cultural and political contexts 
throughout the world, including Scotland. It has also 
demonstrated the need for this assessment to be 
conjoined with the assessment of other individuals 
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with high levels of need requiring other appropriate 
housing and support solutions. This approach 
contrasts very markedly with the way people with a 
history of homelessness, addiction, chaotic lifestyles 
and associated difficulties are currently dealt with by 
Fife and many other local authorities. In recognition 
of this, Fife Council is currently assessing the viability 
of the development of a Housing First approach. 
In parallel, the Alcohol and Drugs Partnership is 
promoting the recently adopted Quality Recovery 
Principles. 

Robust evidence exists around the fact that 
adopting Housing First models leads to savings in 
public expenditure. This, it has been argued, comes 
as a result of decreasing the use of emergency 
services for those that benefit from these types 
of programmes. A number of cost-benefits 
analyses and evaluations of Housing First projects, 
undertaken by a number of respected academic 
institutions, have been presented throughout this 
section. These documents provide significant 
corroboration to these claims. 

The scheme has begun to be successfully adopted 
in Scotland. The evaluation of the Glasgow pilot 
experience highlighted high rates of continuous 
tenancy and a positive effect on substance intake 
reduction, an increase of physical and mental 
wellbeing and better financial circumstances 
amongst its participants. The Renfrewshire scheme 
is also producing positive initial outcomes. This 
indicates that Housing First is a feasible and effective 
option for the Scottish health and social care system 
as a potentially pivotal means to enable it to deal 
with the issues of homelessness and substance 
abuse, albeit Fife and other local authorities would 
need to solve allocation issues in a manner specific 
to their stock and housing association availability. 
Our action research also indicates that the Housing 
First approach would benefit or have benefitted the 
cohort we have been working with for the last three 
and a half years. It also indicates a requirement 
for immediate review and consequent reform of 
current procedures and the immediate prioritisation 
of person-centred inter-agency good practice.
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Conclusions

Our research led us to a number of findings regarding 
both the nature and causes of the challenges faced 
by our client group and about their at times difficult 
relationship with assorted statutory agencies. 

With regard to those agencies, we reached a 
number of conclusions as to how effectively they 
were able to engage with our client group and 
to identify reasons why this engagement was not 
always regarded in a positive light by them. 

More generally, we arrived at conclusions relating 
to the effective implementation of the Scottish 
Government’s strategy on addiction as set out in the 
2008 strategy document ‘The Road to Recovery.’

Conclusions

• Most of those seeking money on the streets 
were identified as genuinely desiring to turn their 
lives around but had been unable to do so - as 
a result of complex, all pervading and destructive 
combinations of circumstances

• The vast majority of the target group had been 
victims of physical, psychological and at times 
sexual abuse. This had happened during their 
childhood or teenage years, almost always within 
their own families.

• Chaotic lifestyles, financial jeopardy, addiction, 
homelessness and crime were evidenced as 
symptomatic of peoples’ inability to cope with 
unresolved trauma, exacerbated by low economic 
status and constant threats of violence.

• The pilot evidenced a person-centred approach 
proving very effective in supporting people to start 
to turn their lives around. But this also depended 
on financial assistance to enable people to 
overcome many essential difficulties.

• However virtually no funding was identified as 
available for voluntary sector organisations to 
support people experiencing recurrent crises with 
flexible needs-based person-centred recovery 
approaches, nor to render financial assistance to 

address their severe needs.

• Strategic, clinical and judicial systems relating 
to Homelessness, Addiction, Poverty and 
Criminal Justice were identified as negatively 
impacting professional practice through failure 
to take account of these underlying causes of 
marginalisation.

• In particular ‘The Road to Recovery’, the Scottish 
Government Strategy on Addiction was identified 
as failing to factor-in trauma issues or set out 
appropriate guidelines or practices to enable its 
stated aim of Recovery.

• Statutory and clinical systems were generally 
experienced by our cohort as regarding them 
first and foremost as ‘addicts’, rather than as 
vulnerable individuals in need of protection, 
support, encouragement and assistance

• It became clear that the clinical procedures 
adhered to a model premised upon attaining the 
desired changes in behaviour in distinction to that 
of seeking the recovery of the individual

• While many individual workers across the statutory 
sector sought to achieve good outcomes for 
our client group, they were often hampered or 
restricted by the guidelines and procedures to 
which they were obliged to adhere. 

• These systems stood in sharp contrast to the 
person-centred approach of the Recovery Model, 
as developed within services for people with 
mental illnesses 

• They also stand in contradiction to the 2014 
Quality Principles that propose a positive person 
centred approach to ‘Standard Expectations of 
Care and Support in Drug and Alcohol Services’

• The Housing First model pioneered in the USA 
and recently trialled here in Scotland could 
provide the basis for effectively addressing the 
housing and support needs of individuals dealing 
with addiction through the provision of secure 
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accommodation backed by inter-disciplinary 
support teams to address their complex needs

• The provision of psychology posts relating to 
complex trauma associated with addiction and 
homelessness were found to be very unevenly 
provided across Scotland, with one week 
equivalent in Fife, eight in Greater Glasgow and 
Clydesdale and none in other NHS areas

• Mainstream psychiatric services evidenced a lack 
of a diagnostic-clinical tradition, culture or practice 
able to respond to the needs of our cohort who 
had suffered major childhood trauma.

• Where difficult situations due to untreated mental 
illness, the police were evidenced as consistently 
providing supportive assistance 

• However with respect to addiction and associated 
problems, police were in the main experienced 
as extremely hostile and lacking in basic 
understanding 

• Many agencies of the state (DWP, Local Authority, 
National Health Service, Police and Criminal 
Justice) were found to work within their own ‘silos’ 
and, as a result, to continually create, exacerbate 
or fail to address clients’ financial crises

• Officers in charge of allocating temporary housing 
consistently failed to consider the complex 
needs of our cohort, inform them of their rights, 
or address their legitimate concerns as to the 
dangers of particular accommodation

• Emergency financial help from the statutory 
sector was evidenced as being totally insufficient 
and also to be very inflexibly dispensed. This was 
shown to be counter-productive in terms of 
recovery, personal safety, parental stability and 
crime reduction

• The Local Authority, Court and Police systems for 
debt recovery, via randomly served warrants, were 
found to be personally traumatic and health-
threatening, whilst the cost of collection clearly 

appeared to outweigh the fiscal benefit

• Across all these systems there was evidence of a 
great lack of demonstrable fiscal foresight owing 
to a systemic absence of joined-up working 

• All these factors were severely and ubiquitously 
exacerbated by the violent actions of drug dealers 
and loan sharks, operating pervasive and ruthless 
regimes of debt enforcement

• Comprehension of the severity of the financial 
and street violence realities of clients was clearly 
absent within the statutory sector at the levels of 
policy, strategy, procedure and management

• It was noted that the prevalent statutory systems 
were generally unsuitable for supporting recovery 
for people prone to recurrent crises - although 
throughout these services many individuals - 
such as housing officers, addiction workers, social 
workers and G.Ps - were found to work very hard 
to support people and at times successfully 

• Much fear was identified among parents with 
addictions that they would have (as many had had) 
their children removed, owing to their addictions. 
However in cases where our pilot was providing 
specific support to families, a positive approach 
was evidenced from Children’s Services. The 
system was so effective that the individuals were 
evidently able to recover much faster than than 
others who did not have the benefit of such multi-
disciplinary commitment.

• Accordingly it was concluded that only a joined 
up inter-disciplinary approach similar to child 
protection practice could address the identified 
issues. This would have to be embodied in statute 
through legislative amendments to ensure both 
recognition of the essential vulnerability of this 
grouping and the requirement of a high degree of 
statutory protection
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National Health Service

• That procedures utilised in Addiction Services 
should be reviewed to ensure they are in line with 
the Recovery Principles. In particular there should 
be a speedier process towards prescription with 
greater acknowledgement of difficulties caused 
by people’s vulnerability to trauma and chaotic 
lifestyles, street violence and financial penury.  
 
It should be a priority to keep people on their 
prescriptions wherever possible and positively to 
assist them to overcome their stumbling blocks. 
Group-work should be provided when people 
are on their prescriptions to maximise their 
stability and security. 

• Early life complex trauma should be recognised 
and reflected in all treatment including the 
provision of sufficient psychological services to 
be developed consistently throughout Scotland, 
based on the Greater Glasgow and Clydesdale 
NHS Homeless Unit model.

• Psychiatric services should ensure that patients 
experiencing difficulties with homelessness 
always, during such unstable periods, retain 
their original psychiatric hospital consultant, 
rather than having them changed with every 
temporary address 

• Training and orientation should be provided to 
all NHS workers in the field by people who have 
experienced homelessness, street violence and 
addiction. 

Local Authorities

• People vulnerable as a result of addictions, 
homelessness, chaotic lifestyles and received 
street violence should automatically be 
assessed for Vulnerable Adult status in order to 
recognise their need for protection and establish 
a statutory duty for professional services 
to work together towards their recovery.  
To achieve this and the resulting assessments, 
and changes in the operation of court orders 

it will be necessary for the Scottish Parliament 
to alter the criteria in the Adult Support and 
Protection Act 2008 to include risk and 
vulnerability as a result of homelessness, 
addiction and dependency.

• The Housing First policy approach to 
homelessness should be supported as a 
Scottish Government key policy, and to be 
developed throughout Scotland via local 
authority and voluntary sector partnerships.  
 
This should be supplemented with approaches, 
such as accommodation with support. In all 
cases, including those where individuals are 
assessed as not suitable for Housing First, A 
Homelessness Assessment should be utilised. 

• A needs assessments of debt and poverty 
should be made for each individual. Debt to 
councils should not be demanded through the 
warrant system from people who do not have 
the money to pay, rather, people should be 
offered assistance either to become bankrupt 
or to make very gradual payback terms. 

• The Scottish Government should reform where 
possible the way DWP sanctions and delays in 
payments put people in financial jeopardy. In 
particular the Scottish Welfare Fund should be 
dispensed in a flexible manner based on actual 
need rather than numerical screening formulas. 

• Refresher and orientation training should be 
provided to all local authority workers working 
in the field with people who have experienced 
homelessness, addictions, chaotic lifestyles and 
street violence.

Voluntary Sector 

• Independent person-centred voluntary sector 
services should be funded in a sustained and 
stable manner in order to work with people 
particularly vulnerable to crises and failing to 
advance in their recovery from addiction and its 
associated trauma. 

Recommendations
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• Mentoring, companionship, financial support 
and customised skills development should be 
funded

• Additional funding is required for the voluntary 
sector to be in a position to realistically address 
assessed needs relating to financial jeopardy

• Advocacy should be developed, customized to 
the client group as “championing”

• Future voluntary sector based Community 
Payback Orders should be developed based on 
outcomes rather than input measures, so people 
with chaotic life difficulties can be supported to 
succeed.

• Foodbanks should cease the practice of 
excluding people with multiple crises from 
assistance, based on the number of times they 
have previously been helped and instead utilise 
needs based assessment systems.

Judiciary 

• The DTTO system should be transformed to 
move beyond just compliance to provide the 
support and protection necessary to enable 
people to achieve compliance.

• Fines should never be applied to anyone who 
will have difficulty paying them, owing to 
poverty. Existing fines for such people should 
be converted to other sentences or revoked.  
 
Pay-up schemes should not be 
revoked when people are sanctioned 
or delayed in their DWP payments.  
A system of automatic delayed payment should 
be inaugurated. Warrants should never be 
served in such circumstances. 

• Robust links should be established between 
person-oriented voluntary sector projects and 
court sheriffs in order that the sheriffs are kept 
well informed of client progress.

Police

• The police strategy on drugs should be reviewed 
in relation to the best means of dealing with 
drug dealers, and additionally and particularly to 
the protection of people with addictions from 
street violence.

• Training should be provided to the police 
by people who have experienced addiction, 
homelessness and street violence. 

• There needs to be reform of the way police serve 
warrants and of the fines collection system. In 
particular there should be review of the practice 
of targeting individuals for weekends in police 
stations and the practice of early-hours retrieval 
- particularly in families with children.

Prison Release 

• Criminal Justice social work should engage in 
multi-disciplinary pre-discharge assessments in 
order to ensure sufficient client security in the 
areas of accommodation, personal finance and 
health and addiction support.
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About us

AT CoR was formed in order to provide a professional voice for the insight, 
knowledge and abilities of people who experience marginalisation within 
our society and support for the organisations formed to assist them.

From this starting point AT CoR has developed an in-depth understanding 
of how dysfunctions in communities and society can be transformed into 
powerful testimonies, insights and analyses.

The expression of these through creativity, publicity, training, research 
and political strategies can cast light on the crucial issues - effectively 
enabling challenges to any previously unquestioned assumptions.

It is from these junctures that respectful dialogue can lead to resolution of 
those issues previously dividing individuals and their communities.

Our team

Coming from a diverse range of backgrounds spanning the public, private 
and voluntary sectors, our team have the skills and experiences to offer 
services across a broad range of topics.

Our  specialities include: Advocacy, Organisational development, Political 
analysis and policy development, Mental Illness, Post traumatic stress, 
Addiction and Homelessness.

Our services

• Change management

• Mediation and conflict resolution

• Innovative research

• Training needs assessment

• Design and delivery of customised training

• Inspired public speaking

• The creation of both internal and external communication strategies

AT CoR
Getting to the Core of the Issues
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