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Addiction, Recovery, Prison?

Report of a seminar held on Monday 21st May 2012 
at the SACRO offices at 29 Albany Street, Edinburgh. 
To discuss the question – Can someone recover from addiction in prison?

There is a close connection between crime and certain addictions, in particular, alcohol and drugs. The majority of violent crime is carried out when the perpetrator is under the influence of alcohol. Crimes carried out in order to get money for drugs, or under the influence of drugs or to supply drugs to others, account for a very significant part of the prison population. In theory, prison offers an opportunity to deny the source of the addiction and to provide support, advice and programmes which will tackle the addiction with the aim of releasing the offender either drug free or with their drinking under control. In practice, prison may make the problem worse.

In order to consider the best way to approach this important issue, the Scottish Consortium on Crime and Criminal Justice [SCCCJ] held a seminar at Sacro National Office, 29 Albany Street, Edinburgh on Monday 21 May 2012 to discuss some of the underlying reasons for addiction, how we should understand ‘recovery’ and the opportunities for treatment of addictions and recovery in prison. The purpose of the seminar was to discuss how, and indeed whether, a prison sentence may be used effectively to enable an offender to recover from addictions which are linked to crime.  The following questions were considered –

· How effective are prison addiction programmes in reducing alcohol and drug addiction on release?

· Are there other approaches which should be tried?

· Does prison make it easier or more difficult to recover from an addiction?

· Does the emphasis need to be on what happens on and after release in terms of community programmes and community support? 

The seminar was chaired by Joe Griffin, acting Deputy Director for Community Justice at the Scottish Government Justice Directorate. The seminar opened with a series of short presentations. The second part of the seminar was an open round table discussion which took place under Chatham House rules. The opening statements are attributed to the individual speakers. The subsequent discussion is recorded on an unattributed basis.

Joe Griffin welcomed all those attending (who are listed in the Annex 1) and introduced the speakers.

Dr Oliver Aldridge, MBBCh, DRCOG, MRCGP, Certificant of the International Society of Addiction Medicine, presented a bio-psycho-social model of addiction. 
In this model of addiction, genetic, psychological and social factors combine and continuously interact. Social status and stress have a proven link and as a consequence have an effect on our health; in part this is due to environmental stressors impacting on genetic expression (epigenetics). A prison sentence, through its effect on the social status of the prisoner and his/her family, may adversely impact on their health through epigenetic mechanisms. These changes can be rapid as well as durable, particularly if the environmental stressors are not removed.

Dopamine is a neurotransmitter that plays a central role in the addictive process – in part through its role in developing environmental cue responsiveness. Environmental stress can cause “spikes” in dopamine production, which in turn affect the body’s ability to maintain its equilibrium. This imbalance causes a general inability to tolerate stress and addiction is often the result. Continued environmental stress reinforces the addictive response.

Custody can play a role in removing the addict from the environmental stressors which cause addiction. This person may receive temporary relief from their symptoms; however, on release back into a stressful environment, addictive responses are cued and relapse frequently occurs. 

Chronic drug use is associated with a dysregulation of the stress response system and in the case of children long term stress may prime them for addiction: imprisonment of a parent is a significant childhood stressor. Long-term exposure to environmental stressors, which alter gene expression in a developing child, could possibly cause long-term damage to that child’s health. 

Prison does not always provide a temporary “pause” in environmental stress, it may in fact be a cause of addiction: twenty-five percent of clients attending for a DTTO (Drug Testing and Treatment Order) have first experienced heroin use whilst in prison. 

The psychological aspects of addiction include temporal discounting and matching theory. Rewards are devalued if delayed. Whilst in custody, at a point remote from decision making, it may be clear to a prisoner that ongoing drug use is incompatible with positive, long term goals. On release, this balance may be altered, leading to a relative devaluation of long term rewards in favour of impulsive, short term reward – i.e. substance misuse or relapse to other addictive responses. Matching theory emphasises the importance of context to our behaviour and as prison is an artificial context, changed behaviour in prison may not be maintained on release. One example of relapse was that seen in the narcotics farms established to treat drug addiction in the 1930s in the USA.
Social factors are also important and custodial sentences have a negative impact through alienation, social exclusion and damaging links to the community. In considering all of the above, we can see that while it is possible for individuals to recover from addiction in prison, it is unlikely and relapse rates are inevitably high. Prison is more likely to cause than cure addiction and short sentences are particularly harmful.

To see Dr Aldridge’s presentation please go to http://www.scccj.org.uk/index.php/scccj-publications/#Drugs%20&%20Substance%20Misuse

Andrew Fraser, Head of Health & Care, Scottish Prison Service, spoke about the availability of treatment for, and recovery from, addictions in prison. 
Please see Annex 2 at the end of the report for a copy of the graphs submitted by Dr Fraser to illustrate his presentation.

The statistics show that prison is bad for health but the hazards are greatest post-release. Rates of mortality for prisoners are several times that of the general population. For example, male prisoners are 4.4 times more likely to die a drug-related death and for females the rate is 19 times greater than the general population. For death due to alcohol, males are at 2.9 times a higher risk of death while the female rate is 9.3. The risk of death in prison is lower than the risk of death on immediate release from prison.

Prison is bad for health where addiction is out of control, and this is made worse by short sentences: the more short term custodial sentences that someone serves, the greater their risk of mortality on release. Alcohol and drug abuse are both statistically significant drivers of crime, but in prison drug addiction is more prevalent. 
Recovery should be seen as a process not an on/off event and relapse frequently occurs. Successful recovery is heroic. 

There are treatments available in prison such as:
· Continuation of established treatments such as methadone (85% of prisoners prescribed methadone were already receiving this treatment before entering prison)

· Abstinence and detoxification. Suicide rates have fallen as a result of successful detoxification

· A structured lifestyle and sense of safety

· An opportunity to encourage motivation towards recovery by addressing drugs use, mental health issues, literacy and self-esteem

· Interventions such as education, information, addiction support, psychological support, nutritional advice and services of voluntary organisations including the 12 step programme.
Some offenders do successfully recover and don’t return to prison. However, prison overcrowding hinders the provision of addiction support. Other barriers to recovery exist, due to prison being boring, corrosive and de-motivating – motivation comes from within by choice, and prison is not a place you go to by choice. Prisoners do not see a better reason, nor a better alternative to substance misuse whilst they are in prison. 
Despite this, there is a marginal decrease in drug use in prison; there is a focus on recovery and efforts are made to offer treatment. Blood borne virus transmission in prison has been virtually eliminated through the methadone programme. Resuscitation programmes are offered and prisoners are given continuity and structure to their routine and are encouraged to live better on release. It is recognised that more work is needed on alcohol addiction, but ultimately prison is not the right place for recovery to occur.

Kuladharini, Director of the Scottish Recovery Consortium suggested that the question ‘can people recover in prison?’ is the wrong question as it assumes, incorrectly, that recovery can be pinpointed in time. 
She suggested that a better question would be ‘what do you contribute to recovery?’ because as a treatment provider it isn’t necessary to know when recovery starts or ends. It is, therefore, not possible to say definitively whether someone can recover in prison. 
Treatment providers should:
· Ask the person what s/he sees as recovery

· Ascertain short, medium and long-term goals

· Ask what treatment can contribute to those

· Provide the treatment (crucially)

· Admit what can’t be done.

The key is to have a live and direct connection with the lived experience of recovery. Thus, a paradigm shift is needed so that the approach taken is asset-based and de-stigmatised. We must move from an ‘us and them’ stance to an ‘us and us’ viewpoint, whereby recovery is in the heart of the system. Drug-related behaviour is criminalised and the global prison population has increased, but what are we doing to address addiction? We should move away from focussing on the first three months of crisis and focus on the first, third, even fifth year of recovery – the effects of recovery are long-lasting and those who recover become the ones who support the rest of the community in the future.

The pain of addiction has been shifted into the prison system and we should bring it back out again. There is no ‘magic bullet’ for recovery in prison: a whole-population fix is needed. Everyone can contribute to recovery but realistic expectations are required.

THE DISCUSSION

There was a general discussion in response to the presentations followed by a discussion of 3 specific issues as noted below.

General
There was discussion about how you mandate or encourage recovery, with importance placed on moving someone to an environment where the majority of people around them are in recovery; this more positive environment affords someone the opportunity to boost their self-motivation to recover from addiction. 
The transition of health services from the Scottish Prison Service [SPS] to the National Health Service [NHS] was seen as providing an ideal opportunity to look at recovery, to develop protocols and to promote training. Throughcare was also highlighted as critical to prevent relapse; the importance of working with prisoners pre- and post-release including services such as peer support as well as having someone to meet prisoners at the gate was noted. Other strategies that should be considered included communicating with community groups and challenging the media over negative stereotyping of people with addictions.

The group also asked itself the question, ‘does prison make things worse?’ The answer was that yes, it can; however, it was pointed out that we need to consider the broader societal context. The violence and bureaucracy in society combined with social inequality mean that in certain areas of Scotland some young men have a 1 in 23 chance of ending up in prison. Inequalities arising from homelessness, unemployment and poverty need to be addressed. 

The growing prison population and overcrowded conditions were noted to be barriers to engaging with and motivating prisoners to change at those moments when change might be possible. It was also noted that some of the treatments that are available to treat addictions in prison are not then available to the prisoner after release but against this it was observed that practitioners have limited resources and posed the question - was it appropriate to prioritise ex-prisoners?

1. Addiction/recovery in prison

The discussion took place against a consensus that prison is the last place to send someone for recovery or desistance. It was also agreed that short sentences are especially harmful to recovery.
While it was noted there has been a general shift away from heroin abuse to poly-drug use, mixed with alcohol abuse, it was also noted that in Scotland the problem of addiction (and hence treatment) primarily focuses on heroin. Further comment was made that there has been some rise in cocaine and diazapene abuse and the SPS should look further into how to provide treatment for these addictions. The availability of programmes to address addiction was discussed and it was noted that these vary between prisons, are sometimes of questionable quality, may not be offered at the most appropriate stage in the sentence and may not be offered at all. It was noted that programmes have to be allocated according to resources and in practice are often made available to suit the requirements of parole; hence, a prisoner serving 18 years may not be offered a programme until 16 years of their sentence have elapsed. As an alternative view, it was suggested that it may be better to stop seeking uniformity in treatment and to recognise that prisons are not part of the wider community but are diverse communities within themselves; therefore, we should look for culturally specific, small, geographically local solutions to aid recovery. 

The transfer of prison healthcare from the SPS to the NHS was discussed in this context and it was agreed this presents an opportunity. However, there may also potentially be a conflict, as a prison is a closed institution and it may be difficult to make inroads into a system that has to fulfil the function of a prison. Nevertheless it was seen as a chance to bring a strength-based approach into the work in prisons although the need for all staff to embrace this and for a culture of hope and ambition to be created was highlighted. Prison staff constantly see prisoners whose recovery has failed; it is then more difficult for staff to see the hope for recovery. They must be supported to believe that recovery is possible for all prisoners with addictions. At the same time, it was urged that we pay attention to the practical aspects of recovery such as housing, employability, debt problems and access to welfare benefits.

There was advocacy for treatment in prison to be given a chance but this could only be achieved by (i) sending fewer people there; (ii) ending the situation where prisoners are locked up for 23 hours in a day, and (iii) by reducing the numbers of people held on remand. It was pointed out that to reduce prisoner numbers to 5000, as suggested by the Scottish Prisons Commission, would be a major shift in policy and the public would be fearful of this. The issues are not well understood by the general public and it was argued that we should take care with language with which the public would not easily identify – for example, describing the ‘churn’ of prisoners or ‘trivial’ offences.

On the one hand it was noted that drug treatments for addictions do have the potential to aid recovery from addiction and should be offered to offenders, including short-term prisoners. The point being made was that prisoners should have access to the same range of addiction treatments as offenders in the community. It was also noted that remand prisoners should have equality of access to the treatment options available to sentenced prisoners. However, there was also a note of caution about the use of such treatments, which can carry a high risk of relapse for some patients.

2. Release and throughcare

Concern was voiced about the definition of throughcare and the fact that it is not available as a matter of course for those sentenced to less than four years. The concept of ‘voluntary throughcare’ was questioned. It was also noted that there is a patchwork of care and lack of consistency in the approach to throughcare across the country. It was noted that as the risk of mortality is very high in the immediate period post-release, hence, getting an offender into community treatment programmes as quickly as possible is very important.

The provision of throughcare is concentrated on the individual and on continuity of contact with the individual; however, maintaining contact with someone throughout transition and beyond is complicated. There was a discussion about ways to improve the links with the community and suggestions to achieve this included:

· Better use of IT, which could improve links with prescription services to ensure consistency in prescribing as someone moves from prison to the community and vice versa.
· Visitor centres

· Working with the whole family and developing circles of care

· Greater use of mentoring.

However, it was noted that linking prisoners with the community is difficult because imprisonment acts to divorce the two and in some cases the prisoner may not be returning to the same community, a further argument for consistency of provision. It was also noted that there are difficulties in defining those communities, which have been eroded by the concept of “individuality”. Again, the point was made that issues that affect the community such as inequalities and unemployment have to be considered as prisoners tend to come from the most deprived communities. A better understanding of communities and how to make them more resilient was seen as important.

It was contended that the community most often means the family, and it must be noted that it may have been poor family functioning that caused the original offending behaviour. Rehabilitation and recovery programmes need to be based within the family “community” – changing family behaviour will support the addict throughout recovery. Throughcare should take place in the context of the family, within the home, and should uncover and address hidden issues such as domestic abuse: addiction is just one thread of what should be a multi-dimensional approach to recovery. It is extremely important to ensure that the liberated person is fully involved in the plan for his/her release, including recovery and understands what is going to happen to them; the provision of services such as housing are crucial and there needs to be better partnerships between statutory agencies such as local authorities.

The assumption we make about re-integration into the community was challenged. When a prisoner is released they effectively go into a two-track system – (i) the community (ii) community based professional services. These professional services are very useful but are only available from 9-5pm, Monday to Friday. At all other times the addict often feels “isolated” in their community. Conversely, they may have perceived prison as a place of “safety” in relation to their addiction, whilst being alone in the community scares them and they feel they may relapse.

It may be more constructive to think about how to bring the community into prison.

It was also noted that a person returning to the community may have changed their behaviour and may need different resources. Sometimes a person needs to be introduced to services available to them locally such as libraries, leisure facilities etc. Often a person presents with a “mosaic” of issues that must be addressed in the community and one of the best ways to help them access appropriate services is through a trusted and knowledgeable support person. It was noted that releasing a prisoner on a Friday severely reduces their ability to access services immediately. Efforts should be made to improve the self-esteem of released prisoners. It was seen as important to include local authority and community planning partnerships in improving service provision to people on release.

3. What about community alternatives?

It was pointed out that increased use of diversion could be made to avoid people, who suffer from complex problems, presenting to the court; one key issue to address is that often one individual can end up with lots of organisations all trying to work with him/her – this should be more streamlined. Several speakers highlighted the potential of ‘problem solving’ courts seen in the US and here in Liverpool (although the term ‘solution-focussed’ was preferred). These provide a model of judge-led diversion with agencies attending court to provide immediate access to services. But it was also noted that solution-focussed thinking needs to occur at the right moment and this need not always be at the point of a court hearing. A further example from the US, which it was thought worthy of considering, is family-focused addictions treatment, which can take into account the fact the problems may lie within the family itself.

The use of the drugs courts in Scotland was discussed and it was noted that this is an expensive option and numbers are dropping as the same or better services are available within the community, although the latter point was disputed. It was also noted that Edinburgh courts are not making the same numbers of DTTOs as elsewhere in Scotland. 

There was consensus that one of the drawbacks of Community Payback Orders is that they may contain multiple conditions that the offender can’t attain and the CPO is thus too easily breached with all the consequences of answering to a breached order. 

It was noted that some community-based alternatives are already available such as the 218 Project, Circle and Routes Out Of Prison. 

A discussion was held on the treatment services for short term prisoners with substance addictions. These prisoners are often not given equality of access to prescriptions such as disulfiram [for alcohol abuse] and naltrexone [for opiate and alcohol dependence]. There was some debate as to the suitability of these treatments for every patient, however the fact that short term prisoners were often denied consideration for these treatments was acknowledged and should be addressed. 

Someone who leaves prison, having been on a treatment programme, is often a different person from when they were sentenced, and hence require a different form of support in the community. These people need to learn how to effectively access the best services for their needs and to be confident in doing this. Services must also be re-designed to fit better to the individuals needs.

Change is possible if all organisations work together to achieve improved services to aid people in their recovery from addiction. 

POLICY IMPLICATIONS

1. Addiction, whether in or out of prison, is linked to societal inequalities such as homelessness, unemployment and deprivation. These societal inequalities must be addressed alongside treatment programmes to aid recovery from addiction.

2. Prison overcrowding, short-term sentences and the over-use of remand prevent successful treatment of addictions. Efforts should be made to reduce the remand prison population, reduce prison over-crowding, and reduce the use of short sentences.
3. Addiction Services should be available when needed, including on to those on remand.

4. The current practice of the provision of throughcare for those serving longer sentences only should be reviewed to include prisoners on short sentences.

5. The transition of services to the NHS presents an ideal opportunity to focus on recovery, staff training and universal protocols to aid recovery.

6. There needs to be consistency of treatment offered within prisons as well as consistency of treatments available within communities and in the transition between prison and community.

7. Attention should be paid to providing a better public awareness of the issues relating to addicted offenders.

8. Offenders with complex needs should be diverted from court and solution-focussed courts provide an example worthy of consideration.

9. Recovery should be promoted by everyone and an ethos of hope and ambition within prisons should be fostered.

Annex: List of delegates

Kuladharini, Director, Scottish Recovery Consortium
Ms Dinah Aitken, Lawyer & Postgraduate Researcher, SCCCJ Member 

Dr Oliver Aldridge MBBCh, DRCOG, MRCGP GPwSI Addictions, GP with special interest in addictions, NHS Lothian
Dr Rachael Docking, NHS Lothian
Dr Andrew Fraser, Head of Health & Care, Scottish Prison Service
Dr Lesley Graham, Associate Specialist, Public Health, National Services Scotland

Dr Patricia Graham, NHS Lothian
Mr Joe Griffin, Acting Deputy Director for Community Justice, Scottish Government Justice Directorate
Ms Lorna Holmes, Services East Manager Includem
Mr David Liddell, Director, Scottish Drugs Forum
Ms Linda Irvine  

Ms Marion Logan, Director, Phoenix Futures
Dr Nancy Loucks, Chief Executive, Families Outside
Dr Callum MacCall, Consultant Forensic Psychiatrist, State Hospital
Mr Andrew McAuley, Public Health Adviser (Substance Misuse/Alcohol), NHS Scotland
Dr Bruce Ritson, Chair, Scottish Health Action on Alcohol Problems & SCCCJ Member
Ms Marina Shaw Project manager, Families affected by Imprisonment Circle Scotland
Dr Grace Campbell, Glasgow Addiction Services, Glasgow NHS
Mr Alan Staff, Chief Executive, Apex Scotland
Mr Craig Winter, Turning Point Scotland
Annex 2: Graphs courtesy Dr Andrew Fraser, SPS.

Addictions: The treatment gaps?
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Addictions: The treatment gaps?
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	SPS Drug related deaths following release, Methadone Prevalence
	
	
	
	
	
	
	
	

	
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	DRD % 4 Weeks
	
	
	11
	12
	11
	7
	5
	7

	DRD % 12 Weeks
	
	
	32
	28
	32
	22
	15
	21

	Methadone Prevalence
	14
	16
	17.1
	18.7
	19.2
	20.5
	21.9
	

	
	
	
	
	
	
	
	
	

	Source; SPS SCDEA
	
	
	
	
	
	
	
	


DRD - number of deaths known to SCDEA; % who died following release from  Scottish Prisons within stated time periods.
Methadone Prevalence - % of prisoners taking daily prescribed methadone; Census survey of all prisons, including HMP Kilmarnock from 2006
ADMINISTRATOR: helen rolph, 2/1, 10 CAIRD DRIVE, GLASGOW G11 5DS, TEL: 0141 5343123; 07811 384 083

EMAIL scccj.info@ntlworld.com, WEBSITE WWW.SCCCJ.ORG.UK CHARITY NO. SC029421
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