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Chapter 7

Treating Addicts in the
Criminal Justice System

In this chapter, we focus on the abundance of scientific documenta-
tion about treating drug-dependent adults in the criminal justice
system and the issues involved. We will also look at key findings from
studies on drug-dependent youth. Drawing on our review of the liter-
ature, we will highlight the ingredients for successful treatment, and
we will conclude with a critical assessment of treatment available to
addicts in the criminal justice system.

Access to Treatment

Since the 1940s, tensions between the punitive approach and offender
rehabilitation have shaped correctional systems. Publication of com-
pelling data on the outcomes of these two approaches fuelled fierce
paradigm wars (Gendreau and Ross 1987; Martinson 1974). Over the
past twenty years or so, however, scientific studies have established
the credibility of treatment by showing that repressive penal mea-
sures have a negligible impact on recidivism and that measures to
rehabilitate and reintegrate offenders have a positive impact (Bonta
and Andrews 2003).

Predictably, soon after repressive U.S. drug policies were intro-
duced, courts were bogged down and prisons overcrowded. Not long
after, things took an unexpected and alarming turn: recidivism among
ex-convicts was very high. The authorities needed a better way to
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deal with the many addicts for whom repression did not produce the
desired effect.

As part of the effort to find that better way, many research proj-
ects showed that the presence of problematic drug use is a risk factor
for criminal recidivism that can be offset by appropriate interven-
tion (Andrews and Bonta 2006; Belenko 2006; Chandler, Fletcher, and
Volkow 2009; Degenhardt and Hall 2012; Dowden and Brown 2002;
Strang et al. 2012). This finding is valid for offenders who commit
their crimes while intoxicated or to pay for drugs and those for whom
the drug—crime dynamic is rooted in common underlying factors.

Services available to offenders with dependence issues are usu-
ally aimed at reducing criminal recidivism by enabling them to get
their drug use under control. Although we are sensitive to the ethi-
cal issues surrounding correctional interventions, we agree with
Chandler, Fletcher, and Volkow (2009) that not giving an offender the
chance to treat a drug use problem is a missed opportunity to improve
the offender’s life as well as public health and safety.

We begin with a brief review of how the thinking on treatment
in a correctional setting has evolved, and then dedicate the rest of the
chapter to drug rehabilitation interventions for offenders who use
illicit drugs. We will examine the impact of these programs on reduc-
ing crime as well as their limitations and other issues, particularly
ethical issues.

Punishment or Rehabilitation?

In the 1950s, North American prisons gradually took to the idea of
rehabilitation. With humanist schools of thought dominating psy-
chology, the corrections sector became more receptive to the benefits
of clinical psychology, but it was not until the 1970s that the field of
clinical criminology research emerged. It was the golden age of clini-
cal criminology and offender rehabilitation. Professionals were play-
ing a prominent role in North American prisons and penitentiaries
and were determined to rehabilitate offenders using therapeutic tools
borrowed from contemporary clinical psychology.

Then, in 1974, hitherto obscure American sociologist Robert
Martinson published an explosive article titled “What Works?
Questions and Answers About Prison Reform,” in a journal called
Public Interest.
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"Nothing Works”

In the article, Martinson (1974) examined the outcomes of measures
to help offenders. His conclusion, entitled “Does nothing work?,”
made waves. In it, he posed a crushing question: “Do all of these
studies lead us irrevocably to the conclusion that nothing works, that
we haven't the faintest clue about how to rehabilitate offenders and
reduce recidivism?” (p. 48). It was a harsh indictment. Earlier in the
article, Martinson had written, “With few and isolated exceptions,
the rehabilitative efforts that have been reported so far have had no
appreciable effect on recidivism” (p. 25).

The “nothing works” finding associated with Martinson was due
partly to flaws in the studies he examined and partly to severe clini-
cal blindness to the reported success of therapeutic methods, which
were clearly effective for a clinical psychology clientele but did not
produce the expected results when used with offenders. Martinson
was the first to expose the major limitations of offender rehabilita-
tion programs. He served as a conduit for a number of perspectives,
some diametrically opposed to others, but all critical of rehabilitation
programs.

Martinson’s article sparked sometimes heated debate between
advocates and opponents of such programs. At the time, evaluative
methodology was having serious problems clearly defining the posi-
tive and negative effects of the programs,' so it was difficult to draw
valid conclusions about their impact. Because of economic realities
and budget priorities, many programs were too short-lived to bear
fruit. They were at the mercy of changes in management and policy
and were very often compromised by administrative and security
priorities.”

The Punitive Post-Martinson Era

Proponents of punishment applauded Martinson’s report, disseminat-
ing it widely in support of their tough-on-crime agenda. These law-
and-order advocates claimed that it was impossible for offenders to
change either their attitude or their behaviour and that harsh punish-
ment for all criminals was the best way to protect society. Rehabilitation
fell out of favour and was no longer the goal of the criminal justice
system. Sentencing ceased to take into consideration the possibility
of rehabilitation and was based solely on the severity of the crime.
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Punishment was back in fashion. Courts imposed harsher and harsher
sentences. American lawmakers believed that heavy prison sentences
were the cure for all social ills.

Clinical criminologists, psychologists, psychosocial practi-
tioners, doctors, and psychiatrists continued to believe that justice-
involved and incarcerated individuals were entitled to the same
health services as the rest of the population and that depriving them
of psychological and physical care was out of the question. What to
do? Did rejection of the rehabilitation model have to mean a whole-
sale takeover by punishment?

Martinson’s conclusion that nothing worked to reduce recidi-
vism spurred clinical criminology researchers to refine their methods
and service providers to seek a better understanding of offenders’
real needs and adapt their tools accordingly. Fortunately, the post-
Martinson era was marked by a thorough re-examination of previ-
ous approaches and the implementation of what we now refer to as
evidence-based practices.

The response from the field of clinical criminology was vigor-
ous, methodical, and practical. In 1980, Ross and Gendreau published
Effective Correctional Treatment, and Fréchette and LeBlanc’s (1987)
research on young offenders contributed a better understanding of
delinquency issues that served as a foundation for better intervention.

“What Works?”

The “nothing works” way of thinking gradually gave way to a “What
works?” movement (Cullen and Gendreau 2001) in search of promis-
ing approaches to offender rehabilitation. Central to the movement’s
theoretical underpinnings is the notion that correctional interventions
must be science-based if they are to be effective, and that they must
target the causes and factors that lead to recidivism (Lalande 2004).
Studies show that positive, constructive approaches that promote the
development of new skills and capitalize on the individual’s strengths
work because they target the problems at the root of criminal conduct
(Andrews and Bonta 2006; Cullen and Gendreau 1989; McGuire 2004;
Ward and Maruna 2007). According to Andrews and Bonta (1994),
effective intervention to reduce recidivism must be based on three
core principles: risk, need, and responsivity. The risk principle means
“match[ing] the level of service to the offender’s risk to re-offend”
(Bonta and Andrews 2007, 1); that is, providing more services to
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higher-risk offenders and fewer or lower-intensity services to lower-
risk offenders. The need principle involves “assess[ing] criminogenic
needs [dynamicrisk factors] and target[ing] them in treatment” (ibid.).
The risk-need-responsivity model identifies seven major criminogenic
risk/need factors, including drug dependence, that can be targeted in
treatment (ibid.).

Lastly, the responsivity principle means that, in addition to the
first two principles, intervention models must consider the offender’s
ability to participate in suitable programs and the non-criminogenic
needs at the root of the behaviour (Kennedy 2000; Tellier and Serin
2000). The responsivity principle takes into account certain individ-
ual characteristics, including motivation to attend treatment, per-
sonality, and cognitive limitations. Meta-analyses have shown that,
when correctional treatment is based on these principles, significant
(around 10 percent) reductions in recidivism and parole revocations
are observed (Andrews and Dowden 2006; Cortoni and Lafortune
2009; Hollin and Palmer 2006).

Treating Drug Dependence in Offenders

Over time, scientific discoveries have shown us that rehabilitation
programs for drug-dependent offenders are economical and effective
solutions that can be introduced at several points in the justice pro-
cess. We will begin by looking at drug courts, which come into play
between the time of arrest and sentencing. We will then examine post-
sentencing treatment modalities available to offenders during incar-
ceration, probation, and parole.

Drug Courts

In recent years, increasing awareness of the enormous cost of incarcer-
ating drug-dependent individuals has resulted in growing enthusi-
asm for an alternative to incarceration: drug treatment courts (DTCs).
This initiative, which is popular in North America, involves divert-
ing individuals into drug treatment prior to sentencing. DTCs are not
themselves treatment programs, but their personnel, including judges,
play an active role in referring offenders to specialized drug rehabili-
tation services. The goal is to help the legal system and rehabilitation
agencies work together to get offenders into treatment and off illicit
drugs (Brochu and Landry 2010). Offenders who do not comply with
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the court’s requirements are liable to sanctions ranging from official
reprimands to prison sentences.

Despite the methodological weaknesses of research designed to
evaluate the efficacy of DTCs (Gutierrez and Bourgon 2009; Slinger
and Roesch 2010; Werb et al. 2007), data suggest that these services are
promising and reduce criminal recidivism by about 10 percent (Bahr,
Masters, and Taylor 2012; Belenko 2001; Brown 2010; Gutierrez and
Bourgon 2009; Mitchell et al. 2012; Rempel, Green, and Kralstein, 2012;
Werb et al. 2007; Wilson, Mitchell, and MacKenzie 2006). Programs
targeting adolescents have smaller effects on recidivism (an odds ratio
of 1.06, essentially null) (Mitchell et al. 2012, 64).

Courts with high completion rates that deal with non-violent
offenders report greater success in terms of drug-related recidivism.
According to Brown, Allison, and Nieto (2010), treatment failure is
strongly associated with employability issues, low educational attain-
ment, and polydrug use. Leukefeld et al. (2007) found evidence
that participants in court-supervised drug treatment programs that
included targeted employment interventions were more likely to find
work. For example, those who remained in employment programs
longer reported more positive effects on their drug use and criminal-
ity during follow-ups than those who left the program earlier or did
not participate. Goyette et al. (2013) also showed that many studies
found better recidivism reduction outcomes from DTCs that follow
the risk-need-responsivity model (Bonta and Andrews 2007).

DTCs have come under fire, however. For one thing, they gener-
ally target addicts who are first-time offenders having committed non-
violent crimes. In other words, DTCs deal primarily with people who
would not be sentenced to imprisonment or who are low risk, which
is contrary to risk-need-responsivity principles. For another, although
some DTCs have experimented with a harm reduction approach, the
emphasis on abstinence makes it difficult for therapists to talk about
relapse prevention because, officially, relapse is not tolerated and can
result in termination of the program and jail time. Offenders who
agree to participate in a drug treatment program through a special-
ized court have to report on their progress to court authorities much
more frequently and for a longer period of time than if they had gone
through the regular judicial process (Werb et al. 2007).

Canada has far fewer DTCs than our neighbours to the south. In
2012, Quebec launched a program along similar lines but with some
distinct features. Over a number of years, the Court of Quebec tried
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several initiatives that culminated in the Programme de traitement de
la toxicomanie de la Cour du Québec (PTTCQ).> By the late 1970s,
the Court of Quebec was already factoring successful completion of a
treatment program into sentencing in order to promote offender reha-
bilitation and social reintegration. In 2008, the Centre de réadaptation
en dépendance de Montréal — Institut universitaire* began working
at the Montreal courthouse to evaluate potential risks of withdrawal,
assess problems related to drug use intensity, and identify services
required to treat the condition (Goyette et al. 2013). The enactment
of the Safe Streets and Communities Act (Bill C-10) led to the creation
of the PTTCQ in November 2012. It took several years to develop the
program, the details of which were the subject of several recommen-
dations and reports (Justice Québec 2014). Our team (Plourde et al.
2014) evaluated the implementation of this new initiative and found
that one of the strengths of the PTTCQ is that its proposed approach
is offender-centred. In addition to offering a personalized approach to
participating offenders, it pays special attention to psychosocial ele-
ments and does not focus solely on the sentence. It addresses factors
associated with maintenance of both delinquency and dependence.
A unique feature of this Quebec program is that it is available to cli-
ents who have committed more serious crimes and present heavier
drug use patterns than similar programs in the rest of Canada and the
United States. The PTTCQ’s harm reduction philosophy may surprise
some and may require fine-tuning, but it is nevertheless commend-
able. That said, it is important to consider issues related to prolonging
placement within the criminal justice system when participants who
relapse are returned to the traditional justice system (i.e., transfer-
ring cases to a judge, which can lead to imprisonment), in which case
the program becomes punitive (Plourde et al. 2014). At the time of
writing, Canada does not have specialized DTCs for youth.

Post-sentencing Treatment

Adjudicated youth with substance use problems typically enter treat-
ment by referral or by court order (Breda and Heflinger 2007; Diamond
et al. 2006; Dow and Kelly 2013; Fickenscher, Novins, and Beals 2006;
Wisdom, Manuel, and Drake 2011). Research on drug-dependent
juvenile justice populations referred to treatment shows that, fol-
lowing treatment, they exhibit improvements in terms of both psy-
choactive substance use and delinquency, as well as in other spheres

145



146

DRUGS AND CRIME

of their lives, such as their studies (Bergeron et al. 2009; Bertrand et
al. 2009; Brunelle et al. 2010). It is important to note, however, that
greater initial involvement in delinquent behaviour is associated with
poorer drug treatment outcomes among youth (Brunelle et al. 2013).
Studies of drug-dependent adolescents focus less on types of treat-
ment received than on pinpointing factors that contribute to their suc-
cess. We will take a closer look at those factors later in this chapter.

For adults sentenced to short jail terms, addiction treatment
availability is relatively limited, considering the needs of the correc-
tional population. Constraints unique to managing short sentences
limit services available such that only a minority of inmates receive
them (Arseneault, Plourde, and Alain 2014; Belenko and Houser 2012;
Brochu and Plourde 2012; Grella et al. 2007; Kivivuori and Linderborg
2009; Stewart 2008; Webster et al. 2007). Conversely, in federal peni-
tentiaries (sentences of two years or more), drug-dependent inmates
in Canada have access to an intervention program comprising several
stages, from initial assessment to post-treatment follow-up, based on
the research and recommendations of an expert panel (Hume 2001;
Matheson, Doherty, and Grant 2008). It incorporates cognitive behav-
ioural, motivational, emotional/rational, problem-solving, and relapse
prevention interventions. In addition, opiate-dependent inmates can
receive methadone maintenance treatment and, as of 2002, can initiate
this treatment while incarcerated (Plourde et al. 2005).

I wanted to quit using heroin because I was so sick, it was killing
me, but I wanted to keep using coke because there wasno . .. no
reason for me to stop until I was in jail and I did some programs
and I felt better. Then I realized that it was ruining my life. (Jane)’
(Plourde et al. 2007)

Some of the factors that lead to increased treatment participation
are unique to offenders, but others are organizational and structural
(Belenko and Houser 2012; Fletcher et al. 2009). The latter include:

(1) separate budget from host penitentiary administration;

(2) administrative independence;

(3) being somewhat isolated from the regular penitentiary envi-
ronment to recreate a therapeutic environment;

(4) establishing a set of rules and consequences for breaking
them;
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(5) staff who act as positive role models for inmates and see
themselves as therapists who care about the well-being of the
participants rather than as officers responsible for security;

(6) encouraging participants to acquire new skills (that they can
use in the job market or to resolve family problems);

(7) regular follow-ups with people who have completed the
program, and

(8) using services provided by community resources.

Letus now take a more detailed look at the approaches that most treat-
ments available to drug-dependent offenders are based on. Almost all
the approaches or models are used within and outside of correctional
institutions. Cognitive-behavioural programs and therapeutic com-
munities are the primary intervention approaches in North American
penal institutions.

Cognitive-Behavioural Programs

In addiction treatment, programs based on cognitive-behavioural
theories view the development and continuation of drug use in cer-
tain contexts as classical or operant conditioning rooted in individual
problems, which are themselves influenced by developmental, cogni-
tive, and environmental factors (Deas and Thomas 2001; Waldron and
Kaminer 2004). The goal of cognitive-behavioural treatment of addicted
offenders is generally to define and modify stimuli associated with
drug use, transform thoughts about drug use and delinquent behav-
iour, learn problem-solving techniques, and develop relapse preven-
tion strategies (Blume 2005).

Studies on cognitive-behavioural programs for justice-involved
individuals, including those convicted of drug-related crimes, have
shown promising results with respect to the elements targeted in treat-
ment, including drug use and criminal recidivism (Bahr, Masters, and
Taylor 2012; Crane and Blud 2012; Easton et al. 2007; Moore et al. 2008;
Roberts-Lewis et al. 2009). Nevertheless, as Comiskey, Stapleton, and
Kelly (2012) observed, although this type of treatment has a positive
effect on criminality, benefits may not last more than a few months.
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Therapeutic Communities and Boot Camps

Therapeutic communities (TCs) are among the most stable correctional
programs whose effects have been evaluated. In a prison setting,
this type of intervention is one solution to prisonization,® a process
by which inmates come to denigrate traditional social values (Peat
and Winfree 1992). Participants often “receive a variety of treatment
modalities, including cognitive therapy, individual counseling, group
counseling, and 12-step programs” (Bahr, Masters, and Taylor 2012,
159). All TCs, whether they are inside or outside penal institutions,
share certain basic principles, such as hierarchical community orga-
nization; confronting past values, attitudes, and behaviours; and the
importance of community and peer support (Vandevelde et al. 2004).
In hierarchical TCs, more senior members of the group show recruits
and junior members the manual and psychological tasks to be done.
Community life is an important element of these programs because it
enables individuals to acquire social skills and show concern for other
people. Participants confront individuals who exhibit an attitude or a
behaviour that is against the community’s values and try to persuade
them to change the behaviour.

In TCs, individuals function as the main agents of their own
change. Staff are, for the most part, former clients of the program.
They keep domestic and therapeutic activities running smoothly and
ensure that the community’s values are upheld. When they intervene
with community members, they do not adopt a client-counsellor
approach (McCollister et al. 2003). The following characteristics are
typical of the vast majority of TCs:

(1) in prison-based TCs, community members are relatively iso-
lated from other inmates;

(2)activities are structured and regulated;

(3) privileges are earned gradually but are not irrevocable;7

(4) members must accept their personal and community
responsibilities;

(5) members must make a constant effort to transform their val-
ues, change their lifestyle, and create an environment that
supports the rehabilitation of all members;

(6) members must fitinto a relatively rigid hierarchical structure;

(7) within that structure, more senior members act a role models
for recruits;
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(8) discipline is omnipresent, and failure to comply is punished
severely; and
(9) members benefit from aftercare.

Despite the inherent limitations of evaluating treatment efficacy
(Arseneault, Plourde, and Alain 2014), some of which have to do with
challenges related to the prison environment, research on TCs has
produced encouraging findings with respect to the rehabilitation of
drug-dependent people in the criminal justice system. Hiller, Knight,
and Simpson (2006) found that “a significantly smaller proportion of
graduates were rearrested during the 2nd year after release compared
to those who drop out of treatment or who do not receive treatment”
(p- 230). They found no difference between the groups during the first
year after treatment. In the vast majority of studies in the literature,
two elements stand out as crucial to the success of these programs:
treatment duration and therapeutic aftercare. We will take a closer
look at these elements below.

In North America, more radical interpretations of TCs led to the
development of shock incarceration, more widely known as boot camp.
The first of these was set up in the United States in 1983,® and boot
camps spread at a staggering pace. Despite ardent enthusiasm for
the idea, it was not long before impact studies threw cold water on it
(National Institute of Justice 2003b). At their peak, in the 1990s, there
were seventy-five state and federal boot camps for adult offenders,
thirty for juvenile offenders, and eighteen more in county prisons,
with a total of nearly 10,000 participants (National Institute of Justice
1996, 2003b). In the 2000s, half were shut down, and the number of
participants declined by a third. The programs have evolved some-
what, but the basic philosophy has not changed. Boot camp is physi-
cal and psychological intervention that lasts three to four months and
is intended to instill strict discipline and bring about a radical lifestyle
transformation (National Institute of Justice 2003b). This approach to
rehabilitation employs some of the same techniques as TCs, but dis-
ciplinary measures are modelled after military boot camps. The idea
is that individuals subjected to rigorous physical and psychological
training will come to respect authority and embrace the values upheld
by dominant social institutions. Although this military-style pro-
gram aligns well with the American “war on drugs” mindset, stud-
ies show that it is not usually a winning strategy. Participants report
positive attitude and behavioural changes in the short term, but these
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changes do not reduce recidivism (ibid.). However, more recent work
suggests that boot camps can reduce recidivism among the highest-
risk participants, especially if they include an aftercare component
(Bahr, Masters, and Taylor 2012). These findings contrast with earlier
research that deemed boot camps ineffective.

Peer Support and Twelve-Step Groups

Peer support movements (e.g., Alcoholics Anonymous, Narcotics
Anonymous, Cocaine Anonymous) available to non-incarcerated indi-
viduals also have a strong presence in penal institutions. Members of
these movements visit inmates regularly and base their interventions
on the twelve-step model. They organize groups that encourage par-
ticipants to share personal experiences and be abstinent.

Peer support movements view problematic substance use as a dis-
ease (Brown, Seraganian, and Tremblay 2001; Sheehan 2004) influenced
by contextual factors. Offenders present drug-induced brain chemis-
try dysfunction that may interfere with their understanding of what is
socially acceptable and, therefore, alter their behaviour (Sheehan 2004).

In the early 1990s, the National Institute on Alcohol Abuse and
Alcoholism in the United States funded a research project that culmi-
nated in the Twelve Step Facilitation Therapy Manual (Nowinski, Baker,
and Carroll 1992), standardizing the application of this treatment
modality. To foster social skills, twelve-step programs are delivered in
a group setting rather than on an individual basis (Sheehan 2004). The
program employs various intervention strategies, including the fol-
lowing: (1) therapy that teaches new coping strategies and enhances
motivation; (2) education about self-knowledge and social skills train-
ing; and (3) sponsorship by other program participants to provide
social support.

According to Bahr, Masters, and Taylor (2012), “although 12-step
programs are widely used, there hasbeen . . . little . .. research evaluat-
ing their effectiveness . . . . Overall, the evidence suggests that 12-step
programs are not as effective as other treatments in reducing drug use
and recidivism” (p. 164).

Methadone Maintenance Programs

The most common pharmacological treatment available in prison is
methadone, a synthetic opioid analgesic that enables opiate-dependent
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individuals to avoid withdrawal symptoms. It can be used as a replace-
ment for opiate use or to help people stop using opiates entirely.
According to Bahr, Masters, and Taylor (2012), “the objectiveis to . . .
enable the addicts to live relatively normal lives.” Despite some prog-
ress, methadone maintenance programs are still underutilized (Nunn
et al. 2009), though they do exist in custody settings in Europe, the
United States, Australia, and Canada.

Methadone maintenance programs have yielded positive results
(Bahr, Masters, and Taylor 2012; Canadian HIV/AIDS Legal Network
2008; Gordon et al. 2008; Hedrich et al. 2011; Plourde et al. 2005;
Stallwitz and Stover 2007) for treatment recipients, including reduc-
tions in drug use, repeat incarcerations, and serious drug-related
crimes. Other studies have found that high methadone doses (over
60 mg) can contribute to better health, social stabilization, greater
health services take-up (Stallwitz and Stover 2007), and reductions in
associated risk behaviours (Hedrich et al. 2011). Methadone mainte-
nance programs offered in custody and post-release reduce mortal-
ity risk significantly (Degenhardt et al. 2014; Larney et al. 2014). It
is therefore important for such treatment to begin without delay in
prison (Larney et al. 2014) and to continue post-release (Degenhardt
et al. 2014; Gordon et al. 2008; Kinlock et al. 2007; Larney et al. 2012;
MacSwain et al. 2014). People who begin treatment in prison are more
likely to pursue treatment upon release (Kinlock et al. 2007, 2008,
2009; MacSwain et al. 2014). Continuity of treatment initiated during
incarceration is also crucial. Interruption pre- or post-release is asso-
ciated with an increase in risky injection behaviours, such as shar-
ing needles, which increases the risk of hepatitis C and HIV infection
(Hedrich et al. 2011; Stallwitz and Stover 2007).

Although some of the challenges related to organizing metha-
done maintenance programs in correctional settings mirror realities
on the outside, it goes without saying that, as Muzini¢ et al. (2011)
point out, some issues are unique to treating opioid-dependent people
in prison. Length of detention, which is often unknown or variable, is
one issue that can influence the decision to initiate treatment. Misuse
and trafficking, which are common on the outside, present chal-
lenges that penal institutions lack the resources to address and that
can affect security (Plourde et al. 2012; Plourde et al. 2013; Stallwitz
and Stover 2006). Nevertheless, it is important to note that methadone
maintenance programs reduce demand for illicit opiates in prisons
(McMillan, Lapham, and Lackey 2008).
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Motivational Interviewing

Motivational interviewing (MI) founders Miller and Rollnick define it as
a directive, client-centred counselling style that strives to strengthen
intrinsic motivation for change by exploring and resolving ambiva-
lence (Miller and Rollnick 2002). MI is useful in all therapeutic con-
texts in which ambivalence and motivation are central to the desired
change process.

According to Miller and Rollnick, client ambivalence is rooted in
conflict between the pros and cons of various courses of action, which
leads to an impasse regarding the possibility of change. MI practi-
tioners view ambivalence as a normal process that can be resolved
by exploring the client’s values. MI guides help therapists work with
clients to address their ambivalence (CSAT 1999; Miller and Rollnick
2002). One advantage of MI is its flexibility; it can be used together
with other therapeutic modalities.

Studies of offenders with problem alcohol and cannabis use
have shown that, in this context, MI is at least as effective as other
types of addiction treatment if not more so, and is clearly better than
no treatment at all. For individuals with problem use of other drugs,
MI is more effective than no treatment and equal to other treatments
for substance use (Lundahl and Burke 2009). One meta-analysis found
that improvements associated with MI are maintained in the long term
and that longer exposure to the approach has a positive influence on
outcomes (ibid.). Another meta-analysis of MI with drug-dependent
offenders showed that the approach “can lead to improved reten-
tion in treatment [and] enhanced motivation to change” (McMurran
2009, 83).

Co-occurring Mental Health and Substance Use Disorders

The presence of co-occurring disorders complicates treatment of drug-
dependent offenders. Not all correctional institutions are equipped to
provide the rehabilitation services this clientele needs (Chandler et al.
2004). Fletcher et al. (2007) profiled offenders who participated in the
U.S. National Institute on Drug Abuse’s Criminal Justice Drug Abuse
Treatment Studies: 40 percent of the people in the sample reported
serious depression, serious anxiety, or major concentration problems
at some point in their lives. Mental health problems are also associated
with heavier drug use. Hills (2000) identified the following principles
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that should be incorporated into treatment of offenders with co-occur-
ring disorders no matter the treatment model employed:

(1) integrating treatment programming,

(2) simultaneously treating both disorders as primary,

(3) developing an individualized service plan to address spe-
cific symptoms and deficits,

(4) using medication when appropriate,

(5) tailoring intervention to the setting,

(6) continuing treatment when offenders return to the commu-
nity, and

(7) providing support and self-help groups to assist reintegrat-
ion into the community.

Cognitive-behavioural therapy and therapeutic communities are
among the approaches that have been adapted to integrated treat-
ment for individuals with co-occurring disorders (ibid.).

Integrated cognitive-behavioural therapy is especially suitable
for individuals with a co-occurring psychotic disorder and sets out
three primary objectives: (1) dispel misconceptions about psycho-
active substances, (2) enable individuals to understand how drugs
affect manifestations of their mental illness, and (3) help them rec-
ognize signs of psychosis relapse and find a solution to drug use
(Rahioui and Karila 2006).

Personal reflections is a modified TC program delivered in a cor-
rectional setting for people with co-occurring disorders that addresses
the individual’s psychoactive substance use, criminal behaviours,
and mental health disorders (Sacks et al. 2004). It includes cognitive-
behavioural protocols, psychoeducational classes, and medication.
Sacks and his collaborators (ibid.) found that this approach led to a
reduction in criminal activity, particularly among those who receive
aftercare.

Ingredients for Treatment Success

Studies of drug-dependent offender treatment have revealed key
ingredients and characteristics for success. These include screening
and assessment, personalized plans, relapse prevention, motivation,
and judicial pressure.
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Screening and Assessment

Screening for drug use problems is an important step in referring iden-
tified individuals for further assessment and placing them in a treat-
ment program suited to their needs (CSAT 2005). Of course, addiction
treatment practices in Canada vary from one province to the next
with respect to screening, assessment, and treatment. In Quebec, the
most commonly used screening tool for adults is the Assessment and
Screening of Assistance Needs — Alcohol/Drugs (Tremblay, Rouillard,
and Sirois 2004).° The most popular screening instrument for youth is
the DEP-ADO (Germain et al. 2007)."

A greater understanding of the severity of problem drug use
requires an in-depth assessment of the substances used, along with
an assessment of several other dimensions, such as motivation to
change, resistance to treatment, criminal behaviour, health, the
presence of psychopathic and antisocial traits or psychiatric prob-
lems, and support network (CSAT 2005; CASA 2010). In the United
States, the Center for Substance Abuse Treatment, or CSAT, recom-
mends using the Addiction Severity Index, a scientifically validated
instrument, to evaluate problem drug use in offenders (McLellan et
al. 1980). Another instrument, the Global Appraisal of Individual
Needs (GAIN) (Dennis, Feeney, and Titus 2013) is used to assess
an individual’s biopsychosocial profile and is recommended by the
U.S. Substance Abuse and Mental Health Services Administration.
Motivation to change can also be assessed using the University of
Rhode Island Change-Assessment Scale (McConnaughy, Prochaska,
and Velicer 1983) or the TCU Treatment Motivation Scales (Simpson
1992)." Instruments used to assess antisocial or psychopathic person-
ality traits include the Psychopathy Checklist-Revised (PCL-R) (Hare
1991, 2003), the Millon Clinical Multiaxial Inventory-III (MCMI-III)
(Millon, Millon, and Davis 1996), and the Minnesota Multiphasic
Personality Inventory-2 (MMPI-2) (Butcher et al. 1989).

As mentioned above, assessment of problem drug use varies tre-
mendously across Canada. GAIN is becoming more popular in addic-
tion rehabilitation facilities in Quebec and Ontario, but it is not used
consistently across jurisdictions. Correctional Service Canada uses the
Computerized Assessment of Substance Abuse for intake assessments
and as needed thereafter (Correctional Service Canada 2003). It com-
bines four instruments: the Alcohol Dependence Scale (ADS) (Skinner
and Horn 1984), the Drug Abuse Screening Test (DAST) (Skinner 1982),
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the Michigan Alcoholism Screening Test (MAST) (Selzer 1981), and
the Severity of Dependence Scale (SDS) (Gossop et al. 1995). Services
correctionnels du Québec uses the Level of Service/Case Management
Inventory (LS-CMI) to assess its clientele, although the use of this
instrument is currently undergoing review (Andrews, Bonta, and
Wormith 2004). The LS-CMI assesses a series of criminogenic needs,
including substance misuse, and is used to develop correctional inter-
vention plans.

An ethical analysis of certain aspects of these assessment tools
is entirely appropriate. In some cases, a lawyer or judge may recom-
mend treatment for an accused even if his or her problem and needs
have not been carefully evaluated by an expert, and in others, justice-
involved individuals may be subjected to an addiction assessment
even if they do not want one.

Personalized Plans

After in-depth assessment of problem drug use, co-occurring men-
tal disorders, antisocial traits, criminal attitudes, and motivation and
readiness for change, the next step is treatment planning (CSAT 2005).
The CSAT recommends that drug-dependent offenders be involved in
every step of the process to ensure a comprehensive understanding
of the circumstances surrounding their drug use and the full range of
their needs to facilitate rehabilitation. If appropriate, treatment plan-
ning should also involve individuals from clients’ social systems, such
as family members and employers, as well as the full range of profes-
sionals involved, including those from the legal system. The CSAT
(2005) also recommends that treatment plans be updated regularly.
From a motivational perspective, treatment plans should be based on
individuals’ strengths rather than their weaknesses to reduce resis-
tance and increase self-efficacy. Service intensity varies depending on
several factors, such as the presence of psychopathic traits. Wanberg
and Milkman (1998) identified some of the elements common to effec-
tive treatment plans: strategies that enhance motivation for treatment;
and cognitive-behavioural methods, such as strengthening social-
skills training, and developing coping strategies. Lastly, treatment
plans must be informed by evidence-based practices (ACRDQ 2010;
Blume 2005; CSAT 2005), some of which we discuss below.
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Relapse Prevention

Canada’s Department of Justice (2003) recommends incorporating
relapse prevention into treatment of drug-dependent young offenders
to reduce their rate of recidivism. Relapse prevention is a treatment
modality that includes a range of elements inspired by the cognitive-
behavioural approach and aims to maintain psychoactive substance
use cessation (Lukasiewicz and Frenoy Peres 2006). It requires an
assessment at the beginning of treatment to identify factors that could
trigger a relapse. Clients are given an opportunity to observe their
behaviours and thoughts to better understand their risk factors and
to delve deeper into certain aspects, such as risky situations, expec-
tations about the effects of drugs, periods of withdrawal, lifestyle,
and coping strategies (ibid.). Therapists can also use the assessment
period to inform and educate clients about various aspects of their
drug use. Then they can help clients analyze their reactions and auto-
matic thoughts in risk situations, acquire new coping strategies, and
try to enhance self-efficacy. They can also work on distinguishing
missteps from a relapse, which is important because if a person uses
again it can trigger automatic thoughts and negative feelings of shame
and guilt. These feelings can be recognized and reframed using cog-
nitive-behavioural techniques (ibid.). Since relapse prevention is usu-
ally just one component of a larger program, it is difficult to assess the
outcomes of this modality in isolation. Studies that assess the over-
all impact of this prevention model on recidivism are inconclusive.
However, a meta-analysis by Dowden, Antonowicz, and Andrews
(2003) showed that some parts of the model, such as training someone
close to the client and understanding the offence chain, have a signifi-
cant effect on reducing recidivism.

Motivation

People with a criminal record, or who have been referred for treat-
ment through criminal proceedings, tend to have bad reputations
with addiction treatment providers because clinicians often observe
that they downplay their drug use problems. Acknowledging a prob-
lem is an indicator of motivation, one that addiction professionals
associate with therapeutic success. According to many treatment pro-
viders, users who are aware of their problem and who feel affected by
the consequences of drug use are more apt to take responsibility and
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change their behaviour. In contrast, they see clients who have little or
no awareness of the consequences, who often participate in treatment
solely to fulfil release conditions, as likely to abandon the process in
the absence of judicial constraints.

Motivation plays a fundamental role in the addiction recovery
process (Gregoire and Burke 2004; Simpson, Joe, and Brown 1997).
“Although complicated by physiological and psychological depen-
dence, an abuser’s motivation and intentions represent a critical part
of the process of recovery and healing” (DiClemente, Schlundt, and
Gemmell 2004, 103). Motivation was long considered a relatively sta-
ble personality trait, but we now know that it is dynamic (Miller 1985).

The transtheoretical model of change (TMC) (DiClemente 2006;
Prochaska, DiClemente, and Norcross 1992) is based on this idea and
matches clients to five dynamic “stages of change.” Clients at the pre-
contemplation stage do not recognize that they have a problem or that
they need treatment. Those at the contemplation stage are aware of the
problems their substance use is causing. At the preparation stage, they
begin to consider the possibility of change and assess their courses
of action, and, at the action stage, they make changes to achieve the
desired improvements. Maintenance is when they consolidate those
improvements.

Motivation is a regulatory process that can be either intrinsic
or extrinsic. “Intrinsically motivated behaviours are what people do
by choice” (McMurran and Ward 2004, 303). For a person beginning
therapy for drug dependence, intrinsic motivation may be expressed
as interest and curiosity about the treatment process (Ryan and Deci
2008). “Extrinsically motivated behaviours are under external con-
trol and are performed to acquire rewards or avoid punishment”
(McMurran and Ward 2004, 303). It is also important to distinguish
between motivation for treatment and motivation for change. The
first has to do with the individual’s readiness to seek help and engage
in therapeutic activities (DiClemente, Schlundt, and Gemmell 2004),
while the second refers to the importance an individual attributes to
his or her difficulties and how he or she views the possibility of change
(Miller and Rollnick 2002; Rollnick, Mason, and Butler 1999). Many
studies (Bergeron et al. 2009; Breda and Heflinger 2007; Fickenscher,
Novins, and Beals 2006; Schroder et al. 2009; Wisdom et al. 2011) define
motivation for treatment as a dynamic driver of positive drug treat-
ment outcomes. Wisdom et al. (2011) also note that external factors,
such as long waiting lists that delay access to specialized services, can
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enhance or detract from that motivation. In other words, both indi-
vidual and organizational factors are involved. Unfortunately, these
organizational factors are not accounted for in the majority of studies
on this subject.

Some studies have focused on understanding the factors that
boost motivation for treatment among youth. These include victimiza-
tion, such as emotional abuse (Rosenkranz et al. 2012), and substance
use severity upon entering treatment (Austin et al. 2010; Breda and
Heflinger 2007; Rosenkranz et al. 2012). The most highly motivated
young people are those who were victimized the most and who were
the heaviest drug users. These characteristics are common to many
youth in the criminal justice system. Austin and her co-investigators
(2010) also showed that children perceive parents who use psychoac-
tive drugs as providing less parental support, and less parental sup-
port is associated with lower motivation to change. Young people who
perceive themselves as socially well integrated (sense of belonging to
a group) at the end of treatment are more motivated to change their
consumption habits or to maintain changes they have made (Wei et
al. 2011).

Brunelle et al. (2010) reviewed the results of five Quebec stud-
ies of drug-dependent adolescents conducted in the 2000s and made
the following observations regarding motivation for treatment and
change: (1) youth are not very motivated to change their drug use
(and still less to cease it entirely), (2) motivation increases over the
course of treatment, and (3) many of them credit a good counsellor—
client therapeutic alliance with improvements in both motivation and
drug use.

Judicial Pressure

Very interestingly, research has shown that individuals who begin
treatment by court order may reduce their psychoactive substance use
as much as those who enter treatment voluntarily and that it may have
a positive effect on both drug use and criminal recidivism (Landry et
al. 2009; CASA 2010; Schaub et al. 2010).

Many people who work in criminal justice agree that, in court,
the tacit threat of prison is the foremost motivator for drug-dependent
people to agree to therapy. Brochu and his fellow researchers (2006)
studied five Canadian addiction rehabilitation centres and found
similar results, though they highlighted some important distinctions
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with respect to treatment retention and outcomes. Our results showed
higher treatment retention among people who are awaiting charges,
trial, or sentencing; who are under pressure to commit to treatment;
and who have not yet entered the correctional system. It is therefore
reasonable to conclude that the threat perceived by offenders has the
impact desired by the courts in terms of diverting offenders toward
therapy. It is important to note, however, that this impact is observed
only at the pre-sentencing level. Probationers and parolees seem less
fazed by the consequences of not participating in court-recommended
treatment. All the same, treatment retention is not necessarily associ-
ated with improvements in substance use problems in this study, at
least not with respect to drugs. We can assume that perceived judicial
pressures have a positive effect on treatment initiation and retention
for some offenders, but that does not necessarily translate into better
outcomes vis-a-vis substance use problems. Pre-sentencing judicial
pressure gives therapists an opportunity to initiate a therapeutic alli-
ance, which is key to the offender participating in treatment in the
absence of judicial constraints. Without a therapeutic alliance, offend-
ers are highly likely to drop out. On the other end of the judicial or,
rather, correctional spectrum, Tétrault and her collaborators (2007)
observed especially high motivation for treatment and change among
men in halfway houses or on parole.

Qualitative studies improve our understanding of what moti-
vates offenders to accept addiction treatment. A Belgian study
(Vandevelde et al. 2006) explored the expectations, needs, and motiva-
tions of incarcerated and released offenders. It identified both extrin-
sic and intrinsic motivations among participants. The most frequently
reported extrinsic reasons for entering and remaining in treatment
were hoping to be released sooner, not wanting to be sent back to
prison for another drug crime, and social network pressures.

Intrinsic motivations included the desire to make something
of their lives, to limit the impact of their actions on loved ones, and
to improve their social network (ibid.). The qualitative component
of a study by Stevens and his collaborators (2006) of people enter-
ing “quasi-compulsory treatment” (treatment for drug dependence
ordered by the criminal justice system) in five European countries
showed that this can be an opportunity for clients to engage with
treatment services even if they might not have done so absent judi-
cial pressure. Some of the participants had been waiting for treatment
prior to their arrest; others did not perceive the coercive aspect and
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took ownership of the decision to begin treatment and their treatment
goals. However, for clients with less favourable therapeutic outcomes,
motivation seemed to have more to do with not being incarcerated than
with intrinsic motivation for treatment. Treatment staff interviewed
for the study talked about client ambivalence and the difficulty evalu-
ating motivation because some clients choose to report intrinsic moti-
vators even though their true motivators are extrinsic (Stevens et al.
2006). A qualitative study of twenty-seven Montreal child protection
agency clients (Magrinelli Orsi 2011) showed that some perceived the
controlled environment provided by the agency as a motivator to try
to change drug use habits; others did not consider the environmental
constraints to have affected them. Magrinelli Orsi (2011) suggested
that it might be best to avoid labelling troubled youth as motivated
or not motivated to change their drug use habits because perceptions
about the need to make changes and the opportunity to do so vary so
much from one youth to the next.

It appears that individuals compelled to be in treatment can
reduce their drug use (Stevens et al. 2006), and that not everyone
under judicial pressure feels forced to enter treatment (Brunelle et al.
2014; Magrinelli Orsi and Brochu, 2009). A court order to enter treat-
ment does not necessarily mean involuntary participation. In fact,
Fickenscher and her collaborators (2006) found that drug-dependent
adolescents” degree of concern about legal pressure, not the presence
of legal pressure itself, was related to treatment completion. Once
again, we see that it is important to consider how social actors per-
ceive their circumstances.

Being here [in a treatment centre] was really good for me. .. .1
was lucky to get in, and it helped me. . . . Personally, I've started
working on myself. . . . I didn’t even know I had all these tools.
(Achille) (Brunelle et al. 2014)

Thus, we find no black or white here, only shades of grey. The good
news is that motivation is flexible, mutable. Data suggest that pres-
sure from the courts may be effective in eliciting sufficient extrinsic
motivation for individuals to agree to treatment prior to sentencing.
However, for offenders to remain in treatment beyond the first few
sessions, therapists must form an alliance with them. This means that
therapists have an important role to play in bringing about change in
their clients” motivation.
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The Therapeutic Relationship

We know that certain therapist characteristics influence the devel-
opment of the relationship and the change process for people with
dependencies. Therapists must have certain qualities identified by
Rogers (1957), such as empathy, authenticity, warmth, and respect, to
form a therapeutic alliance starting at the screening and referral stages
(Arseneault 2009; Brunelle et al. 2015; Diamond et al. 2006; Hawley
and Garland 2008; Mee-Lee, McLellan, and Miller 2010).

Therapeutic alliance means that the therapist and the client
agree on treatment objectives and work well together (Wanberg and
Milkman 1998). According to Fitzpatrick and Irannejad (2008), devel-
oping a personalized treatment plan and reviewing it periodically
with the client is an important part of creating a therapeutic alliance.
Bordin (1979) defines it as an emotional bond arising from active col-
laboration between the client and the therapist that includes agreeing
on a change-focused goal and identifying tasks involved in achiev-
ing that goal. Thus, three key features must be present: the bond, the
goals, and the tasks.

Well, he [the caseworker involved in the referral] was always
humane, he was understanding, and he suggested this [the treat-
ment] to me, by sort of suggesting a decrease in my use, but not
total abstinence. (Berthe) (Brunelle et al. 2015)

The first of these, the bond, involves the emotional aspect of the alli-
ance, the client—counsellor relationship. Confidence, caring, and
engagement are central to the relationship (Baillargeon and Puskas
2013). Full confidence and bonding are vital to gaining access to the
client’s inner experience (Bordin 1979). The second, goals, depends
on mutual agreement and collaboration between the therapist and
the client regarding treatment goals. The third, tasks, relates to treat-
ment modalities and agreement between the client and the therapist
about the steps to be taken. Baillargeon and Puskas (2013) explain that
tasks must match the client’s expectations, must not make the client
uncomfortable, and must be related to the goals. These three key fea-
tures of the therapeutic alliance are interdependent. A key finding of
the literature review by Meier, Barrowclough, and Donmall (2005) is
that early therapeutic alliance promotes subsequent engagement and
retention in treatment. The therapeutic alliance is related to previous
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treatment experiences and the client’s degree of motivation. For ado-
lescents in substance abuse treatment, lack of social support and anti-
social personality traits are associated with difficulty establishing a
good therapeutic alliance (Garner, Godley, and Funk 2008). However,
those with more severe drug use upon entering treatment develop
a better therapeutic alliance during treatment (Bertrand et al. 2013a;
Garner, Godley, and Funk 2008).

Literature about the therapeuticalliance for drug-dependentindi-
viduals in the criminal justice system is limited (Meier, Barrowclough,
and Donmall 2005). Joe and his fellow researchers (2001) showed that
the presence of a good therapeutic relationship, regardless of satisfac-
tion with or duration of treatment, is related to lower rates of illegal
activity and problem drug use. Cournoyer and his co-investigators
(2007) separated individuals beginning drug treatment into three
groups: those with criminal justice involvement, those with mental
health problems, and those with neither. They found that people in
the first group were more resistant and had a more negative attitude
toward treatment than members of the other two groups, but that a
therapeutic alliance with those in the first group was more likely to
develop if the therapist was perceived as involved and understanding.

Adequate Treatment Duration

Several studies have shown that longer treatment duration for those
who need it and treatment completion generally produce better out-
comes (Best et al. 2008; Lang and Belenko 2000; Moos and Moos 2003;
Zarkin et al. 2002). According to Laudet, Stanick, and Sands (2009),
treatment retention “is associated with stabilization and/or improve-
ment in protective resources that, in turn, bolster the long-term effects
of treatment” (p. 182). Huebner and Cobbina (2007) analyzed the
results of drug treatment given to probationers. Participants who com-
pleted treatment were less likely to reoffend than those who failed to
complete treatment.

Certain factors may predict better treatment retention (Casares-
Lopez et al. 2013; Lang and Belenko 2000). These include a better social
support network, fewer difficulties with loved ones in the months pre-
ceding arrest, intrinsic motivation, and few or no psychiatric problems
or personality disorders. Individuals with aggressive-sadistic, narcis-
sistic, or borderline personalities, or with hypomania, are more likely
to drop out of treatment. Best and his collaborators (2008) showed that
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drug-dependent offenders with a history of heavier drug use prior to
entering treatment and with fewer periods of incarceration were more
likely to persevere.

We believe that accumulation of services for people with chronic
dependence issues may satisfy the requirement for adequate exposure
to treatment. A Quebec study of drug-dependent adults found that
the cumulative effects of multiple treatment episodes had a positive
impact on their rehabilitation trajectories, particularly for individuals
recruited in courts (Brunelle et al. 2015).

Aftercare

It is well established that a transition between correctional programs
and community-based aftercare is desirable and that service conti-
nuity promotes successful social reintegration and lower recidivism
compared to prison-based treatment alone (Bahr, Masters, and Taylor
2012; Grella et al. 2007).

Anumber of studies have shown that offenders who participated
in therapeutic community treatment while incarcerated reoffend less,
and that post-release treatment continuation significantly improves
their behaviour and the likelihood of successful social reintegration
(Bahr, Masters, and Taylor 2012; Burdon et al. 2007).

Burdon’s team examined whether post-prison treatment inten-
sity affected therapeutic success. Their findings were interesting in
that, contrary to what they expected, they observed that “subjects
benefited equally from outpatient and residential aftercare, regard-
less of the severity of their [substance use] problem,” although they
did not define the intensity of either type of aftercare (Burdon et al.
2007). Their work indicates the need for a sophisticated assessment
of the individual’s needs and the treatment intensity level required,
for an evaluation of services provided by treatment centres, and for
a continuum of care that recognizes progress made in prison-based
treatment.

According to the National Institute on Drug Abuse’s thirteen
principles of drug abuse treatment for criminal justice populations,
community-based treatment is essential to sustaining gains achieved
in prison (Fletcher and Chandler 2007). Bahr, Masters, and Taylor con-
cur that “effective treatment programs . . . include an aftercare com-
ponent” (2012, 155).
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Extension of Social Control

Offering therapeutic services outside correctional settings may entail
an extension of social control that treatment providers sometimes
refuse to take on. In their regular practice, most of them are not in the
habit of spying on their clients, and they have no intention of taking
on a supervisory role for this population. When rehabilitation centres
accept legally mandated clients, that is just one step removed from
making participation in treatment mandatory or in addition to incar-
ceration, or from making it a condition for release.

This raises the very real risk of blurring the line between pun-
ishment and rehabilitation. Rehabilitation becomes punishment, and
the possibility of substantial extension of official control beyond what
would otherwise exist emerges. This opens the door to punitive mea-
sures having less to do with offences committed than with the prob-
ability of reoffending. Can we in good conscience accept this?

For criminology researchers and practitioners, the discussion
around drug treatment for the criminal justice population is a lively
one that goes well beyond determining whether prison-based treat-
ments are effective. Is it possible to truly assess drug dependence
within that population? What limitations are there on the power
and the right to intervene in a coercive environment? Would it not
be best to wait until offenders have served their sentences and then
recommend they sign up for a treatment program in their home
community?

For people deprived of their liberty, a coercive environment is
certainly not conducive to cooperating with those responsible for
supervising them. In many cases, offenders may believe that their
own interests clash with the goals of the criminal justice system (such
as public safety and security).

Justice-involved individuals typically look for the best way
to make the process as quick and painless as possible. Some try to
convince judges that they are not fully responsible for their crimi-
nal actions because they have a serious drug problem. Their goal is
to serve their sentence in a treatment centre where discipline is less
harsh than in prison or to get a suspended sentence. Another strategy,
which seems counterintuitive at first glance but actually makes sense
for convicted offenders, is to deny the existence of a drug problem so
as to be granted parole as soon as possible. Offenders understand that
correctional authorities associate drug dependence with recidivism,
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so they try to avoid being labelled as addicts. Justice-involved indi-
viduals often feel the need to obfuscate and withhold full cooperation
from those responsible for helping them.

The Real Client

Many other important questions bear asking. Who is the real cli-
ent? To whom is the treatment provider accountable? The person in
the provider’s care or, as is often the case, the institution that refers
the person for treatment? What drives intervention requests? A true
desire for change or the desire to make the right impression on correc-
tions officials and those responsible for granting parole? How should
a treatment provider approach clients who were referred by prison
officials and could be transferred or denied parole if they drop out
of or fail treatment? Do providers have the right to exert pressure to
elicit change, and what kind of pressure is appropriate? By whom and
by what standards is change deemed positive? How should pressure
be exerted? What tools should be used?

Do some prison-based therapeutic actions violate the individu-
al’s rights? Does a coercive setting taint interventions? Do some of the
existing programs reinforce abuse of authority?

Can a person seeking treatment be denied it? Can providers
abdicate their responsibility to offer suitable health care? To guard
against offenders being forced to take steps toward change, should
they bear full responsibility for their own lifestyle change with no
therapeutic support whatsoever? Is there any reason to believe that
offenders will maintain their desire for change post-release if no sup-
port was provided during incarceration? Will they have the deter-
mination to withstand the pressure of a new institution (a treatment
centre) having recently regained their freedom?

It is also important to talk about what motivates treatment pro-
viders to work with people who have experienced prison socializa-
tion and who seem disinclined to help themselves. Some clients may
try to recreate a known environment by reproducing elements of the
prison code, which interferes with the traditional therapeutic process
by discouraging people from opening up and accepting divergent
viewpoints. This can affect the creation of a therapeutic alliance with
the offender, which reduces the likelihood of positive treatment out-
comes. Some clinicians even believe that admitting individuals from
the criminal justice system, who may be recalcitrant and can have a
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negative impact on the group therapy environment, can obstruct the
therapeutic process for all clients.

Boundaries and Bridges

Rigid boundaries between security and rehabilitation priorities and
clear expectations on the part of everyone involved are key to prevent-
ing the aforementioned ethical issues from cropping up. Some profes-
sionals who work with drug-dependent criminal justice populations
agree with the authorities not to write reports about their clients’ prog-
ress. They do this in part because they do not want their clientele to be
made up solely of individuals who just want to make a good impres-
sion on prison officials and in part because they want to provide some
reassurance to clients who might hesitate to open up for fear that
doing so could affect how long they remain under judicial supervi-
sion. This approach recognizes that offenders have a fundamental
right to expect that information they disclose during the therapeutic
process will be kept confidential. This is why, in some countries, pub-
lic health intervention falls under the jurisdiction of health services,
not corrections. Interdepartmental bureaucracy ensures the integrity
of that boundary. On the surface, that integrity seems easier to ensure
when the criminal justice system refers offenders to drug treatment
centres located outside prison environments (Sullivan et al. 2007).

In this context, intervention must bridge the realm of criminal
justice on the one hand and that of treatment on the other. Regardless
of the services available to offenders while incarcerated, they must
have every opportunity to use treatment services in the commu-
nity. Bridging the criminal justice world and the health and social
services arena reinforces the necessary boundaries between helping
and controlling, roles that prison and penitentiary personnel are all
too often expected to fulfil simultaneously. Collaborative initiatives
such as the one between the Centre de détention de Québec'? and the
rehabilitation unit at the Centre intégré universitaire de santé et de
services sociaux de la Capitale-Nationale,”* which provides in-house
services, seem to work very well (Arseneault 2014; Ferland et al. 2013;
Plourde et al. 2015). Building these bridges takes work because crimi-
nal justice and health and social services are two separate worlds,
each with their own culture. One is focused on public safety, and the
other on health and personal development. One is naturally suspi-
cious, while the other is more trusting. Nevertheless, dealing with a
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justice-involved drug-dependent individual calls for expertise from
both worlds.

A recent American study (Friedmann et al. 2012) on the effec-
tiveness of collaborative behavioural management (CBM) offers a
concrete illustration of just how vital collaboration between criminal
justice and addiction treatment partners is. The researchers observed
a positive effect on both drug use and delinquency among canna-
bis users on probation. CBM involved an initial session between the
drug-dependent offender and his or her parole officer and treatment
counsellor, as well as twelve weekly sessions with the parole officer
in which the treatment counsellor participated periodically. Sessions
included a review of expectations and the consequences of failing to
meet expectations, negotiation of a weekly behavioural contract (not
socializing with drug-using friends, looking for work), reinforcers
and incentives (verbal congratulations, gift certificates), and sanctions
(more frequent reporting to parole officer) for failure to abide by the
contract.

Healthy collaboration between the correctional system and
treatment centres can be key to successful rehabilitation, but it comes
with some major issues and challenges (Brunelle, Cousineau, and
Ledoux 2012; Nissen 2006), such as clarifying the roles of custodial
institution and treatment centre personnel, developing a prison-
based psychoactive substance intervention philosophy that all staff
understand and apply, and providing ongoing professional develop-
ment for custodial institution and treatment centre staff (Brunelle,
Cousineau, and Ledoux 2012). Healthy collaboration between the cor-
rectional and drug treatment systems rests on an agreement about the
responsibilities of each, about the information to be shared, and about
access to sensitive information (ibid.). One way to address confiden-
tiality concerns is to have the drug-dependent offender sign a docu-
ment detailing when and for what purpose information can be shared
and whether the offender must be present at the time. It should also
explain and remind clients of the limits of confidentiality (Brunelle
and Bertrand 2010).

It is also important for all parties involved, including the client,
to agree on what can be included in reports. All of the profession-
als working with the offender throughout the rehabilitation process
should be able to decide what is relevant to the progress report and
should notify the offender of any sensitive information to be included.
All parties should sign a pre-treatment agreement specifying (1) at
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what point in the therapeutic process a report may be written, (2)
for what purpose and for whom it will be written, and (3) which ele-
ments will be reported and how they will be reported. This protects
the offenders’ right to confidential treatment of what they say dur-
ing therapeutic sessions, reduces the risk of seduction or rebellion in
guard/inmate relationships, and encourages drug-dependent indi-
viduals to open up and work on the most difficult areas of their lives.
Intervention in a criminal justice context involves erecting necessary
boundaries and building appropriate bridges.

Problem substance use is prevalent within the criminal justice popu-
lation because of drug laws and drug law enforcement, and because
of crimes committed while intoxicated or to acquire drugs. The legal
process provides a good opportunity to reach many people with drug
dependence. They are entitled to the same health care services as the
general population, so providing them with appropriate treatment
is important. While this population presents complex cases, certain
interventions do reduce criminal recidivism, which is a very good rea-
son to provide addiction treatment services to offenders. As we have
seen, effective practices exist and are well documented, but imple-
menting them remains a challenge. In their study of how widespread
evidence-based drug treatment practices are in the American justice
system, Friedmann, Taxman, and Henderson (2007) found that fewer
than 60 percent of the treatment modalities in most programs were
best practices. Clearly, there is room for improvement.

All the approaches to rehabilitation and elements of effective
treatment discussed in this chapter owe a significant measure of their
success to good assessment of the client’s situation, and to multi-
modal service offerings matched to the individual’s profile and needs.
Interest in the role that motivation plays in the treatment of drug-
dependent clients in the justice system is growing. Numerous inter-
vention programs and techniques have been developed in the past
two decades, and many of them include motivational interviewing.
Even traditional treatments and those based on specific models, such
as cognitive-behavioural approaches, include elements borrowed
from motivational methods in their philosophy and techniques.

Now that we recognize the clinical importance of motivation, we
can see how coerced intervention can have a downside. Motivation
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for change is a major issue for drug-dependent offenders participat-
ing in treatment under coercion. Nevertheless, studies have shown
that even though intrinsic motivation seems to produce better clinical
outcomes than extrinsic motivation, in some cases judicial constraint
can create the right conditions for intrinsic motivation to develop and
improve treatment retention. Judicial involvement in and of itself does
not create ideal conditions for the therapeutic process, and offenders’
immediate interests (avoiding conviction and sentencing, possibility
of release) are not necessarily aligned with the goals of the criminal
justice system (public safety and security). Even so, therapists who
base their intervention on up-to-date knowledge about motivation for
change can help clients progress regardless of the context. Therapeutic
alliance is another factor strongly correlated to treatment success
when relationships are built with clients themselves (justice-involved
or incarcerated individuals) and the client behind the client (the legal
and correctional system). Given that therapeutic alliance in drug
treatment may be related to reduced problem drug use and criminal
activity, more research on this approach and on other elements that
have the potential to counter risk factors is in order.

As we have seen, for clients in a correctional context who are
deprived of their liberty, treatment effects and efficacy criteria are not
the only rehabilitation issues to consider. We must also consider the
moral and ethical aspects of these interventions. One of the main issues
we must contemplate in connection with drug treatment in legal and
correctional contexts is the disconnect between the goals and priori-
ties of the criminal justice system and those of drug rehabilitation. On
the one hand, security is paramount, but on the other, the individual’s
right to optimal, confidential care is essential. The concept of coer-
cion has highly subjective connotations, so giving due consideration
to how it is used in treatment is important. One question remains at
the end of this thought process: should treatment be provided by the
criminal justice system, by specialized external organizations, or via
an integrated shared services or co-intervention model involving judi-
cial/correctional and treatment partners? One thing is clear: this man-
agement approach requires collaboration and alignment between two
levels of service that have dramatically different philosophies.
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Notes

1.

X N9

11.
12.
13.

Interventions were typically implemented without any evaluation component.
In cases where evaluation was carried out, program implementation rarely
allowed for the use of research designs appropriate to this context.

Ethical problems of all kinds, difficulty protecting confidentiality, administrative
priorities that required transferring inmates before the end of treatment, lack of
funding, difficulty complying with admission criteria, lack of program indepen-
dence, and so on.

A Court of Quebec addiction treatment program.

In 2015, the centre (Montreal Addiction Rehabilitation Centre — University
Institute) became part of the Centre intégré universitaire de santé et de services
sociaux du Centre-Sud-de-I'fle-de-Montréal (South-Central Montreal Integrated
University Health and Social Services Centre).

All names were changed.

See Vacheret and Lemire (2007) for a discussion of prisonization.

TCs make extensive use of positive reinforcement and punishment.

In Georgia.

DEBA-Alcool and DEBA-Drogues.

Detection of Alcohol and Drug Problems in Adolescents.

Texas Christian University.

A provincial prison in Quebec City.

Quebec City Integrated University Health and Social Services Centre.



