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INTRODUCTION 

One of the more salient issues regarding the delivery of 
effective services to offenders focuses on the fact that we are 
not the experimenting society (of. Gendreau & Ross, 1987) that we 
claim to be. That is, while there exists a large data base of 
experimental programs that have been shown to work with offenders 
(Andrews et al., in press), this knowledge has not been passed on 
to the practitioners and the government agencies that fund such 
programs. For this reason amongst others, the concern has often 
been expressed that the quality of services "in the field" leaves 
much to be desired. Unfortunately, we are not aware of any 
empirically based surveys to assess this claim. 

Recognizing the importance of substance abuse amongst offenders 
(see the Prevalence of Mental Disorder report, CSC, 1989), the 
Substance Abuse Task Force mandated a survey of existing CSC 
offender substance àbuse programs as to their "quality". Quality 
was defined by the Correctional Program Evaluation inventory 
(Gendreau & Andrews, 1990), which was adapted for the purposes of 
this survey. The CPEI consists of a series of items that examine 
several factors that have been found to be associated with the 
experimental literature on "what works" with offenders (e.g., 
Andrews et al., in press; Cullen & Gendreau, 1989). These 
factors are program implementation, client assessment, treatment 
modalities, staff characteristics and practises, and program 
evaluation. 

The CPEI was forwarded to 170 CSC substance abuse programs in 
order to obtain the necessary information about the adequacy of 
substance abuse programming for their offender clientele. At 
this point in time, given the reporting schedule of the Task 
Force, it has been decided that the available survey results be 
provided for the group's deliberation. We must emphasize that 
the following information is preliminary in nature. Survey data 
continues to be received. Thus, not only will the statistics 
documented in this report be modified somewhat, but other, more 
extensive analyses await until a complete data set is available 
to the authors (the deadline for respondents is July 15, 1990) 

A. Program Demographics 

Of the approximately 170 programs that were requested to 
participate in this survey, 104 have responded, of which 11 
returned the inventories unanswered. In addition, it should be 
noted that even among those programs which did respond there were 
frequent instances, ranging from 20% to 50%, where individual 
CPEI items were not answered. 
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Of those responding to the question, the data indicate that a 
majority of substance abuse programs, (82%), are institution 
based, with marginally more programs being offered in-
institutions of a medium or maximum security classification. 
Approximately half of the respondents indicated that they were 
under contract to CSC. Of the CSC regions reporting (see 
Appendix A), the Pacific was noticeable in its lack of responses 
(only 2) when compared with other regions. 

Among those surveyed, 30% indicated that their programs have been 
operating for less than one year, 18% have been in operation 
beween one and three years, and 52% registering more than three 
years in operation. 

Of the 104 programs reporting to date, 12 have noted the 
inclusion of some percentage of female participants. In 
addition, the pattern of reponses points out that a clear 
majority of programs, some 74%, are conjointly offered to both 
alcohol and substance abusers. Much smaller percentages of 
respondents offer programs exclusively tailored to either alcohol 
(14%) or drug abuse (12%) 

B. Program Implementation 

Slightly more than 50% of those surveyed did not respond to any 
of the questions in the area of program implementation. Among 
those who did respond, it appears that 33% of the persons 
primarily responsible for designing and establishing individual 
programs were professionally trained, while 32% have been 
involved in conducting similar programs in the past. 

In 26% of cases, that individual was directly involved in the 
selection and training of staff, and 32% indicated that that 
person was also directly involved in running some of the 
therapeutic components of the program. Just under a third of 
all respondents indicated that the person most responsible for 
program design and implementation continues to play an active 
role in the program. 

A majority of those surveyed (45%), reported that they had 
conducted a literature search prior to program implementation. 
Similarly, 58% of respondents indicated that they had conducted a 
program needs assessment before putting the program into effect. 
A majority of respondents agreed that the program was generally 
perceived by both the institution and the community as being 
cost-efficient and sustainable. In only a distinct minority of 
cases, just 15%, was a pilot program conducted before 
implementation of the formal program. 
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C. Client Assessment 

Despite the diversity of client characteristics available for 
assessment, approximately 40% - 50% of those surveyed did not 
respond to this section. A further 11% indicated that formal 
client assessment was not a regular part of their program. 
Nevertheless, analysis of the remaining responses does provide 
some indication of those client assessment variables which are 
most commonly assessed among substance abuse treatment programs. 
It should be noted that of the characteristics which were 
assessed "regularly", a majority (75%) indicated what assessment 
tool was employed but only a handful among those cited were 
recognized as standardized assessment measures. A summary of the 
specific client characteristics assessed are found in Appendix B. 

From this list it can be seen that some of the important 
predictors of offender recidivism were given relatively little 
attention. According to recent reviews (e.g. Andrews, Gonta, & 
Hoge, 1990), measures in the domain of psychopathy, 
cognitive/reasoning skills, harm caused to victims, peer group 
associations, attitudes towards leisure/recreation, and 
antisocial attitudes should be given a greater priority. On the 
other hand, the value of self-esteem, depression, and anxiety may 
be overemphasized as targets for assessment and intervention. 

Only 26% of programs indicated that the results of client 
assessment were summarized in a way which provided an index of 
the client's "risk level". This type of assessment is crucial to 
effective treatment with offenders (Andrews, Bonta, & Hoge, 
1990). Further, in 46% of cases, client rejection was not 
premised on the results of the assessment process. 

D. Treatment Modalities and Characteristics 

In general this item was favourably received, although response 
rates to individual treatment components did range widely, from 
58% to 73%. A complete listing of treatment modalities ranked by 
frequency of usage is included in Appendix C. 

The survey data in this regard are illuminating. Much of what we 
know about potentially effective strategies in the 
alcohol/substance abuse and offender treatment literature (e.g., 
Miller & Hester, 1985), appears to be de-emphasized by program 
respondents. In particular, respondents gave low priority to 
operant procedures, covert sensitization, controlled drinking, 
social-cognitive skills training have some supportive data as 
effective strategies. Indeed, the first six highly rated 
treatments variables noted in Table 3 (Appendix C) have little 
empirical support as effective treatment strategies. 
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A majority of programs (61%) acknowledged that they did not vary 
the strength of treatment with the risk level of the client. 
Similarly, more that 50% of those surveyed indicated that their 
program does not match the type of treatment with the 
characteristics of the client. Further, in only 28% of cases 
does the program match the personal and professional skills of 
the therapists with the type of client and the nature of his/her 
problem. the above results are of concern as all three processes 
are components of successful offender programs. 

As regards client input into the program, 55% of programs did 
acknowledge the provision of such a mechanism. 

With respect to exceptional cases, only 20% of respondents 
indicated that program staff are able to exercise professional 
discretion and provide a treatment program that may deviate from 
the usual program practises. 

Among those whose program takes place within an institution, 
just 4% provide separate housing for their clients, an important 
factor in prison based substance abuse programs. 

There was considerable variability among respondents with respect 
to program duration, with responses ranging from less than one 
day to one year (X=41.79, SD=64.14). There also was a minority 
of programs (13%) which were unable to define program duration as 
they considered their programs to be "ongoing", ones which 
allowed clients to move in and out at will. It should also be 
noted that 37% of those surveyed did not respond to this 
question. 

Among institution-based programs, only 14% indicated that their 
clients were released within three months of program completion. 

The data on relapse prevention will require further analysis. A 
majority of the programs were institution based. It is not clear 
how they could provide relapse prevention, many of them claim, as 
most of their clients will not be released for some time. Our 
final report will have an analysis of relapse prevention for 
community based programs and, if possible, for those institutions 
whose clients are released within three months of program 
completion. 

E. Staff Characteristics and Practises 

According to the data, the staff among a majority of programs is 
predominantly male. Only 37% of all programs indicated at least 
one female complement among the staff while 62% of those surveyed 
had at least one male staff. 20% - 30% of the programs employ at 
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least one high school, community college, university certificate 
or BA trained staff. Less than 10% of the programs have an M.A. 
or Ph.D. on staff. The three most frequently reported 
prc)fessions employed were social work (22%), psychology (18%), 
nursing and criminology (15%). 

Most of the staff (65%) employed with a majority of programs have 
a minimum of two years experience working with substance abusers 
and with offenders while 17% of programs report the inclusion of 
staff with 10+ years of experience with either population. 41% 
of programs cited other personal characteristics besides 
training and years of experience which were considered important 
in the hiring of new staff. It should be noted, however, that an 
even greater percentage of those surveyed (47%) did not respond 
to this item. 

Only 36% of programs indicated that staff skills and knowledge 
re: substance abuse treatment, were assessed periodically by 
superiors. Levels of staff input into program design and program 
functioning were both rated as "high" by approximately 50% of 
respondents. Exactly half of those surveyed acknowledged the 
hiring of some staff during the last three years, with 42% of 
them having hired between one and six individuals during that 
period. Forty-five percent of the programs access ongoing 
training programs, workshops, or conferences for their staff. 

Less than 10% of all programs indicated that a program advisory 
committee had been established to provide advice and direction to 
staff regarding new program developments in the area. 

Among those surveyed, some 38% acknowledged that supervisors 
provide quality assurance assessments. 28% of all programs 
indicated no turnover among directors/supervisors during that 
same period. 40% of respondents indicated that the program 
director and/or supervisors had conducted a review of the 
relevant substance abuse and/or correctional treatment literature 
within the last three years. 

F. Program Evaluation 

Among those surveyed, the number of programs which provide 
follow-up once the client has left the program are in the 
minority (35%). On the contrary, a majority of respondents (49%) 
indicated that, upon completion of the program, clients provide 
evaluations of the program. Only 27% of those surveyed indicated 
that formal evaluations of their program have been carried out. 
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DISCUSSION AND POLICY RECOMMENDATIONS 

Some important caveats must be noted before offering any firm 
conclusions. First, in the author's opinion, too many items of 
the CPEI were left unanswered. It is possible that, had these 
items been completed, a more optimistic picture of the quality of 
service delivery might emerge. Only a key informant survey would 
settle this matter. Secondly, the 'paper' quality, or lack 
thereof, of surveyed programs may not adequately capture, in some 
instances, the competency and dynamism of some programs that only 
an on-site review would provide. 

Having stated the above, the data collected suggests that CSC 
substance abuse programs require revision and upgrading. In 
particular we are struck by the extremely uninformed approach to 
assessment, the reliance on questionable treatment modalities and 
too little evaluation of any substantive sort. On the positive 
side, there remains the fact that many of those involved in 
substance abuse programming are dedicated and sincere. Most of 
the programs are relatively new. The essential problem is, as we 
see it, one of knowledge deficit, inadequate training, and lack 
of access to technical resources. The preceding, however, is 
open to remediation. As most of the programs are relatively new, 
therefore, they should be malleable. And the staff qualities 
alluded to above should be congruent with further skill 
development. 

Therefore, our principle recommendation, for the immediate 
purposes of the Task Force deliberations is for CSC to establish 
a centralized training institute for their program staff. There 
are similar models in the U.S. (e.g., National Institute of 
Justice) and in Canada, for criminal justice agencies such as the 
police. The training institute could also be affiliated with an 
academic setting. 

Secondly, to facilitate training and quality control, 
professionally trained staff with an extensive knowledge base in 
the area should be assigned to designated institutions and parole 
offices in each region. 

Third, as best we can determine from out limited data base, some 
of the programs surveyed are experienced, knowledgeable, and 
competent. They are a valued resource and can serve as useful 
training models. Two such programs that readily come to mind are 
the St. Norbert Foundation and the Warkworth Substance Abuse Pre-
Release Program. There are also others which will be identified 
in the final'report. 
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Fourth, the Department of Research of CSC should facilitate and 
contribute to the evaluation of programmkng efforts. While the 
above model is centralized there may be instances whereby a 
region could assume some of the above tasks if the interest and 
adequate resources e.g., university, CSC staff, were available. 

It should be noted that there are other recommendations 
forthcoming that relate to specific responses generated by the 
survey. As well, an updated critical literature review of 
substance abuse treatment is to be provided. This information 
will be available by September, 1990. 
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0.96 
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VARIABLE RANK VARIABLE BANK 

Education 
(including literacy) 

1 18 

Medical Status 
assessed by a 
physician 

5 (tie) 	Moral Development 

Alienation 

Cognitive/reasoning 
skills 

Sexual beliefs and 
7 (tie) 	activities 

Intelligence 

Mental Disorder 

Psychopathy 

Learning disability 

Religious values 

Diet 
13 

14 (tie) 

9 9 

10  0 (tie) 

22 (tie) 

24 

25 (tie) 

2 Harm caused to 
victims 

19 (tie) 

3 

4 

28 

29 

30 

APPENDIX B 

Table 2. 	Rank ordering of client characteristics asessed 
"regularly" by a majority of program respondents. 

Family history of 
substance abuse 

Motivation for 
treatment 

Social supports 

Sel f-esteem  

Antisocial attitudes 
and values 

Situation specific 
factors that lead to 
substance abuse and 
criminal activities 

Family affection & 
communication 

Socialization 

Employment 

Coping styles 

Depression 

Anxiety 

Aggression 

Family history of 
criminality 

Empathy 

Peer group 
association 

Leisure/recreation 17 



RANK VARIABLE RANK VARIABLE 

APPENDIX C 

Table 3. Rank ordering of those treatment modalities assessed as 
"very important". 

AA/12 step 	 1 

Education 	 2 

Positive peer culture 	3 

Interpersonal problem 	4 
solving 

Spiritual 	 5 

Non-directive/client 	6 (tie) 
centred counselling 

Stress management 

Moral development 	 8 
training 

Cognitive-behaviour 
modification therapies 
and techniques 

Life skills training, 	10 
literacy 

Detoxification 	 11 (tie) 

Recreation 

Social-cognitive 
skills training 

Family therapy 

Psychodynamic therapy 15 (tie) 

Confrontation therapy 

Vocational 	 17 

Controlled drinking 	18 (tie) 
strategies 

Psychoactive drugs 

Advocacy/brokerage 	20 (tie) 
to other services 

Covert sensitization 

Surveillance 

Criminal thinking 	23 
strategies 

Operant strategies 

Marital therapy 

Chemical therapy 	26 

Restitution 	 27 
9 
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OVERVIEW OF THE PROBLEM 

Some studies show that problems with alcohol and other drugs are 
widespread among inmates (Alcoholism and Addiction, 1986; Innes, 
1988, Wish, 1987 et al.; Lightfoot et al., 1985; Solicitor 
General of Canada (in press)). It seems increasingly apparent 
that drug abuse is a catalyst of criminal activity for certain 
persons who have already chosen a delinquent lifestyle (see 
Brochu et al., 1989). Prison and penitentiary authorities are 
therefore obliged to intervene. Turcotte (1988) mentions two 
chief reasons for such intervention: 

1) to reduce the risk of recidivism when the offenses of the 
clientele being treated are directly or indirectly related 
to drug use; and 

2) to allow individuals receiving treatment an adequate degree 
of personal growth to enable them to subsequently function 
in society (Turcotte, 1988). 

There are three possible areas of addiction intervention (Caplan, 
1964). Primary prevention refers to organizing a set of 
activities designed to avoid the risk of drug abuse (Duplessis 
and Brochu, 1987). Secondary prevention consists of prompt 
identification and early intervention to minimize biological, 
psychological or social consequences following the first signs of 
substance abuse (Cormier et al., 1987). Tertiary prevention 
applies once the maladjusted characteristics of abusive behaviour 
have become entrenched. It aims to reestablish a biological-
psychological-social balance (Brochu et al, 1989). These three 
levels of intervention can be adapted to the penal situation 
(Brochu and Lévesque, 1990). 

PURPOSE 

The purpose of this study is to survey the literature on 
addiction intervention already used for incarcerated individuals. 
For our purposes, the term intervention includes primary, 
secondary and tertiary addiction prevention. 

METHODOLOGY 

Because the works are widely dispersed, we had to use a data 
retrieval method involving computerized, bibliographical data 
banks. We used. five data banks originating from a number of 
sources: MEDLINE of the National Library of Medicine (28 
references), NCJRS (121 references), PAIS INTERNATIONAL (0 
references) , PSYCHINFO (57 references) , and SOCIOLOGICAL 
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ABSTRACTS (7 references) of dialog. 

The key words used were: 

PREVENTION, PROGRAM, TREATMENT, THERAPY, REHABILITATION, 
DETOXIFICATION, CONTROL, DRUG ANALYSIS, EDUCATION, INFORMATION, 
LIFESKILLS, RELAXATION, BIBLIOTHERAPY, METHADONE MAINTENANCE, 
THERAPEUTIC COMMUNITY, ALCOHOL, ADDICTION, DRUG, DRUG ABUSE, 
DROGUE DEPENDENCE, CANNABIS, COCAINE, HEROINE, PILLS, PRISON(ER), 
INMATE, OFFENDER, PAROLEE, PROBATIONER, CONVICT, ARRESTEE. 

The resulting bibliography of reference works was sorted manually 
to detect titles that may have escaped the computerized 
bibliographical search. 

Lastly, 29 letters were sent to the leading authors in the field 
to ask their assistance in locating titles related to our field 
of study (especially with respect to unpublished documents). 

The articles obtained in this manner were classified by 
prevention category. They were then reviewed by an assistant and 
the chief researcher to develop a report on initiatives in each 
prevention category and on the efficacy of the methods used. 
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Our survey of the literature is divided into three sections which 
offer a summary of the state of knowledge about the effectiveness 
of intervention in the drug field among incarcerated individuals. 
More specifically, the first section of this chapter discusses 
primary prevention, the second section secondary prevention and 
the third tertiary prevention. 

1.0 TREATMENT STRATEGIES FOR DRUG USERS  

An evaluation of basic research reflects an understanding of new 
and effective approaches to addiction treatment (Annis and Rush, 
1989). We note that some of the major issues now being examined 
pertain to the characteristics of incarcerated addicts, treatment 
procedures and the areas where these two aspects overlap. In 
other words, the effects of pairing certain specific clienteles 
with certain treatment procedures. The duration of treatment, 
and of parallel elements (such as a double diagnosis: addiction 
and psychological trouble) are also covered. 

A very large number of prisoners abuse alcohol and other drugs 
(Brochu et al., 1989). This situation, acknowledged in the early 
sixties, has only worsened over the years. There is a growing 
awareness that alcohol and drug problems are closely related to 
criminal activity.. Some prisoners admit that their criminal 
offenses are related to a drinking problem (McMurran and Baldwin, 
1989). For this reason, psychologists, case management workers, 
correctional officers and persons in charge of Alcoholics 
Anonymous have taken an interest in helping these troubled 
individuals. Today, correctional service managers openly respond 
to the problem facing this population by establishing programs 
within the institutions themselves (Chaiken, 1989). This 
attitude follows an understanding of the effectiveness criteria 
of correctional intervention. As a result, a variety of programs 
have been provided in the United States, Sweden, Switzerland, 
Australia and many other places throughout the world (Bol and 
Meyboom, 1989; McMurran and Baldwin, 1989; Brochu et al., 1989). 
This variety of studies has provided for encouraging but isolated 
conclusions. This stems from the fact that very few studies are 
comparable because they use different systematic evaluation 
methods. Some, for example, assess knowledge, others attitudes 
and still others the use of drugs revealed by urine tests or 
personal information volunteered in questionnaires. Once again, 
in terms of recidivism, very encouraging findings have been 
reported as in the case of 79% of participants in an external 
treatment centre have abstained from drugs for periods of one to 
six years and, among these individuals, 80% have no further 
contact with the justice system (Bol and Meyboom, 1989). 

A survey of the literature by Bol and Meyboom (1989), who report 
the findings of recent studies conducted throughout the world, 



6 

indicates that non-recidivism rates vary from 7% to 90%. More 
particularly, among the incarcerated addict population, we 
observe the following rates in the various countries studied 
after six-month follow-ups. 

TABLE 1  
NON-RECIDIVISM RATES FOLLOWING TREATMENT OF INCARCERATED 

DRUG ADDICTS BY COUNTRY 

Country 	 Non-recidivism 

Austria 	 25% 
Germany 	 26% 
Sweden 	 36% 
United States 	 7% to 90% 

Source: Bol and Meyboom (1989) 

Until now, we have focused more closely on treatment. However, 
countless intervention strategies exist to prevent recidivism and 
drug use. 

Many intervention strategies are used to prevent or minimize drug 
abuse. They can be used for all of the sub-groups comprised by 
the incarcerated user population. These preventive strategies, 
developed during the past two decades, are part of an 
epidemiological approach to health because they ,  all hinge on a 
group of factors that are directly or indirectly related to three 
basic items. In other words, the proximity or accessibility of a 
pathogenic agent (drug substance), the victim-individual (user) 
and his/her environment (whether living environment or ecological 
environment). 

As we might expect, each of the major areas of preventive action 
in drug addiction applies to a precise stage in the drug 
dependency cycle. Thus, intervention becomes more intense when 
the problem more severely harms the individual. In theory, 
intervention should, to the extent possible, encompass the 
various types of substances (products), target-users and their 
environment. The systemic integration of the three main targets 
of prevention programs applies in each level of action. There 
are three possible areas of preventive action in drug addiction: 
primary, secondary and tertiary (Caplan, 1964). We shall review 
the various areas of action successively, describing the 
intervention strategies related to them. 

1.1 PRIMARY PREVENTION 

Primary prevention refers to the organization of a set of 
activities designed to avoid the risk of drug abuse (Duplessis 
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and Brochu, 1987). The various primary prevention strategies 
include control strategies, influence strategies, skill 
development and environmental modification. 

1.2 CONTROL STRATEGIES  

By control strategies we mean measures used to limit access to 
and the use of drugs. At a social level, the control exerted by 
law limits the traffic of illicit drugs as well as the promotion 
of drug use. 

Since the early eighties, control measures have altered in some 
prisons in European countries. A typical example of the change 
is evident in Sweden, were the principal control measures now 
include the options listed below (see Casselman, 1986). 

1) Closer monitoring of communications between visitors 
and inmates. This means that visitors may be frisked, 
and mail and telephone calls monitored. 

2) Inmates may be asked to provide urine samples for drug 
testing, and the refusal to comply with such a request 
would constitute a breach of discipline. 

3) Searches of inmates include an examination of body 
cavities. 

4) Inmates are permitted to have only a limited amount of 
cash. 

5) Search dogs are used more frequently to detect drugs or 
the accessories used to consume drugs. 

By intensifying the control measures used to detect drugs in the 
prison, significant quantities of drugs and instruments (such as 
syringes or pipes) have been seized (Casselman, 1986). However, 
these measures have also heightened the distrust between inmates 
and detention centre personnel. As a result, inmates have 
developed new means of hiding their drugs. 

Drugs can be hidden in ceilings, for example, so that search dogs 
are unable to detect them. Inmates also keep a greater amount of 
drugs in their stomach or rectum. This practice endangers their 
health. Prisoners may be searched by ordinary prison officers. 
Searches of body cavities, however, are performed by specialized 
staff and are limited (Edholm and Bishop, 1983). Dog patrols 
also require specialized personnel and are more complicated. For 
these reasons, urine testing is most popular. Urine tests do not 
entail the disadvantages of body searches or dog searches. 
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Casselman (1986) reports several situations where urine testing 
can be useful results. These situations include: 

1) When inmates are suspected to be under the influence of 
drugs yet deny it. 

2) As a criteria incorporated into a contract with an 
inmate who agrees to a treatment program. 

3) When the drug is manufactured or present one of the 
prison wings, inmates in that wings may be required to 
submit a urine sample. 

4) Preceding the temporary release of inmates or upon 
their return to prison. 

5) Prison authorities many decide to conduct random urine 
tests after unsupervised visits. 

Urine testing has the advantage of easily and quickly identifying 
drug users. Through urine testing, intervenors target 
individuals who may be in need of help. However, these tests 
have certain limitations. First, a significant number of inmates 
tend to falsify their urine samples. This practice can be 
thwarted if the inmate is supervised when he provides the urine 
sample. Drinking large quantities of water also affects the 
tests by diluting the material in a larger volume of water. 
Opiates and amphetamines disappear without a trace after two 
days, which is much faster than cannabis by-products, residue of 
which can remain in tissue for more than a month (Casselman, 
1986). 

User identification can also be used to classify inmates. Drug 
users may be involved in promoting use in their institution. 
Grouping user inmates together reduces their exposure to and 
influence on others (Edholm and Bishop, 1983). This type of 
intervention is feasible if some of the detention centre's beds 
are reserved for drug-user inmates. 

As mentioned earlier, urine testing can be part of a contract. 
In a study by Anglin (1988), addicts took part in a 
rehabilitation centre treatment program in California where they 
spent an average of 18 months in treatment (C.A.P. - Civil Addict 
Program). The first stage occurs in prison. Inmates are 
subsequently released and closely monitored. Their urine is 
tested regularly to determine whether they are using drugs. 
Anglin (1988) compared participants who completed the program up 
to the time of release to those who dropped out after a very 
short period. 	The findings show that intensive community 
supervision helps reduce drug use and recidivism. 	When the 
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measured variable was the number of crimes committed, criminal 
activity among narcotics users declined by 36%. Changes in the 
group that pursued treatment were 7% higher than the group that 
dropped out of the program. 

The author reports the effective elements of this program as 
being intensive community supervision, including periodical 
evaluations of drug use through urine testing during the second 
stage, and legal monitoring of drug use through urine testing 
during both stages of treatment. 

1.3 INFLUENCE STRATEGIES  

Influence strategies are preventive measures intended to inform 
people about current knowledge and thus enable them to make 
responsible and informed decisions concerning their drug use. 
Some education programs aimed at persuading offenders that the 
use of drugs is harmful, have been evaluated in terms of their 
effect on levels of awareness, attitudes and behaviour among 
users. 

A study by Senn (1983) evaluates the effects of an education 
program on substance abuse. The scope of his study included 
influences on attitudes and improved awareness and the behaviour 
involved with use. For each of these items, he conducted a pre-
test and post-test of three experimental groups. One group came 
from a special program for inmates (SPAN - Special Program in 
Alcohol and Narcotics) and the two other groups comprised classes 
of students from the San Diego State University. A questionnaire 
covering 305 multiple choice questions was used to assess changes 
in awareness, and two personal information questionnaires dealt 
with attitudes and alcohol and drug use. The study's findings 
show that the most significant changes occurred at the awareness 
level. 

Although there was no control group, this study bears out the 
findings of other studies (see Senn, 1983) which clearly show 
that educational programs improve awareness. 
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Some studies (see Senn, 1983), that combine cognitive and 
emotional approaches, reveal positive changes in attitude. Senn 
(1983) also reports that the attitudes produced by the 
participation by former addicts, who relate their experience 
during the education sessions, foster abstinence from drug use. 

Second to awareness, attitudes 
program. However, in terms 
offenders and the group of 
attitudes. Lastly, there was 
among the three groups. 

are most affected by this type of 
of attitudes, only the group of 
day students exhibited desirable 
no significant change in drug use 

This study follows the same direction as the body of traditional 
education program evaluations. These programs improve awareness 
among participants and sometimes positively influence their 
attitudes, but they do not foster the development of responsible 
behaviour (Duplessis and Brochu, 1987). Brochu and Therrien and 
Licatese (in press) are very clear: to hope to exert some 
influence on behaviour, the program must specifically target 
behaviour. Traditional influence strategies considered 
ineffective are therefore being replaced by skill development 
strategies. 

1.4 STRATEGIES AIMED AT SKILL DEVELOPMENT 

The vast majority of people recognize  the -  needfor and the 
importance of providing the general public with social and 
lifeskills training. The development of skills is itself a 
strategy aimed at increasing the abilities of individuals to more 
effectively manage their lives. More specifically, the approach 
generally consists of modifying skills and increasing the 
confidence and self-esteem of the individuals targeted by the 
program. Individuals with adequate lifeskills are better able to 
solve their problems and meet their needs. The myriad of options 
available to them makes drug addiction unattractive. In fact, 
supporters of this model consider an inability or difficulty in 
resolving the problems of daily life as a predisposing factor in 
dependency. In other words, drug-use exercises a powerful 
attraction over individuals grappling with such problems. 

Lifeskills programs include problem-solving in a broad sense. It 
therefore pertains to the ability to identify problems, to 
acknowledge and organize important information in relation to the 
problem, and to identify possible actions and their likely 
consequences. These skills can be used to settle problems both 
within families and communities. Individuals who have acquired 
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these lifeskills feel more confident when they face new 
problems, and it is thus a way of improving their self-esteem 
(Bhatti et al., 1986). 

Pilot projects have been conducted in Sweden, in several 
probation districts. 	These projects combine social skills 
training and education services. 	Problem users are often 
unemployed, lack education, and are handicapped on the job market 
(Swedish National Prison and Probation Administration, 1983). 
However, no sound evaluation has yet been made of this program. 

1.5 ENVIRONMENTAL MODIFICATION 

The purpose of modifying the individual's living environment is 
to achieve a higher quality of life, which is an important source 
of prevention. This type of prevention includes modifications 
that foster individual and group fulfilment. 

During incarceration, very few services are geared toward 
reorganizing the living environment. 

On the contrary, incarceration harms social rehabilitation. How 
many times have you heard workers in the correctional field 
criticize prisons because they isolate offenders from the rest of 
society? It is a very poor way of preparing people to return to 
society. Long periods of incarceration are dehumanizing. 
Nothing about mere incarceration can boast the virtues of 
rehabilitation. The conditions of detention eliminate much of 
the control that inmates should have over their own lives. These 
living conditions help perpetuate irresponsibility, contrary to 
the stable lifestyle closely associated with social 
responsibility. A socially integrated person who works and 
supports a family, and also participates in sports and 
recreational activities, has a stronger sense of community 
belonging. Unfortunately, very few studies have evaluated the 
impact of modifying the correctional environment to foster a 
sense of belonging to society and social conscience. The few 
following lines present the findings of work-release programs and 
the Swedish experiment with family prison. 

1.5.1 	FAMILY PRISON 

As Stanton Peele (1979) mentions, the problems of achieving 
social changes are readily apparent when we attempt to heighten 
the sense of community existing in society. Peele (1979) 
suggests that we foster social cohesion by promoting action that 
generates a genuine sense of belonging. Social activities must 
be enhanced and must provide a minimum degree of pleasure. These 
activities must discourage drug use and take its place while 
becoming an obstacle to such use. Indirectly, this helps to 
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strengthen a sense of social belonging and social conscience. 
The Swedish correctional system has developed several strategies 
to foster social belonging. The Swedes have experimented with 
family prison, where an inmate lives with his wife and children 
while holding a job. Other privileges that strengthen social 
belonging are the "love rooms". These are rooms reserved for 
personal and intimate meetings. According to the Swedes, 
maintaining traditional social relationships helps criminals 
reintegrate into society (Adams, 1977). 

Some inmates have special privileges. They live in rooms with 
television and all have access to the pool and miniature golf 
course. These are also tables where prisoners play pool with the 
guards. Books are readily available to inmates. In general, the 
living environment of Swedish inmates fosters friendship between 
prisoners and guards, while stimulating pro-social activity. No 
statistical studies indicate that this method is better than 
traditional detention conditions. However, nothing indicates it 
is less effective. 

1.5.2 PLACEMENT AGENCIES  

Placement agencies can help inmates who demonstrate a minimum of 
motivation resolve their job hunting problems. These placement 
agencies must adapt to the inmates' reality and lifestyle. 
Often, it seems better to be realistic when a staff member 
approaches inmates with job opportunities. When former inmates 
are offered jobs, the most frequent placements seem to be in non-
skilled and service sector jobs. Offenders under 35 years of age 
have the least difficulty in finding a job (Synderman, 1974). 
According to Synderman's study (1974), this type of work-release 
service can help reduce recidivism. The prevalence of recidivism 
following participation in a work-release program (3.9%) is 
considerably lower than the national American average. He 
mentions that these findings are mitigated by the fact that he 
was unable to reach all participants in the study for the final 
evaluation. In conclusion, the author (Synderman, 1974) points 
out that community services, in cooperation with specialized 
placement and professional training agencies, are highly 
recommended. 

Other studies (Brahen et al., 1979) assessed psycho-social 
factors likely to indicate the success of work-release programs. 
These studies explore the relation, if one exists, between 
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fulfilling the conditions of day parole in order to work at a 
job, and certain socio-demographic and behavioral characteristics 
among inmates. 

In their study, Brahen et al. (1979) selected 40 volunteer 
inmates. Several inmates can participate in this type of 
program, although they are generally selected on the basis of 
exemplary attitudes and behaviour toward authority, and in light 
of their criminal history. Violent individuals and sexual 
offenders, for example, are excluded from such programs. When 
the inmate enrols, he is required to return to prison each night 
after work and on weekends. His behaviour must also comply with 
the ethical standards of the general public, and he must keep his 
job during the detention period, and not use drugs. 

The inmate is rated according to a scale on the basis of his 
characteristics and success in the program, in order to estimate 
each potentially effective variable. Thus, following this 
approach, Brahen et al. (1979) arrived at the conclusion that the 
best predictor of success in a work-release program is the number 
of previous jobs. It is the only factor that proved meaningful. 
The more work experiences the inmate had, the more likely he was 
to keep a job and maintain his eligibility for the program. 

1.6 CONCLUSION 

What are the important highlights of primary prevention? First, 
we must not allow the penal environment to become am excuse or 
cause of substance abuse. Next, it is under-used among the 
general population while the curative model continues to prevail, 
and to an even greater extent among incarcerated individuals. 
Primary prevention should no longer consist of isolated action, 
but rather of planned programs of action aimed simultaneously at 
the substance, the individual and the environment. 

Despite the virtual absence of evaluative studies of incarcerated 
individuals, it seems that correctional services should develop 
integrated studies of primary prevention. 

2.0 SECONDARY PREVENTION 

Secondary prevention consists of prompt identification and early 
intervention in order to minimize biological, psychological or 
social consequences following the first signs of substance abuse 
(Cormier et al., 1987). Secondary prevention programs include 
strategies of self-control over the drinking behaviour, 
relaxation strategies and lifeskills programs. 
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2.1 SELF-CONTROL STRATEGIES  

Among the self-control techniques associated with drinking 
behaviour, three are particularly interesting because of their 
high rate of effectiveness. These three techniques include self-
observation, recognizing one's blood alcohol levels and 
bibliotherapy. 

2.1.1 	SELF-OBSERVATION 

Self-observation primarily enables individuals to objectively 
measure their own consumption. 	The individual voluntarily 
records his own use habits. 	Next, the record of quantities 
consumed and the frequency of consumption will be used to 
establish a personal use objective. Among its other advantages, 
this techniques allows for progressive adjustment to exercising 
self-control over substance-use, at a gradual and personalized 
pace. Although considered effective among the general population 
(Cormier et al., 1989), no study of its effectiveness has been 
performed with incarcerated individuals. 

2.1.2 	RECOGNITION OF BLOOD ALCOHOL LEVELS BY THE USER 

The technique whereby users recognize their blood alcohol levels 
is another form of self-control acquired by raising users' 
awareness of their alcohol intake. Contrary to self-observation, 
individuals using this technique must be attentive not to their 
own observable drinking behaviour, but rather to the external and 
internal signs that enable them to identify their limit. 
Individuals less sensitive to the effects of alcohol on their 
metabolism will have to look for signs in their immediate 
environment. In this way, two methods can be used to learn to 
detect one's threshold of alcoholic intoxication: either 
external signals or proprioceptive internal signals (Miller and 
Hester, 1980). Once again, our survey of the literature did not 
enable us to pinpoint studies on the effectiveness of this 
technique among incarcerated individuals. 

2.1.3 	BIBLIOTHERAPY 

Basically, bibliotherapy is a form of psychological dieting 
prescribed through reading a book in the same way that medicine 
provides a prescription (Cormier et al., 1987). These readings 
foster the development of maturity and sustained mental health 
(Zaccaria, Moses and Hallowell, 1978). Generally, the manuals 
used for therapy consist of a series of steps which are, in 
themselves, strategies leading to the self-management of use. 
Thus, treatment programs can be divided into three stages which 
primarily consist of: the preparation stage, the achievement of 
planned objectives stage and the stage of maintenance through 
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applying a series of principles governing human behaviour in 
general (Mahoney and Arnkoff, 1979). Bibliotherapy can also be 
defined as a cognitive behaviour program that attempts to 
pinpoint the current consumption problem, reduce consumption and 
empower the individual, and effectively confront situations that 
lead to excessive consumption (Duplessis and Brochu, 1986). In 
general, it is a simple, inexpensive approach that can reach a 
large number of individuals. 

McMurran and Baldwin (1989) have even developed manuals to help 
inmates self-manage their use of alcohol, cigarettes and illicit 
drugs. The first section of these manuals usually includes an 
assessment of the problem in terms of health hazards, economic 
costs, and the breakdown of interpersonal relations. A second 
section is for establishing objectives, and recording amounts 
consumed and frequency of consumption, and, lastly, the third 
section recommends alternative activities and agencies offering 
assistance. 

Should the objective of bibliotherapy be total abstinence, or 
responsible use? A study by Sanchez-Craig and Walker (1982) 
shows that there is no significant difference between the success 
of a group whose objective is total abstinence and another group 
whose objective is moderation, after a two year follow-up. The 
findings of their studies indicate that an objective of 
moderating consumption is more realistic and easily attainable 
than abstinence, where most subjects fail and only moderate their 
use. In this respect, we should ic,ar in mind that the recruited 
clientele consist of abusers and not alcoholics. Several studies 
also show that the impact of merely prescribing an appropriate 
book is equivalent to having a therapist guide individuals 
through the various stages proposed by the bibliotherapy for this 
abuser population (Miller, 1982, 1988). The first advantage of 
this brief and effective type of intervention is that it can be 
applied to a population larger than that which can be attracted 
by or served through formal treatment, which primarily consists 
of alcoholics. 

These findings suggest that a great deal of effort has been 
invested in costly therapeutic approaches that target a small 
portion of the population (alcoholics), while very little energy 
or money is invested in developing simple and short treatments to 
reach a larger section of the population (abusers) at less cost, 
and perhaps to prevent their condition from deteriorating. 
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However, that does not mean that clinical intervention among 
alcoholics or addicts should be abandoned. Care should be taken, 
however, to adequately assess the problem. 

In addition to reducing consumption, bibliotherapy is used to 
improve physical health and psychological well-being. Heather's 
study (1986) supports the benefits of self-help manuals. His 
study shows that of a media-recruited sampling, the group that 
received the manual reduced its consumption of alcohol to a much 
greater degree than the control group during the early weeks, and 
that subjects believed their health had improved. 

To conclude this section on self-control, it is important to 
examine the study by Berg and Skuttle (1986) of Norway, which 
showed that early intervention with problem drinkers is very 
effective. These researchers also conclude that there was no 
significant difference between the various self-control 
approaches. The authors recruited clients through advertisements 
in local newspapers and on radio (48 men). These men, from 29 to 
72 years of age, were divided into four experimental groups (no 
control group), each of which participated respectively in a 
bibliotherapy program, a self-control behavioral training 
program, a skill development program and, finally, a program 
combining self-control behavioral training wit4 skill 
development. After ensuring that subjects with a severe 
dependency on alcohol had been eliminated from the sampling, the 
remaining 51% consisted of drinkers with a fixed drinking 
pattern. In other words, the individual regularly drank at least 
once a week, and also had bouts of abusive drinking that deviate 
from the typical drinking pattern (more than five standard liquor 
beverages in one day). Among the other clients, 36% had a 
regular drinking pattern without abusive bouts, and 13 a periodic 
drinking pattern. The findings indicate that 20 or less standard' 
drinks per week is an acceptable amount. After a one-year 
follow-up, 78.5% had achieved this objective, compared to only 
23.2% who drank less than this acceptable limit at the outset. 
There was no significant difference between the experimental 
groups. 

The learning procedures (individual, group and bibliotherapy) 
involved in self-control techniques did not differ significantly 
in terms of effectiveness. Thus, Alden (1978) randomly assigned 
heavy drinkers (16 men and 15 women) to two self-management 
methods. According to the data collected, the two programs 
reduced the amount and rate of alcohol consumption among 
participants to the same degree. Several studies (Miller and 
Hester, 1980; Miller 1978; Miller and Taylor, 1980; Miller, 1983; 
Alden, 1978) show that the application of self-control according 
to different experimental conditions produces equally positive 
results. It was shown that self-management training is very 
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effective among persons charged with Highway Code offences. 
Brown (1980) obtained very interesting findings in this regard. 
He divided sixty initial participants into four experimental 
groups and assigned each to different conditions. Three of the 
experimental conditions were delivered as an educational program. 
There was a conventional education program, a program teaching 
self-management, and another without an educational approach. 
Participants in first two programs received a total of 15 hours 
of instruction instead of the detention period. Moreover, the 
control group continued to perform its compulsory duties at the 
detention centre. The findings show a significantly higher 
reduction with the experimental drinking self-management 
education programs. 

In summary, learning self-management offers several advantages. 
As well, bibliotherapy is a positive secondary prevention method 
for many reasons. Given that its effectiveness is relatively 
well-documented, it is most common to accompany all secondary 
prevention measures with a self-management manual. 

2.2 RELAXATION STRATEGIES  

Relaxation techniques, such as transcendental meditation, 
autogenous training or others are very useful for reducing the 
stress related to physical or emotional tension. Transcendental 
meditation is known for its positive effects on improving 
concentration, and alleviating nervousness and depression. 
Transcendental meditation is useful for maintaining a healthy 
psychological balance. It benefits all aspects of the 
individual's life, and some research seems to confirm this 
hypothesis (Cormier et al., 1987). 

2.2.1 TRANSCENDENTAL MEDITATION 

A considerable number of studies (see Cormier et al., 1987) 
indicate that transcendental meditation reduces the consumption 
of substances such as alcohol, tobacco and other drugs. It even 
seems that the longer individuals practice transcendental 
meditation, the less they drink alcohol. 	Personality changes 
have also been observed. 	Transcendental meditation reduces 
anxiety, tension, nervousness, boredom, depression and escapism. 
It seems to foster social stability. The conclusions of many 
evaluations are very positive regarding the benefits of 
meditation. However, with regard to methodology, Cormier et al. 
(1987) specify that several studies do not use control groups. 
It is therefore impossible to generalize these findings. 
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2.2.2 AUTOGENOUS TRAINING 

Autogenous training is a relaxation technique that aims to foster 
a general separation between mind and body. According to Orme 
and Snider (1964; see Cormier et al., 1987), the technique 
includes six stages that must be performed successively: 

1) sensing weight; 
2) sensing heat; 
3) regulating heart rate; 
4) breathing; 
5) abdominal heat; and 
6) cooling of forehead. 

This technique is basically used to reduce tension due to 
emotional stress. Its seems to quickly reduce stress among 
alcoholics (Orme and Snider, 1964; see Cormier et al., 1987), but 
the studies are not adequate enough to guarantee its 
effectiveness and justify its use. 

2.2.3 OTHER RELAXATION TECHNIOUES  

Very little documentation exists concerning progressive 
relaxation, muscular relaxation or conditioned relaxation 
(Cormier et al., 1987). However, eiëse techniques seem very 
useful for reducing muscular and bodily tension. Two studies 
(Parker and Gilbert, 1978; Alden, 1978; see Cormier et al., 1987) 
confirm that relaxation techniques reduce anxiety. However, 
there are too few studies and the findings too limited to allow 
definitive conclusions (Miller and Hester, 1980). 

Furthermore, relaxation techniques are no longer the only means 
of secondary prevention. Rather, they are combined with life 
skills programs. 

2.3 LIFESKILLS PROGRAMS  

These programs try to alter the thought patterns associated with 
substance abuse. Most of the time, individuals who abuse alcohol 
have developed a cognitive mechanism that helps them avoid 
thinking about their condition. Learning new ideas opens the way 
to a broader spectrum of alternatives to substance abuse 
behaviour. By adopting new ways of thinking, individuals can 
acquire complementary skills that lead to a more adequate 
lifestyle. This practice is very helpful for individuals who 
need to change their way of thinking and acquire complementary 
skills. 
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To describe the content of the typical program, we decided to 
refer to the lifeskills program examined by Cormier, Brochu and 
Bergevin (in press). This program consists of ten modules that 
deal with themes concerning substances, naturally, but also the 
individual and the circumstances under which he/she uses these 
substances. These modules are: communications skills; needs and 
motivational factors; personal values; problem-solving and 
decision-making strategies; the addiction cycle; alcohol; other 
drugs; controlled consumption; stress management; and support 
strategies. Let us examine them one by one for a better 
understanding. 

1) 	Communications Skills.  The objectives of this first 
module are to: a) understand the relation between the 
physical, cognitive and emotional factors; and b) 
learn effective communication techniques appropriate to 
various contexts. It is very important that this 
module be examined at the beginning of the program 
because group members can exchange their experiences 
and the group becomes an excellent forum for practicing 
the newly acquired skills. 

2) Needs and Motivational Factors. This module is built 
upon the hierarchy of human needs as developed by 
Maslow (1954). 	Its specific objectives are to: 	a) 
identify the best means for participants to meet their 
needs; b) recognize the role that the drug abuse plays 
in meeting these needs; and c) develop alternative and 
realistic practices to meet these same needs. In this 
way, participants understand that the primary 
motivational factors in their lives are related to 
meeting their needs. 	However, needs can be met in 
different ways. Together, they try to find practical 
alternatives to inadequate responses to their needs. 

3) Personal Values. This module enables participants to: 
a) clarify their personal values; b) understand the 
relation between their personal values and their past 
and present lives; and c) identify their values and 
attitudes regarding drug use. In general, this module 
prepares participants to make more informed choices 
concerning their own lifestyle and the place that drugs 
should have in their lives. 

4 Problem-Solving and Decision-Making Strategies. 	The 
objective of this module is to: a) define what 
decision-making is; b) differentiate between fact and 
opinion; c) become familiar with the five principal 
steps involved in a good decision-making strategy; and 
d) identify personal standards concerning one's own 
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use. The personal standards identified in this fourth 
module will subsequently be reviewed and corrected, if 
necessary, in light of what participants learn in later 
modules. However, it is important to encourage 
individual thought on adopting personal standards of 
use very early in the program. 

5) The Dependency Cycle. The objectives of this module 
are: 	a) to understand the dependency cycle as 
described by Stanton Peele (1979); and b) to personally 
identify the first signs of a dependency. In this way, 
participants are forewarned against trading one 
addiction for another, and they will be able take 
action once the precursory signs appear. 

6) Alcohol.  At the end of this module, all participants 
should be able to: a) accurately assess their daily 
consumption of alcohol using a self-observation method; 
b) 	establish their blood alcohol level; c) identify 
personal signs of abuse; and d) identify ways of 
reducing the amount they drink to achieve their 
personal standards. This module is not intended to 
educate participants about the adverse effects of 
alcohol. Rather, it is an experimental strategy that 
guides them toward making concrete decisions about 
managing their own use of alcohol and acquiring the 
tools to achieve their personal objectives. 

7) Other Drugs. At the end of this module, participants 
should be able to: a) accurately assess their daily 
drug use using a self-observation technique; b) 
identify the signs of excessive use; and c) become 
familiar with concrete means of achieving the desired 
level of use. In this respect, this module repeats the 
ideas presented in the preceding module, but with more 
specific attention to drugs other than alcohol. 

8. Moderate Consumption.  The objectives of this module 
are to: a) demystify the notion of total abstinence as 
the only possible means of rehabilitation; b) provide 
basic notions about moderate consumption; and c) help 
individuals get in touch with themselves so that they 
can determine the degree of consumption appropriate at 
the time. This module goes much further than that on 
problem-solving strategies, which requires the 
individual to set personal consumption standards, 
because participants now learn that the consumption 
standard they set must be flexible, and must take 
account of the circumstances surrounding them at the 
time. 
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9) Stress Management. The objective of this ninth module 
is to: a) identify the different types of stress in 
daily life; b) make a list of short-, mid-and long-term 
strategies that will help the individual cope with 
stress; c) understand the relation between stress and 
drug abuse; and d) become adept at a relaxation 
technique. 	A variety of relaxation techniques are 
offered to participants, who then choose the one they 
consider best suited to themselves. Throughout this 
module, opportunities to practice the chosen technique 
are given on several occasions. 

10) Support Strategies. 	The objectives of this module 
consist of a) understanding the importance of influence 
factors on all human beings; b) recognizing the scope 
of a community support system; and c) identifying a 
support network outside the individuals to help them 
achieve their drug consumption objectives. 

A program developed in England by McMurron and McCarthy (1989) is 
designed for young, convicted drug users. The program includes 
four group sessions, each one and a half hours in length. 
Subjects are recruited through advertisements at the detention 
centre. 

The content of the sessions is as follows: 

Session 1  
1) Establish the general reasons for drug use. 
2) Establish personal reasons for drug use. 
3) Understand the fact that the reaction to drugs depends 

on several factors. 

Session 2  
1) Who is affected by drug use? 
2) How can we change the drug-user's behaviour? 
3) How can we practice relaxation exercises? 

Session 3  
1) 	Participants must be able to find alternatives to drug 

use. 

Session 4  
1) Participants must be able to observe their own 

consumption and their behaviour when they use. 
2) Participants must be aware of the opportunities 

available to them through drug rehabilitation programs 
offered by the community. 
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The program described above is currently being evaluated. As 
yet, of the 12 young people who participated in the program, 10 
have submitted assessment charts that will be included in a 
comparative statistics study. These 10 assessments made it 
possible qualitatively evaluate the program among young people. 
However, the sampling is too small to produce meaningful 
conclusions. In summary, of the 10 participants, 9 said that 
they found the sessions very useful. According to the comments, 
this type of program helps young people talk about their problem 
and learn from the experiences of others. 

Goodrich et al. (1976) also evaluated a program for problem 
drinkers provided by the clinical departments of correctional 
facilities in the State of Wisconsin. The objective of the six-
week education program is to prepare individuals to confront 
their alcohol problem before they return to the community. 
Admission to the program is random. The successive stages of the 
program include a counselling phase, a pre-test, an education 
period, selection of treatment objectives, self-management 
training, skill development, planning for release and a post-test 
(Goodrich et al., 1976). The spontaneous comments of 
participants suggest that the program managed to involve 
participants in a careful examination of their previous drinking 
"pattern" while giving them new skills (Goodrich et al., 1976). 
In general, the comments support this type of intervention 
because participants seem to show more hope for themselves, while 
trying to satisfactorily reenter society. However, as Goodrich 
et al. (1976) mention, only a rigorous, experimental analysis of 
this approach among inmates can establish whether it is equally 
effective among other populations. 

2.4 CONCLUSION 

The major problem encountered in this section was identifying 
secondary prevention programs. Certainly, many secondary 
prevention programs exist, but they are usually identified as 
treatment programs (tertiary prevention). Only after reading a 
description of the target population (when that population is 
adequately described) can we distinguish the programs not 
intended for alcoholics or drug addicts, but for individuals 
demonstrating the initial symptoms of substance-related problems. 
Moreover, the programs that were identified exclusively target 
the individual, whereas secondary prevention programs may equally 
address the product or environment. Among the secondary 
prevention programs targeting the individual, Cormier, Brochu and 
Bergevin (in press) clearly indicate that broad-spectrum programs 
have been more effective than isolated techniques. In this 
regard, two secondary prevention programs stand apart. These are 
bibliotherapy and lifeskills programs. 
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Along the same lines as Brochu and Lévesque (1990), we believe 
that secondary prevention should be based on 1) an evaluation of 
the target group's profile; 2) detecting persons likely to have 
an unsatisfactory relation to one or several drugs; 3) an 
assessment_of the specific needs of the individuals identified 
and their referral to an appropriate program (secondary or 
tertiary prevention); 4) the establishment of broad-spectrum 
intervention (such as a lifeskills program offered prior to 
release, as well as making bibliotherapy manuals available in all 
supervisory offices); 5) development of a supervision program 
adapted to the clients' problems; and 6) identification of an 
adequate means of punishment reinforcement to help the person 
achieve more responsible consumption objectives. 

3.0 TERTIARY PREVENTION 

Tertiary prevention covers all the treatments for chronic abuse 
or dependency on one or several substances. According to the 
literature, the methods available at this level include support 
groups (such as Alcoholics Anonymous (A.A.) and Narcotics 
Anonymous (N.A)), therapeutic communities (such as Network, Stay 
N' Out, and Boot Camps), clinical treatments and chemical 
therapy. 

3.1 SUPPORT GROUPS  

Support groups such as AA, CA or NA offer major support to people 
experiencing alcoholism or other drug addictions, but also to the 
family and friends of alcohol or drug users in difficulty. 
According to Miller's literature (1980), these support groups, 
especially AA, are successful in meeting abstinence objectives 
among 26% to 50% of participants. With respect to the offender 
population, it is the most commonly available service in 
penitentiaries (Blackwell, 1987). Some studies (see Ross and 
Lightfoot, 1985) indicate that AA groups help members decrease 
their use of alcohol and avoid returning to illegal activities. 
Ross and Lightfoot (1985) established a list of characteristics 
associated with the success of AA groups. This list is as 
follows: 



Personality 

Soc  io-economic  

Age 

Psychopathology 

Alcohol dependency 

Perceptual style 

Prior treatment 

Religion 

External locus of control, need for 
intense involvement, deep need for 
dependency, authoritarianism and con-
formity. 

High level of education, middle-class 

Under 40 years of age. 

Low psychopathology 

High dependency, compulsive drinking, 
loss of control. 

Feeling of dependency 

Frequent hospitalization 

Major existential concerns 
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TABLE 2 

CHARACTERISTICS ASSOCIATED WITH THE SUCCESS OF AA GROUPS 

Source: Ross and Lightfoot, 1985, p. 61 

Some of the factors listed in the previous chart reflect some of 
the personality traits of certain offenders (Ross and Fabiano, 
1985; see Ross and Lightfoot, 1985). Consequently, it is 
appropriate that inmates exhibiting these traits be involved in 
an AA group. Participation in group sessions provides inmates 
with supervision and support in maintaining their behavioral 
changes. Bearing in mind the fact that alcohol is prohibited in 
detention centres, it is unlikely that assessments made prior to 
the release of inmates would be adequate. 

As well, the frequency of participation in AA groups does not 
enable us to predict an improvement in the inmates' condition. 
Seixas et al. (1988) proved that, most of the time, those who 
attend AA meetings most frequently are genuine alcoholics and 
that, as a result, their condition is more complex and difficult 
to change. The motivation of participants has a profound 
influence on the effects of help provided by support groups. 

One way of motivating the target individuals to participate in 
support groups is to have them participate in marathon therapy. 
Marathon therapy is a period of intense reflection to describe 
one's own self at a group meeting. The two primary objectives of 
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marathon group meetings are: 	1) to give participants the 
opportunity to discuss how they feel about their personal 
problems and to explore actions to resolve these problems; and 2) 
to encourage members to obtain group support that fosters 
interpersonal understanding through the group's feedback (Page, 
1986). 

This type of intervention was evaluated among 49 men and 78 
women, of whom a total of 69 (54%) were addicted to heroine (see 
Page, 1986). During this evaluation, 16-hour group meetings 
scheduled from 8:00 p.m. to noon the following day were held. 
These meetings are very intense and uninterrupted. Inmates are 
divided into five groups and compared to five control groups 
whose members are invited at random from a group of inmates with 
a history of drug abuse. A post-test showed a significant 
difference in attitude between the experimental groups and the 
control groups in terms of how they perceive support groups. In 
conclusion, illicit drug users altered their perception of 
support groups, and exhibited more positive attitudes toward this 
type of intervention (Page, 1986). Such intervention is very 
useful in giving target individuals the opportunity to explore 
their personal problems. Marathon therapy groups can be viewed 
as effective if they increase the motivation of the target 
individuals to participate in support services (Page 1986). 

3.2 THERAPEUTIC COMMUNITIES  

Therapeutic communities are not a recent type of intervention; 
they have existed in the United States since the late 1940s. The 
treatment involves totally immersing the client in a community 
whose surroundings are conducive to social education (Rosenthal, 
1989), with an emphasis on motivation, responsibility and the 
possibility of returning to society as a functioning individual. 

3.2.1 ELEMENTS  

Sugarman (1984) mentions eighteen elements essential to the 
learning that takes place within any therapeutic community, 
whether or not it serves a penal population. All therapeutic 
communities have their own standards or limits that must be 
respected by each member to avoid various degrees of punishment, 
according to the seriousness of the offense. The second point 
underscores the importance of peer influence in monitoring and 
reproving unacceptable behaviour. This seems effective because, 
according to Sugarman (1984), drug addicts have a distinct 
tendency to follow and to conform with the group. These two 
elements lead to a short-term behavioral change that is vital to 
the subsequent rehabilitation process. Group support is a basic 
element in each type of therapeutic community, and teaches 
clients that by helping others they help themselves, and that the 
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support they receive from their peers is as precious as 
professional help, because those peers share the same experience. 
Thus, clients learns that some help is available and that they 
are important and loved enough to receive such help. The 
deciding factor in treating drug addicts in a therapeutic 
community is confrontation, a vital feedback method whereby 
individuals are told how their behaviour or attitudes affect 
other members of the group. This is difficult for the person on 
the receiving end, but also for those who must show unreceptive 
individuals that they mean something to them and want to help 
such individuals improve. Fifth, clients in a therapeutic 
community must not ignore or repress their emotions; instead, 
they must learn to control them until they can be appropriately 
expressed in meetings designed for this purpose. Role-models 
also play an important role in the community, be they the program 
director, the head of a unit or former addicts who have 
successfully completed the treatment. These role-models play are 
important in that they represent a hope to individuals at the end 
of treatment and embody values or standards that they can adopt 
for themselves. By receiving recognition from others for an 
activity accomplished individually or in a group, individuals 
gain a sense of pride in having achieved something good and 
acquired, at the same time, a more positive self-image and pro-
social attitudes (Sugarman, 1984). Because the therapeutic 
community is a separate social group, its smooth operation 
largely depends on all participants performing their share of 
responsibilities, which teaches them the importance of social 
responsibility and individual interests. The ninth important 
point is the atmosphere of open communication existing within the 
therapeutic community. This communication involves sharing 
information about various aspects of the individual, and sharing 
in important administrative decisions (in a democratic community 
only, to be discussed later). 

This aspect makes individuals aware of their responsibilities to 
other members of the group, and enables them to develop their 
decision-making abilities. To maximize the effects of these 
techniques, it is important, especially during the initial phase 
of treatment, that members of the therapeutic community have few 
outside contacts. This curbs certain negative outside 
influences, and enables greater concentration on what is 
important to the group. Based on the premise that addicts are 
irresponsible people, some therapeutic communities use force to 
enrol their future clients and keep them once treatment has 
begun. The second component is more formal therapy directed by a 
professional or someone with the required experience. The 
importance of this stage cannot be overlooked because, if it 
succeeds, the individual will emerge more likely to understand 
himself and, therefore, ready to tackle his goals and do what is 
necessary to achieve them. The importance of a good academic and 
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professional education program in the therapeutic community must 
not be underestimated, because these elements seem to play a key 
role in personal growth. It is important for clients to maintain 
a certain degree of supervised contact with the outside through 
visits in the community or organized outings. Another very 
important step is to encourage addicts to cultivate new interests 
and hobbies so that they can learn to enjoy themselves without 
using intoxicants. Public confession, which consists of having 
individuals admit their mistakes to the group and promise that 
they will make a personal effort to correct these mistakes is a 
basic aspect of therapeutic communities. Life in a therapeutic 
community is governed by ritual, both when new members are 
admitted and during the opening and close of daily meetings, 
which enables residents to understand what is happening and to 
feel secure within the group. Unlike groups such as Alcoholics 
Anonymous, most therapeutic communities make no reference to 
religion, although some therapists go so far as to say that the 
dynamics of the group itself produces a type of spiritual 
strength that greatly helps residents in their efforts to achieve 
self-fulfilment. It is important to note that Sugarman (1984) 
mentions two types of therapeutic community: the hierarchical 
model and the democratic model, which by and large resemble one 
another in most of the aspects mentioned above. By definition, 
the democratic model places less emphasis on standards and 
punishment, peer pressure, the use of force to enrol and retain 
clients, and public confession; it gives greater prominence to 
open communication. Clients in a democratic-type therapeutic 
community take part in administrative decisions and have equal 
voting rights, something that is not seen in the hierarchic 
communities. 

3.2.2 THE STAGES 

Sugarman (1984) briefly describes the five major stages of 
treating an addict in a therapeutic community. The first stage 
is nothing more than what he terms a "surface" adjustment, a 
stage in which the client simply complies with the group's 
standards while offering little assistance to other members. 
During the second stage, the client senses a certain well-being 
within the community; he draws closer to the other members and 
takes pride in doing certain things by himself. The third stage 
is characterized by group support; the client learns to help and 
encourage his peers and, also during this phase, individuals no 
longer blindly obey rules because they have assimilated the 
community's values as their own. Next, the emphasis shifts to 
the client's reentry into society; he spends more time outside 
the group, and receives help in planning his future. Thus, the 
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forth stage ends with "graduation" and reentry to society. The 
fifth and final very important stage is to monitor the individual 
once he has returned to the community in order to help him better 
adjust. 

3.2.3 EVALUATION 

Gandossy et al. (1980) describe work by Nash (1976) who conducted 
evaluations of several addiction treatments. After examining 
eight therapeutic communities, he arrived at the conclusion that 
such treatments had a positive effect on criminality. For 
political and practical reasons, these findings were never 
published. Following his critical assessments of twelve drug 
treatments, Nash (1976) found that although the therapeutic 
community more positively affects crime, more of the clients in 
these programs were treated with methadone. He ascribes this 
situation to the fact that life in a therapeutic community is 
very demanding, requires a great deal of motivation from the 
client, and that because the cost of such treatment is high, few 
therapeutic communities are available. It was proven that the 
type of employees, their degree of involvement and the scope of 
individual follow-up after release into the community are all 
determining factors in the effectiveness of a therapeutic 
community (McDermott et al., 1988). 

It was discovered that treating addicted inmates and non-
offenders in the same therapeutic community leads to certain 
problems in terms of open communication and the required,,  trust 
between members because everyone knows that if the inmate does 
something seriously wrong and is reported to the authorities, he 
will immediately return to prison (Rinella, 1976). This 
situation leads to secretiveness, and sometimes even to threats' 
by inmates, and can only harm the proper functioning of 
treatment. We therefore perceive the importance of establishing 
therapeutic communities for addicts in prison, a fact that is 
becoming increasingly common over the past few years. Let us now 
examine the various types of therapeutic communities present 
inside the penitentiaries in more detail. 

Field (1985), studied the "Cornerstone" program offered to 
alcohol and drug dependent inmates. This residential program 
admits 32 participants for a period of 6 to 12 months on the 
inside. Usually, follow-up lasts six months. Cornerstone is an 
alternative to serving the end of a sentence. It is an early 
release in which the inmate agrees to take part in family 
meetings and confrontations in terms of inappropriate behaviour. 
The program's philosophy consists of maintaining desirable 
behaviour and personal changes through the support of 
interpersonal contact. Field's study (1985) shows that this 
type of therapeutic community has a positive effect on criminal 
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recidivism, drug abuse, self-esteem, tension, depression and 
social skills. 

A program similar to those present in therapeutic communities was 
developed at the Osteraker prison in Sweden (Casselman, 1986; 
Petterson et al., 1989). A team of researchers (Petterson et 
al., 1989) from Stockholm evaluated the merits of this 
therapeutic community which opened in 1978. The treatment 
included 50 spaces divided into groups of 10 inmates in each wing 
of the prison. Participants had to remain in therapy for eight 
months. The program included group therapies, role playing and 
some behavioral techniques. 

Two-thirds of participants were under 30 years of age, and 18% 
had already served time in prison. Among 80% of the population 
studied, 40% had started using drugs before the age of 15 years. 
Of the 130 people that began the treatment, 70 successfully 
completed the program. When they agreed to enter the program, 
inmates were required to sign a contract stipulating that they 
would follow the plan established with the program's staff. One 
condition was to provide a daily urine sample to evaluate their 
drug use. After a two-year follow-up subsequent to parole, the 
findings indicate that 46% of participants who had completed six 
units of the program were non-reciditive, compared to 16% of 
those who had dropped out of the program. A significant 
difference exists between these two groups. In all, 31% of the 
individuals in treatment used no drugs at all. More 
specifically, among those who had completed six units of the 
program, 59% used no drugs (not including alcohol). In terms of 
drug abuse, the difference was not significant between the two 
comparison groups. In conclusion, the approach used by the 
Osteraker detention centre seems to function very well. However, 
the study's findings vary depending on whether data was analyzed 
by the research group or detention centre officers. The research 
group found the recidivism rate to be 53% compared to 29% 
reported by staff (Petterson et al., 1989). We believe that this 
difference in findings is largely due to the sampling. 

3.2.4 STAY'N OUT 

DeLeon (1972; see Gandossy et al., 1980) found that the clients 
of Phoenix House who spent the most time in treatment had the 
fewest number of arrests following treatment. This evaluation is 
very important since the Stay'n Out therapeutic community present 
in the prisons is partly based on this model (Phoenix House). 

Stay'n Out is a treatment designed for incarcerated addicts no 
less than 18 years of age who have adapted well to prison, suffer 
no mental illnesses and were not imprisoned for sexual assault 
(Wexler and Williams, 1986). Motivation is a prime 



30 

consideration, and the goal of this treatment is to discover what 
prompts the individual not only to abuse drugs but also to stop 
abusing them. Individuals must learn to trust themselves and 
others, and become responsible human beings (Rosenthal, 1989). 

Wexler and Williams made a detailed description of the Stay'n Out 
program, of which the following is a brief summary. Each 
residential unit accommodates approximately 35 to 40 clients and 
seven employees, most of whom are former inmates or graduates of 
the program, who act as role-models to show inmates it is 
possible to get out. These units are separate from the penal 
population except during meals and morning community activities. 
The Stay'n Out program lasts approximately six to nine months, 
and clients enrol in the program to improve themselves and become 
responsible people. At the outset of the program, employees must 
assess the individual to establish areas where assistance is most 
needed. At this stage, clients receive individual therapy and 
are assigned small jobs involving little responsibility. In a 
short while, they can, with ongoing effort, graduate to a higher 
position in the community. At this point, they receive much more 
intense therapy during which the emphasis is placed on 
discipline, self-awareness, respect for authority and acceptance 
of their need for help. 

Group encounters are an important element of the Stay'n Out 
program, and clients are often required to participate. Morning 
and evening meetings set out or review the day's activity; 
positive efforts are applauded and pers,ons who break the rules 
are punished. These meetings are important because they foster 
better communication and a sense of group belonging. Once a day, 
inmates participate in a seminar-meeting during which group 
members are invited to express their views on a variety of 
cultural, political or social topics. Clients are also asked to 
participate in meetings where they confront, help and encourage 
one another, or openly express their emotions, without fear of 
being ridiculed. 

3.2.4.1 RULES  

The program's standards must be respected by all group members, 
and persons who break the rules are punished according to the 
gravity of their action (from a simple reprimand by the group to 
expulsion for drug possession, violence or unacceptable sexual 
behaviour). Inmates are required to learn from their mistakes, 
and the emphasis is placed on positive aspects, since they 
respond better to rewards than to punishment. The fact that the 
program is independent seems to play an important role in its 
effectiveness because the inmates do not consider employees as 
guards and, as a result, they inspire confidence in clients and 
create an atmosphere of psychological security. 
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3.2.4.2 EVALUATION 

Wexler, Falkin and Lipton (1988) compared the Stay'n Out program 
to a community therapy, a psychological therapy and a control 
group which received no treatment. They examined how individuals 
on parole adapted over a period of up to three years following 
release. These researchers found that, for men, the Stay'n Out 
program was more effective than other treatments in decreasing 
the number of arrests while on parole, and that the time spent in 
treatment was directly proportional to the success of treatment. 
This linear relation stops after a twelve-month period when the 
positive effect seems to reach a ceiling. The findings for 
women, although they followed the same trend, were not 
significant. No relation was found to exist between the type of 
program and amount of time that elapsed before the first arrest 
while on parole. The authors attribute this failure to the fact 
that the inmates had to return to prison to finish their sentence 
prior to release. It is possible that this time period was 
enough to influence the effectiveness of treatment. Wexler and 
Williams (1986) also found that participation in Stay'n Out led 
to psychological improvements and good adjustment to parole. 
They therefore concluded that the Stay'n Out therapeutic 
community is an effective means of rehabilitating incarcerated 
addicts. 

3.2.5 NETWORK 

The Network program is also a therapeutic community adapted to 
meet the needs of a prison population. Inmates must voluntarily 
agree to take part in the program and accept responsibility for 
maintaining an environment conducive to their rehabilitation. 
Emphasis is placed on personal development and change. Clients 
learn to define their goals and acquire new values; they learn 
responsibility to others, and acquire the ability to react 
positively in difficult situations. In addition to obeying the 
standards of society in general, inmates who are violent or who 
use drugs risk being expelled from the program. As in the case 
of Stay'n Out, new members begin at the bottom of the ladder and 
acquire greater responsibility and improve their status as they 
prove their trustworthiness (Poirier, Brochu and Forget, 1990). 
The ECHO program is one variation of Network in Quebec. ECHO 
emphasizes group support, within heterogeneous groups in terms of 
race, age and type of offence. Life within the group is 
disciplined, but the focus is on positive reinforcement and 
attitudes; negative behaviour is promptly confronted and changed. 
Inmates must feel a desire to change; they must accept 
responsibility and try to see themselves through the eyes of 
others, which will help them grow. Treatment is provided through 



32 

group meetings, some of which are used to monitor progress, 
share experiences and settle conflicts, and others to allow 
clients an opportunity to speak to the group (Poirier, Brochu and 
Forget, 1990). 

3.2.5.1 EVALUATION 

Poirier, Brochu and Forget (1990) conclude that although ECHO has 
been operating for only one year, it seems that prisoners and 
employees are already feeling the benefits of the program in the 
atmosphere around them and in their general appearance. Fisher 
(1985) studied graduates of the Network program (New York State) 
who finished in 1982 (N=240) to measure the effect of the program 
on their adjustment to parole. He observed time spent in the 
program and adjustment upon release from prison, measured by 
factors such as employment, residential stability and the use of 
illegal drugs. He concluded that participation in Network 
improves adjustment after release from prison and that, if the 
program was successfully completed, adjustment would be even 
better. In 1984, Fisher examined the recidivism rate of 
participants in the Network program 18 months and 24 months after 
their release. He notes that after 18 months, 9.8% of those who 
had successfully completed the program had their parole revoked 
or committed another crime, compared to 18.9% of those who had 
not completed the program. After 24 months, those who had 
finished successfully had a recidivism rate of 13.3% compared to 
23.4% for the department as a whole. The overall recidivism rate 
for all participants in the program (successes or failures) was 
22.6%. Fisher therefore concludes that participation in Network 
has no positive effect on recidivism, although good adjustment to 
this program seems to indicate a lower risk of recidivism upon 
release from prison. 

3.2.6 BOOT CAMPS 

"Boot Camps", also called "incarceration shock", currently enjoy 
some popularity in the United States (Sechrest, 1989) despite a 
lack of evidence supporting their effectiveness. These programs 
are based on the Network model, except that a very rigid, 
military-type discipline is emphasized (McDermott et al., 1988). 
This program is primarily aimed at non-violent young people from 
18 to 26 years of age serving their first prison sentence. The 
young people are subjected to harsh discipline in an effort to 
teach them respect for authority and provide them with 
psychological therapy to teach them to make decisions and 
increase their sense of responsibility. Members of the "platoon" 
meet each day to monitor progress and discuss problems. 
Approximately seven hours a week are spent on problems directly 
related to the individual's addiction (McDermott et al., 1988). 
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These programs have been praised by the media for their high 
success rates, but it seems that the benefits of Boot Camps are, 
in reality, short term only. In the United States, the media 
reports a success rate of 80%, although only about half of the 
young people finish the program, which lasts an average of four 
months (Sechrest, 1989). 

It seems logical that intimidation would have a short-term 
effect; however, to obtain a long-term effect, young people 
should learn to meet their needs in a legitimate manner. The 
American Correctional Association (ACA) aptly summarizes the 
situation when it says that a program based on threats and 
intimidation cannot reach the root of the problem or change the 
young person's social background (Scherest, 1989). Boot Camps 
have at least one positive feature: they are proof that 
incarceration is perhaps not always the right solution 
(Commissioner Coughlin in Sechrest, 1989). 

3.2.7 CONCLUSION 

It is clearly obvious that therapeutic communities in a penal 
setting encounter problems that are endemic to the situation. In 
prison, the program director may also be subject to restrictions 
set by the prison warden; the needs of the prison sometimes take 
precedence over those of the community, and the institution's 
rules may deny the responsibility and rewards that clients 
deserve. According to Smith, Beamish and Page (1979), the only 
solution to this would be to grant full authority to the 
therapeutic community director in matters related to files, 
operations, and the rules governing group members. 

As shown, the therapeutic prison community seems to be an 
effective tool in rehabilitating addicts. The ideal program 
would include one employee for every twelve inmates; it would 
admit inmates who are within two to three years of the end of 
their sentence; it would last an average of 12 months, and would 
provide follow-up at least two years after reentry into society 
(Wexler, Falkin and Lipton, 1988). 

3.3 OTHER CLINICAL THERAPIES  

Other types of group therapy can help offenders develop their 
sense of responsibility as well as more socially-acceptable 
attitudes and behaviour (see Daniel, 1984). 

The objective of these group therapies, which have proven to be 
very effective, is to alleviate the confused and repressed 
emotions of inmates which contributes to criminal activity and 
escapism through drug use. Like the therapeutic community, these 
group meetings include both group discussions and confrontation. 
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Daniel (1984) compared the effects of this type of group therapy 
with a personal skills development program on inmates' attitudes 
toward themselves and prison staff. 

To verify his hypothesis that group therapy would be more 
effective in developing personal skills, he selected 67 young 
male inmates from 17 to 24 years of age. A control group was 
matched to each of the two experimental groups based on age, race 
and criminal history. In all, Daniel (1984) did not find a 
significant difference. That implies that, in terms of attitude 
changes, extensive group therapy has no advantage over an 
approach aimed at skills development. 

However, young offenders in the experimental group charged with 
bodily crimes had a more positive attitude toward themselves and 
prison staff than offenders from the same group of inmates having 
committed crimes against property. 

Federer, McKensy and Howard (1986) evaluated predisposition 
factors related to the success of treatment in a rehabilitation 
centre. The program included group and individual therapy. 
During the course of the program, participants were required to 
hold a full-time job. These researchers compared 21 participants 
who successfully completed the six-month program to 102 
participants who dropped out. The variables examined included 
family instability, the severity of drug abuse, criminal history, 
prior treatments, self-image and level of education. Their 
findings indicate that a positive and significant correlation 
exiAs between participation in prior treatment programs, level 
of education and the success of treatment. In other words, 
participants involved in treatment have undergone a significant 
influence when they have a high level of education and prior 
experience with treatment. 

This observation leads us to believe that a long-term effect can 
be obtained through successive participation in various treatment 
programs. As for the higher level of education, it may reflect a 
better basic ability which enables the successful completion of 
treatment (Federer, McKensy and Howard, 1986). 	Other psycho- 
social factors have been studied. 	Studies (see Stitzer and 
McCaul, 1987) evaluating inmate treatment programs clearly 
indicate that social stability is a very important factor in 
treatment success. Most often, stable clients with a job and 
family are motivated to maintain use habits accepted in their 
surroundings. 

Therefore, improving the effectiveness of community supervision 
during probation or parole may help to maintain these habits. 
Systematic supervision with intensive application of behaviour 
control principles based on quotas is another measure of 
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influence. Some authors (see Stitzer and McCaul, 1987) suggest 
that probation and parole periods should be extended for people 
who abuse drugs or alcohol. 

Palakow and Doctor (1973, 1974, see Stitzer and McCaul, 1987) 
reduced probation to encourage pro-social behaviour. The program 
receives individuals referred by probation officers who consider 
their behaviour difficult to control. It consists of group 
meetings among probationers. Credits are given to probationers 
according to their attendance at the group meetings. After 
demonstrating a minimal desire to change their anti-social 
behaviour and adequately participate in the group meetings, a 
personalized contract is signed with the probation officer. 
Probation is reduced once the objectives specified in the 
contract have been met. These objectives include obligations 
such as finding and keeping a job, for example, for at least six 
months. Probationers who violate any of the conditions return to 
the first stage in the credit allocation process. In general, 
the program consists of setting quotas on behaviour and assigning 
positive or negative consequences during probation. 

Still with respect to social stability, Glaser (1969; see Vicary 
and Good, 1983), who worked in cooperation with Californian 
correctional departments, showed that inmates who maintained 
ongoing contact with family members during incarceration were 
more likely to stay out of the justice system during their first 
year of probation. These authors arrived at the conclusion that 
encouraging sound family ties significantly increased the 
effectiveness of rehabilitation programs and the promotion of 
healthy living habits. 	Vicary and Good (1983) arrived at a 
similar conclusion. 	They evaluated the effects of a group 
counselling program on self-esteem and self-image in family 
relationships, involving 20 men from 19 to 25 years of age 
serving prison sentences of two to five years. Using the EQUASE 
scale (Educational Quality Assessment Self-Esteem Scale), they 
evaluated self-esteem in a pre-test and post-test. The focus of 
group counselling sessions was self-image, the individual's view 
of himself as a child, self-acceptance and other aspects related 
to family. Their findings indicate a significant improvement in 
self-esteem related to family relationships. Vicary and Good 
(1983) conclude that it is important to introduce programs of 
this type because good family relationships foster the success of 
probation, and that it is possible to improve one's self-image 
with family while in a context of authority. Future program 
planning should introduce this type of intervention. 

Self-esteem may be an important variable to consider when 
prescribing treatment. Annis and Chan (1983) evaluated the 
effectiveness of a differential treatment among a population of 
150 male inmates from 18 to 64 years of age. They studied a 
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series of personality variables, such as self-esteem, 
instability, self-acceptance and acceptance of others, self-
expression and the need for control and belonging. From this 
series of variables, they divided their sample into two groups. 
These groups were randomly assigned to different therapy 
programs: an intensive group therapy program and an institutional 
care program. After a one-year follow-up, the outcome of the 
treatment program was compared to a control group of 50 inmates. 
No significant difference was noticed between the groups. 
However, offenders with high self-esteem displayed major 
improvements in their behaviour following group therapy, whereas 
those with low self-esteem made less progress in group therapy 
compared to inmates who received only regular institutional care. 
It seems that individuals with a negative self-image not only 
fail to benefit from group therapy, but that therapy may even 
have unwanted effects on recidivism. 

Different behavioral therapies have also produced positive 
results. Our review of the literature pointed to visualization, 
cognitive behavioral therapies and relapse prevention techniques. 

3.3.1 MENTAL IMAGING 

One alternative to chemical aversion therapy is to use negative 
mental images to condition individuals to avoid alcohol or other 
drugs. Elkins (1980; see Miller and Hester, 1986) report that 
patients who develop spontaneous reactions of disgust and nausea 
during negative imaging treatment abstain longer than others. 
Miller and Douglas (1985; see Miller and Hester, 1986) were able 
to replicate these findings. In general, they were able to 
predict alcohol use over an 18-month period based on the 
conditioning achieved during therapy. 

Mental imaging has been successfully practiced in the United 
States among a group of incarcerated heroine addicts (Steinfield, 
1970; Steinfield, Routio et al., 1972; see Daniel, 1988). Daniel 
(1988) repeated tests using a heroine addict inmate who robbed 
drug stores to procure the drug. In Daniel's study (1988), 
following eight mental imaging sessions, a motivated individual 
was not reciditive for a three-month period. After 24 months, 
the subject committed an offence unrelated to drug use. This 
technique may be difficult to apply to inmates because it is very 
provocative and generates bitterness and aggression. Lastly, to 
obtain optimal results, at least six to 12 weeks of training, 
with 20 sessions scheduled twice a week and after-session 
exercises is necessary (Cautela, 1967; see Daniel, 1988). 
Complementary relaxation training in combination with mental 
imaging heightens the quality of the -negative effects created by 
the images used. 
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Daniel and Dodd (1989) also evaluated this technique among 
alcoholics with an extensive criminal record. Their study 
reported positive results after a 24-month follow-up of one 
subject and a nine-month follow-up of another. Only one offense, 
unrelated to alcohol, was reported. 

These evaluations do not include a control group and the number 
of participants is very small. Therefore, it is practically 
impossible to draw firm conclusions regarding the conclusive 
effectiveness of large-scale mental imaging. However, this 
technique seems to improve the ability of motivated individuals 
to take charge of changing their attitude toward drugs. Miller 
and Hester (1986) indicate that it would be an advantage to know 
what factors can be used to predict the success of such therapy. 

3.3.2 BEHAVIORAL COGNITIVE THERAPY 

We may reasonably assume that many offenders have difficulty in 
clarifying their objectives in life. Given their situation, they 
are not always inclined to perceive positive aspects or establish 
long-term personal goals. An approach aimed at training inmates 
to think and behave in a rational manner may provide them with a 
springboard. Cognitive behaviour therapy consists of teaching 
inmates to increase their ability to think rationally. This 
method of guidance teaches participants to confront the stresses 
of daily life (Cox, 1979). 

The chief objective of rational thought training is to develop an 
ability to think rationally. This approach is based on the 
hypothesis that thought can control emotion and behaviour (Cox, 
1979). 

Goodman and Moultsky (1974, see Cox, 1979) have already listed 
the five basic criteria for rational thought. First, thought 
must be based on objective information. It must be geared to a 
positive view of life. It must help the individual achieve his 
objectives in life. It must also enable individuals to function 
with a minimum of psychological conflict from within the 
individual or from his immediate surroundings (e.g., family, 
job). 

This approach was adopted by the Lexington Federal Correctional 
Institute in Kentucky (United States) to assist alcoholic 
offenders. One residential unit accommodated 80 men from 21 to 
62 years of age (average age 39 years). These inmates had all 
committed offenses prior to the offence which led to their 
incarceration. Five techniques were used to develop their 
rational thinking ability during group therapy sessions (see Cox, 
1979). 	The first step was to make residents understand the 
objectives of learning rational thinking skills. 	(What do 
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rational thinking objectives mean when the individual has changed 
his behaviour?) Next, residents learn to function with the five 
basic criteria of rational thought. Then, they learn to 
understand their feelings. And lastly, in two stages, residents 
learn how to rationally analyze their own behaviour and how to 
use imaging to rationally condition themselves. 

To evaluate the program, two changes in attitude were examined: 
1) changes during the period in residence based on disciplinary 
reports; 2) parole violations. We should point out that the 
aforementioned techniques were taught over a three-month period 
in small group meetings held two or three times a week. These 
group sessions were also accompanied by individual consultation 
at least twice weekly. 

Two months prior to the program, disciplinary reports averaged 26 
per month. These disciplinary reports diminished constantly to 
an average of six per month during the three months of the 
program. Once on parole, only two of the 15 residents who 
completed the program had their parole revoked. The author (Cox, 
1979) concludes that rational behaviour therapy is a useful 
treatment program for male inmates. 

The purpose of specific cognitive behavioral methods is to 
prevent relapse. Its importance in the literature convinced us 
to discuss it in a separate sub-section. 

3.3.3 	PREDICTING AND PREVENTING A RELAPSE 

A significant number of alcoholics who successfully complete a 
treatment program return to their alcohol abuse habits. This 
relapse phenomenon is due to an erosion of the treatment's 
effectiveness. Environmental conditions during the application 
of group (or individual) treatments are different than real-life 
conditions. Often, the living conditions of former alcoholics 
conspire to involuntarily encourage drinking. In general, the 
longer the period of abstinence, the stronger the conviction that 
one can resist the situation formerly associated with alcohol 
abuse (Cummings et al., 1980). 

Research in this area has been most effective among alcoholics. 
According to this model, living habits are at the root of alcohol 
abuse. Even when drinking behaviour subsides for a short period, 
unchanged living habits quickly revive the old behaviour. All 
forms of compulsive drinking are associated to situations and 
reactions moulded by time. 

According to Litman (1986), the interaction between several 
psycho-social factors leads to relapse. These factors include 
risk situations, the variety of alternatives to drinking 
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behaviour, the way these alternatives are perceived and self-
esteem. The combination of hundreds of these factors regularly 
prompts former alcoholics to justify, in their own minds, a 
return to drinking. Interested by the relapse phenomenon, Litman 
et al. (1977; see Litman, 1986) developed three questionnaires 
designed to help establish what factors precipitate a relapse. 
Each of these questionnaires covers an aspect related to 
relapses. 

1) Factors able to cause a relapse. 
2) Alternative behaviour. 
3) The effectiveness of alternative strategies. 

To begin, these researchers (Litman et al., 1977; see Litman, 
1986) examined the factors most likely to explain each of the 
earlier aspects. In all, 120 patients answered the three 
questionnaires to determine the chief factors involved in these 
aspects. 

In terms of precipitating factors, 60% of the response variance 
can be ascribed to the four following factors: 

1) unpleasant emotional sensations (example: depression 
and psychological stress); 

2) certain external events; 

3) situations creating social anxiety; and 

4) increased cognitive vulnerability. 

In terms of alternative behaviour, 48% of the response variance 
can be ascribed to four factors: 

1) positive thinking (stop examining the 
drinking and eliminate false motives); 

reasons for 

2) negative thinking (thinking 
triggers drinking); 

3) distractions and substitutes; and 

4) avoiding risk situations. 

As for the effectiveness of alternative strategies and behaviour, 
47% of the response variance can be ascribed to three elements: 

about the problem that 

1) 	cognitive control (including negative and positive 
thinking); 
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2) strategy to avoid risk situations; and 

3) distractions and substitutes. 

In a second stage, the researchers evaluated the relation between 
factors that precipitate relapses and alternative behaviours of 
minimal success. In summary, only the strategy of avoiding 
situations that generate social anxiety, and cognitive 
vulnerability were associated with success. 

several interesting differences emerge between individuals who 
relapsed and those who overcame use. The findings clearly show 
that relapsed individuals experience many more unpleasant 
emotions (depression and tension). These findings suggest that 
depressed and anxious individuals are subject to a higher risk of 
relapse (Litman. 1986). 

As well, individuals with more alternatives have a lower risk of 
relapse. This information supports the findings of Cummings et 
al. (1980) in previous studies. In general, negative emotional 
states are a major contributing factor in relapses. It is 
therefore important that treatment programs include therapeutic 
activities designed to minimize depression during the follow-up 
period. 

Cummings et al. (1980) detected a number of intervention points 
of use in preventing relapses (see Table 3). Naturally, these 
pertain to the principal contributing factors in relapses 
identified by studies. These areas of intervention are: 
cognitive history, risk situations, alternatives to use, the 
anticipated effects of drug use, the triggering of a relapse and 
the effect of breaking abstinence (see Table 4). 

The first three areas of intervention offer the most advantages 
because they can occur before the relapse process has advanced 
too far. Another important factor in relapse can be the 
individuals' perceptions of their effectiveness in dealing with 
the problems involved situations where the risk of abusing drugs 
is high (see Annis, 1986). The more individuals perceive 
themselves as ineffective in solving their alcoholism problem, 
the higher the risk of relapse. For this reason, Annis (1986) 
introduced this variable in his relapse prevention model. 

Marlatt and Gordon (1980; see Senn, 1983, p. 92) have made six 
recommendations for relapse prevention programs to increase their 
likelihood of affecting behaviour. 

1) When situations involving a high risk of recidivism or 
relapse are identified, role playing exercises specific 
to these situations should be practiced. 



Alternative 	 Improved self- 	Decrease in the 
solution 	 effectiveness 	probability of a 

relapse 

Cognitive history 	High risk 
(use of inappro- 	situation 
priate and decision 
precipitating life-
style factors) 

No alternative 
solution 

Decrease in self-
effectiveness and 
anticipated positive 
effect of drug use 

Drug use 

Increased probabili- Breaking absti- 
ty of relapse 	 nence and sense of 

failure 
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2) The sense of guilt that accompanies a relapse should be 
reduced. 

3) Identify high risk situations and apply problem-solving 
techniques. 

4) Encourage the development of decision-making skills by 
examining the pros and cons of each type of behaviour. 

TABLE 3 

COGNITIVE BEHAVIOUR MODEL OF THE RELAPSE PROCESS 

Source: Cummings et al, 1980, p. 298. 
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TABLE 4 

INTERVENTION AREAS FOR PREVENTING RELAPSES 

Self-control and 	Skills development 
assessment of per- 	(if inadequate) 
behaviour 

Use of inappropriate 
as warning signal; 
active decision-
making 

Cognitive history 

.Lifestyle inter-
vention 
.Education about the 
effects of drugs 

Decrease in self-
effectiveness and 
anticipated positive 
effect of using drugs 

High risk 
situation 

Develop skills to 
moderate and control 
use 

Triggering of 
relapse (drug use) 

Desensitization (if 
inhibited by anxiety 

No alternative 
solution 

.Cognitive restruc-
turing 
.Self-control inter-
vention 

Effect of breaking 
abstinence 

Source: Cummings et al., 1980, p. 308. 

5) Take personal time for gratifying 
activities, such as meditation or sports. 

6) Schedule an activity involving use to 
relapse need not continue after one use. 

and pleasant 

show that a 

3.4 CHEMICAL TREATMENTS  

3.4.1 METHADONE 

It seems that methadone maintenance treatment is one of the most 
widespread treatments in the addiction field. Methadone 
alleviates the uncomfortable symptoms related to heroine 
withdrawal and is considered a low-risk drug that can minimize 
dependency (Gandossy et al., 1980). The supporters of this type 
of treatment believe that methadone is useful for enabling the 
addict to remain in treatment while acquiring the pro-social 
behaviour required by community living. This idea is based on 
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the reasoning that individuals who receive a substitute for 
their usual drug will have more free time to spend on activities 
other than seeking drugs. 

Methadone is a synthetic opiate discovered during the 1940s and 
first used for the treatment of drug addiction in 1966 by Dole 
and Nysmander (Lauzon, 1988). 

The following description of a methadone treatment is based on an 
article by Lauzon (1988). Because the discomfort of withdrawal 
often prompts the addict to use the drug, one of the important 
principles of methadone treatment is to suppress these symptoms. 
Ingesting methadone prevents the usual reaction of ingesting 
heroine, which consequently reduces use. The dose of methadone 
which alleviates the symptoms of withdrawal encourages the addict 
to remain in treatment, and thus increases the chances that the 
individual will stay long enough to develop a relationship with 
the caregivers. Individuals targeted by this type of treatment 
have been regular drug-users for at least two years and are least 
18 years of age. The ideal client would have tried to abstain at 
least once prior to admission to the methadone treatment program. 

At the outset, the client must sign a contract stating that he is 
aware of the program's rules and promises to obey them. 
Initially, the individual must go to the drug store every day to 
receive his methadone dose; as he proves himself, however, he 
obtains the right to take the methadone home and administer it to 
himself. Urine analysis is often used to detect the presence of 
narcotics or cocaine, which may indicate that the methadone dose 
is inadequate to dispel the attraction of heroine or that the 
client is making no progress in the treatment. As in the case of 
non-chemical treatments, individual and group therapy are a very 
important element of methadone treatment. 

Let us now examine the different stages of treatment more 
closely. The final goal of this phase, which can vary in length 
from a few weeks to a year, is to stabilize the client, to bring 
him to the point where he stops using, to evaluate his current 
state of health, to provide him with shelter and encourage him to 
obey the rules of the program. Sometimes, clients who are 
friendless and perhaps unemployed sink into a depression that 
must be very carefully monitored by the therapist and treated 
with anti-depressants if necessary. During the second phase, 
individuals have finally achieved a degree of stability 
demonstrated by compliance with the program's rules, the 
cessation of their illegal activities, and regular drug use. 
After three years, clients will have successfully emerged from 
this phase ready to meet their social responsibilities, to make 
new friends, to cultivate new interests and end their use of 
illicit drugs for good. Psychotherapy is still very important 
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during the second phase of treatment. During the third phase, no 
form of therapy is provided although clients continue to meet 
with a caregiver once every two months and are now rehabilitated. 
Two options are available to individuals: either they continue 
on methadone for an indefinite period, or they gradually stop 
using the drug over a six to 12 months period with help from a 
support group of former addicts. 

Schut et al. (1975) studied the behaviour of 65 male heroine 
addicts. They compared the behaviour of these heroine addicts 
before, during and after their treatment with methadone. The 
purpose of the Schut et al. (1975) study was to determine whether 
the occurrence of violent crimes, crimes against property and 
arrests under the Narcotics Control Act would decrease among 
participants in a methadone maintenance program. The average 
age of the 65 participants was 33.8 years. Of that number, 52% 
were married, 26% single and 22% divorced. Another notable 
characteristic is that 54% were unemployed compared to 46% who 
were employed. Their findings show that the number of arrests 
for violent crime, crime against property, or infractions of the 
Narcotics Control Act significantly decreased after admission to 
the program. 

The researchers (Schutt et al., 1975) mention that their findings 
are supported by several studies, but cannot be generalized to 
female heroin addicts. Other studies (Sechrest and Dunckley; 
McCable et al., 1974; Boudouris, 1977) have evaluated the 
predictive value of certain factors related to abandoning the 
methadone treatment program. 

First, in the study by Sechrest and Dunckley (1975), the effects 
of a program on criminal activity, employment and drug abuse were 
evaluated by comparing participants involved in the program over 
a two-year period to those who had dropped out of treatment 
prematurely. In addition to methadone treatment, the program 
studied also included referral to a placement agency and 
individual counselling. Of the 937 patients enrolled in the 
program in 1972, the first 463 comprised the population studied. 

Individuals identified as having dropped out had been in .the 
program for an average of 13.2 months as opposed to participants 
who had spent 24 months or more in treatment. The variables 
studied (criminal activity, employment and drug use) were 
compared during the 18 months prior to and following admission to 
treatment. The researchers (Sechrest and Dunkley, 1975) 
discovered significant differences between the pre-test and post-
test results regarding criminal activity. Participants who had 
completed the program had a higher rate of employment, and those 
who had abandoned the program used heroin twice as often and had 
also increased their use of alcohol. In summary, criminal 
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activity and drug use declined among patients who remained in the 
program for more than 24 months, and their involvement in the job 
market increased. 

According to Sechrest and Dunckley (1975), the best factors for 
predicting whether an individual will drop out of a methadone 
treatment program are: 1) the number of arrests during the 18 
months prior to the start of the program (the more arrests the 
higher the likelihood of abandoning the program); 2) excessive 
use of alcohol (subjects who drank large amounts of alcohol at 
the beginning of the program were likely to drop out). 

In summary, although these findings were obtained without a 
control group, they show that the success of methadone treatment 
is important in terms of diminishing criminal activity and the 
use of illicit opiates, as well as increasing employment. As 
yet, the motivation of participants undergoing methadone 
treatment has a major influence on the beneficial effects. 

McCabe et al. (1974) investigated the possibility that psycho-
social variables and criminal histories had a bearing on whether 
people abandoned treatment. Based on 50 ex-inmate addicts who 
had abandoned treatment, and 50 receiving regular treatment, 
they concluded that no significant difference existed in terms of 
criminal histories and socio-demographic variables as possible 
reasons for abandoning treatment. 

However, most individuals who had abandoned treatment claimed 
that they did not expect treatment would help them. This 
observation led McCabe et al. (1974) to consider four possible 
explanations for initial participation and then drop-out. 

According to McCabe et al. (1974), some inmates use admission to 
the program as an attenuating circumstance during arrest. On the 
surface of things, participation indicates that the individual is 
seeking help. Other addicts use this type of program merely to 
avoid withdrawal symptoms while ensuring a minimum supply of 
synthetic opiate. Lastly, some participate in order to meet 
other heroine addicts and take advantage of their access to 
heroine, while still others participate to gratify certain 
personal needs. 

Some studies (see 
sincerely believe 
greater success. 
participants who 
treatment. 

McCabe et al., 1974) show that individuals who 
that the program will change their lives have 
There is also a positive correlation between 
are unemployed and those who drop out of 
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These findings reveal that motivated participants who find 
employment have a greater chance of overcoming their problem. 
McCabe et al. (1974) mentioned that greater emphasis on job 
placement or training can increase the effectiveness of 
rehabilitation. Boudouris (1977) reached a similar conclusion by 
questioning 112 individuals who abandoned treatment (74% men and 
26% women) and 110 individuals in treatment (77% men and 23% 
women). Of those who abandoned, 63% referred to the importance 
of individual counselling combined with the treatment, and 164 
the importance of jobs or vocational training. When the time 
comes to decrease the methadone dose, naltrexone is effective. 
Brahen et al. (1984) point out that in addition to reducing 
illicit drug use, naltrexone can decrease the amount of methadone 
used after release and, at the same time, reduce the criminal 
activity used to support a drug addiction. In addition to its 
highly potential antagonistic effect, naltrexone is a slow-
release drug and can be taken orally (Martin et al., 1973). 

Lastly, with regard to applying the methadone treatment, Van de 
Wijingaart (1988) points out the advantages of involving family 
doctors. First of all, these doctors generally have a closer 
relationship with their patient and a better understanding of the 
drug addict's physical condition. 	This practice has a major 
influence in avoiding stigmatization. 	In conclusion, this 
approach has been adequately effective among heroin addicts to 
ensure minimal rehabilitation. 

3.4.2 OTHER PHARMACOTHERAPIES  

Disulfiram, CCC (citated calcium corbimide) and metronidazole are 
the three major chemical substances tested on alcoholics. 
Patients in treatment who drink alcohol after having taken one of 
these chemical substances experience extreme physical discomfort. 
This discomfort is severe enough to suppress the desire to drink 
alcohol. A few studies (see Miller, 1980; Miller and Heather, 
1986), which include control groups, show success in remaining 
abstinent and functioning in society. 	The best results were 
obtained with disulfiram. 	In these cases, up to 53% of 
alcoholics stop drinking, compared to control groups in which 
only 24% to 36% were abstinent (Miller and Heather, 1986). 

When disulfiram is used as a sub-cutaneous implant, the results 
are even better. Haines (1978) suggests that Canada's federal 
penitentiaries should require parolees to undergo a disulfiram 
treatment when their offense is related to alcohol abuse. 
According to Miller and Heather (1986), the aforementioned 
findings cannot justify this practice for two reasons. First, 



47 

the findings show little difference between the use of 
disulfiram and a placebo. Secondly, disulfiram can have adverse 
effects on health. Use of disulfiram also causes fatigue and 
headaches. 

As for the use of CCC (citated calcium corbimide), the findings 
are modest. A study by Levy, Livingstone and Collins (1967; see 
Miller and Heather, 1986) report an abstinence rate of 37% after 
a nine- to 14-month follow-up of a group of alcoholics, contrary 
to no abstinence for the comparison group. Lastly, studies on 
metronidozole (see Miller and Heather, 1986) reveal consistently 
negative findings. Other chemical substances (emetine, 
apomorphine and succinylcholine) have been used in aversion 
therapies. Abstinence rates for aversion conditioning with 
emetine vary from 20% to 60% one year after treatment (Miller, 
1980). Middle-class patients, or patients from a higher socio-
economic background, and motivated to pursue a costly and 
unpleasant treatment program, achieve more success. Because of 
the extreme discomfort of chemical aversion therapy, medical 
warnings and modest results, these approaches are best used as a 
last resort. 

3.5 INTERVENTION STRATEGIES FOR INCARCERATED NATIVES  

Recent studies by Statistics Canada (1984, Native Counselling 
Service of Alberta, Report no. 5) show that Canadian natives 
account for 9% of the federal prison population and an average of 
15% of the provincial prison population. Of the total Canadian 
population, however, natives represent only 2% (Statistics 
Canada, 1981, Native Counselling Service of Alberta, Report no. 
11). This observation allows us to state that native offenders 
are over-represented in Canadian correctional institutions 
throughout most of the provinces and territories. At the 
national level, the abuse of chemical substances and alcohol is 
also very widespread among Indians and Inuit. According to 
NNADAP data (National Native Alcohol and Drug Abuse Program), 
Indians comprise 1.3% of the Canadian population but account for 
approximately 17% of hospital admissions for alcohol problems. 
In Alberta, for the past twenty years, an Edmonton group has been 
aware of this problem. 

The NCS program (Native Courtworker Service of Alberta) was 
created in response to problems with natives in criminal court. 
These problems primarily comprised: 

1) language barriers that inhibited communication; 
2) misunderstanding of legal procedures which encumbered 

the treatment of criminal activity; 
3) an inability to pay fines; 
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4) an extreme reticence to address the court; 
5) a lack of knowledge among agencies designed to assist 

or guide offenders; 
6) confusion about the law; and 
7) confusion about native rights. 

(See NCSA Report no. 11, 1981.) 

From its inception, the NCS based its philosophy on the premise 
that natives in conflict with the law are disadvantaged by their 
incomplete understanding of the criminal justice system. 

Since then, the NCS has followed three guidelines to achieve this 
objective: 

1) Increase understanding and the information available to 
natives concerning the justice and other systems. 

2) Increase understanding and the information available to 
members of the justice system concerning special 
circumstances likely to involve natives in the justice 
system. 

3) Increase understanding and the information available to 
the general public concerning natives and the justice 
system. (See NCSA, Report no. 11, 1981.) 

It is clear that the desired results of this approach are to 
reduce the imprisonment of natives struggling to understand the 
Canadian justice system. As well, when the program started, 
court social workers quickly realized the extent of alcohol-
related problems among natives in conflict with the law. 
Therefore, in 1971, the Service broadened its field of 
involvement and became what is known today as the NCSA - Native 
Counselling Services of Alberta. The program consists of liaison 
officers, parole officers and family and juvenile court workers. 

The NCSA operates several programs offered to alcoholic natives 
by the correctional services. These programs include, in 
particular, the liaison officer program, the voluntary community 
work program in lieu of fines, minimum security forest camps and 
programs to improve family life. 

3.5.1 THE LIAISON OFFICER PROGRAM 

The liaison officer program considers itself a liaison service 
that provides a bridge between native offenders and correctional 
service personnel, between native offenders and outside services, 
and between the native culture and other cultures. 
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This program also provides liaison between the NCSA's target 
population and the programs it offers. Therefore, this program 
provides communication services and referrals to services such as 
forest camps, FLIP (Family Life Improvement Program), and 
community programs, while offering assistance during parole or 
temporary release. We will now examine the various NCSA programs 
and how they improve the condition of natives. 

3.5.2 	PROGRAM OF COMMUNITY WORK IN LIEU OF FINES OR 
IMPRISONMENT  

This community work progrmm has two major objectives: 	1) to 
obtain a reasonable alternative to imprisonment through work of 
service to the community (this objective is aimed at people who 
are unable or unwilling to pay their fines); and 2) to reduce the 
cost of transporting inmates from the detention centre to court 
and the cost of imprisonment (NCSA, Report n. 11, 1981). The use 
of this service can occur in two stages: the pre-institutional 
phase, before the person who has not paid his/her fine is 
incarcerated; and the institutional phase for inmates 
incarcerated because they did not pay their fine. Furthermore, 
participants in this program receive minimum wage. The October 
1982 issue of the NCSA's magazine reported that 126 people 
participated in this program between 1981 and 1982. Clients were 
75.4% (95) male, with an average age of 22 years, and 24.6% (31) 
female, with an average age of 27 years. The group was charged 
with 183 offenses related to various laws, such as the Narcotic 
Control Act, the Highway Code and others. Most Criminal Code 
offenses (50%) were for drunk driving. 
In all, 107 people successfully completed the program. Only 10 
persons had 732.5 hours of community service outstanding. Four 
people performed 275.5 additional hours of work and four settled 
their last 95 hours of service with a payment of $380. The 
comments of agencies involved in the program all seem to indicate 
that the program was a success. In general, the qualitative 
findings indicate a significant rate of success. 

3.5.3 FOREST CAMPS  

The forest camps include the camp at Beaver Lake, Alberta. 
MacDonald (1987) wrote a report on the camp's activities. He 
stated that the chief objective was to reduce recidivism through 
a work and recreation program that differed from most of those 
available in other institutions. 

The program includes education sessions designed to develop work 
skills and general lifeskills, and it also aims to involve 
inmates in the community and provide some work experience that 
will help them obtain permanent employment after release. 
Individuals who participated in the project in 1986-87 were 
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between the ages of 17 and 49 years (average 28.4 years). Of 
those individuals, 59% were employed, 15% unemployed and 4% 
students, most of whom had committed property-related offenses 
such as theft of more than 200 dollars and break and enter. The 
length of the participants' sentences was approximately 200 days 
during the camp's eight years of operation. There had been one 
to three escapes annually, most of them during temporary 
releases. As McDonald reports (1987), we may reasonably conclude 
that the camp program was successful and very effective. The 
reason for its closure was not ineffectiveness, but lack of 
funds. Once again, no rigorous study actually evaluated the 
program's effectiveness. 

3.5.4 FAMILY LIFE IMPROVEMENT PROGRAM 

FLIP (Family Life Improvement Program) offers assistance to 
natives with family problems. The program chiefly consists of 
group meetings. These meetings make it possible to disseminate 
information through films, lectures or group discussions. The 
FLIP program's four primary objectives are as follows (see NCSA, 
FLIP, Final Report, 1985). 

1) develop skills to help natives in their family 
situation; 

2) provide an opportunity for personal growth; 
3) motivate people to improve their lifestyle; and 
4) act as a support group. 

FLIP is primarily intended for people who have lost custody of 
their children, who have problems with their family 
relationships, who lack parental skills, and who have low self-
esteem or a poor understanding of their feelings. In 1984, 31 
men (13.4%) and 201 women (86.6%) were referred to the program. 
The referred persons were 16 years of age and over, and most 
(96%) were parents of one to five children, or an average of 2 
children. Of these 232 clients referred to the program, 66.4% 
took part in at least one session. On average, clients 
participated in 10 sessions. In all, 154 individuals took part 
in sessions provided in 1984 and 29 graduated. 

A questionnaire was used to qualitatively evaluate the benefits 
of the program among graduates. Graduates, social workers and 
other caregivers involved in the program answered the 
questionnaires. 

In general, the program's strengths were to have improved the 
participants' attitude toward themselves, their ability as 
parents, family life in general and communications with their 
children (see NCSA, FLIP, Final Report, 1985). It is clear that 
the sample on which the program evaluation was based is biased 
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because it includes only those participants who graduated while 
those who dropped out were not evaluated. However, this 
evaluation provides a qualitative appraisal of such a program's 
effectiveness. 

3.5.5 COMMUNITY CORRECTIONAL CENTRES  

Other assistance programs developed by NCSA are community 
residential centres. These are apartments for former inmates of 
provincial and federal institutions. The individuals who live in 
these facilities are on parole or temporary release. 

The chief admission criteria reported by NCSA (1985 Report) are 
as follows: 

1) prior convictions; 
2) judged guilty; 
3) length of sentence; 
4) general attitude; 
5) behaviour in the community and the institution; and 
6) personal goals. 

Residents must remain at the Centre for at least 30 days. The 
program was developed to enable a better transition to life in 
the community; to help residents assume their family 
responsibilities in an environment offering stable support; to 
prevent recidivism; and to help residents develop skills and set 
realistic objectives in their lives. Lastly, the program aims to 
help residents maintain living habits that lead to job stability. 
The programs offered in the Centre include AA groups, individual 
counselling, a placement or family support program, and a skills 
development program. We received no evaluation of this specific 
type of program. 

3.6. SUBSTANCE-ABUSE INTERVENTION AMONG FEMALE INMATES  

Drug use is common among female offenders (see Brochu and 
Desjardins, in press). However, the literature does not indicate 
that very many programs specifically designed for them are 
available. Our research uncovered only two. However, we should 
add that few women are generally treated for alcoholism or other 
addictions (Brochu, Boudreault and Belley, 1987; Reed, 1985). 

Let us therefore examine how the two programs described in the 
literature operate. 

The objective of the first program is to provide community 
intervention to incarcerated women with drug problems. 	A 
discussion group including members of the community and inmate 
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volunteers was created. 	Ten inmates regularly attended the 
program, entitled the "Community Based Drug Action Program", 
along with other non-inmates (such as a psychiatrist, a lawyer, a 
yoga teacher, and members of a neighbouring community centre) who 
attended occasionally. Inmates were asked to become openly and 
personally involved in the discussions. These discussions led 
the group to explore a variety of topics, such as personal 
problems and the lack of rehabilitation programs. They gave rise 
to a group called the "Intensive Encounter Group Therapy" group. 
Participants met once a week. A sponsor system was also 
developed to foster the inmates' reentry into society. Thus, one 
briefly trained member of the community would go out with the 
inmate once a week, to share a meal, see a film, attend church or 
engage in other constructive activities. The author (Gregory, 
1974) considers the program effective, low-cost and very popular. 
However, no evaluation of its effectiveness was performed apart 
from comments gathered from a few inmates and one member of the 
prison's management after one year of operation. 

The chief aim of the second program was to provide a drug-free 
prison environment to assist inmates who want to stop using. All 
of the inmates chosen for the program and transferred to this 
unit had volunteered. The program consists of a work or study 
project, physical training, recreation, group discussions and 
individual therapy. We should mention that the work and study 
projects were performed along with other inmates not in the 
program, as in the case of the Network therapeutic community 
(Bishop, Osborne and Peterson, 1988). 

The population involved in the program consisted of 80 women. 
Half of these women were 25 years of age or less. Many had 
committed drug-related offenses. At least 75% of them had 
already injected drugs themselves. Few had maintained a steady 
job for more than a year. Half of these women were serving their' 
second prison sentence. 

The program lasted three months for half of participants and more 
than three months for the others. We should note that one-
quarter of the inmates remained in the program for six months. 

A two-year follow-up was conducted. It appeared that half of 
participants had been reciditive, but slightly more than half of 
those who returned to prison had dropped out before completing 
the program. 

Half of the inmates who completed the program no longer used 
drugs, compared to only 24% of those who did not complete the 
program. 
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Sixty-eight per cent of inmates who did not complete the program 
received a negative work assessment, compared to only 41% of 
inmates who completed the program. 

When we combine the three previous evaluation criteria 
(recidivism, drug use and job performance), 19 women displayed 
signs of effective social integration. Of these 19 women, 15 had 
completed the program compared to only 4 who had not. This is 
not a very solid basis for an evaluation, given the lack of a 
genuine control group. However, positive indications of the 
program's effectiveness are evident. 

3.7 COMPULSORY TREATMENT 

Control measures within a prison context can also involve 
requiring people to take treatment. In this respect, the law 
provides a tool for reaching a certain percentage of the addict 
population. 

However, several authors (Platt et al., 1988; and Ross and 
Lightfoot, 1985) agree that it is much more beneficial if 
pressure to involve addicts in treatment is informal. In this 
regard, pressure from family or employers can play a major role 
in fostering voluntary involvement. However, in some cases, 
following a treatment order, therapists can persuade individuals 
that they have an addiction problem and the extrinsic motivation 
becomes intrinsic. 

The obligation to take treatment can be of benefit if 
appropriately applied. Thus, addicts who have already decreased 
their drug-use as they grow older, as well as persons facing a 
sentence, benefit most from this measure (Platt et al., 1988). 

Some research (see Platt et al., 1988) supports the existence of 
a phenomenon whereby drug use decreases in light of social 
pressures on the user. Gradually, the addict becomes more likely 
to adequately live with these pressures. 

However, compulsory treatment involves several problems. First, 
the effectiveness of treatment programs clearly depends on the 
individual's desire to change. Compulsory treatment is also 
outside the scope of criminal justice. As Hartjen et al. (1982) 
report, the objective of criminal justice is to protect society, 
individuàl rights and people's health. By coercing people to 
accept treatment, the distinction between punishment and 
rehabilitation becomes blurred. In a way, rehabilitation becomes 
punishment. Furthermore, these authors also mention the 
discriminatory aspect of obligatory treatment, namely, that 
people who are a priori  undergoing voluntary treatment are not 
subject to sanction and escape the system. Given this 
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discrimination, this measure is unjust from an egalitarian point 
of view. 	Furthermore, we may question whether such measures 
provide more protection to society. 	Lastly, some authors 
(Hartjen et al., 1982) note two dangers: 	1) the substantial 
extension of official controls beyond what would otherwise be the 
case; 2) sanctions would not be based on what is done, but on 
what might happen. 

In the United States, for example, the TASC (Treatment 
Alternative to Street Crime) treatment program is used to 
sidestream adults with a drug problem outside the criminal 
justice by making participation in a treatment program a 
condition of probation or a substitute for legal proceedings. 
Prospective clients are identified when in temporary custody or 
during trial. Although the program is new, it has already 
channelled 45% of prospective clients into treatment (National 
Council on Crime and Delinquency, 1974). The TASC program 
evaluation has prompted some researchers (Hubbard et al., 1988) 
to conclude that clients referred by the justice system benefit 
from the program as much as the other clients being treated. The 
authors (Hubbard et al., 1988) report that very few clients of 
the TASC program are on a methadone treatment program and that 
participants in this type of program, supervised by the justice 
system, receive fewer social services once outside the program. 
This type of assistance program reduces recidivism. Individuals 
referred by the justice system do not engage in more illegal 
(violent) activities after treatment than other participants not 
involved with the justice system (Hubbard et al., 1988). 

It therefore seems that compulsory treatment can be effective, 
but that it is very important on a moral level to place clear 
limits on the right to intervene. 

3.8 CONCLUSION 

Many more studies have been performed to assess tertiary 
prevention than the two previous types of prevention. Therapeutic 
communities and chemical treatments are the two most prominent 
methods in terms of their proven effectiveness among inmates. 
Following them are cognitive behaviour therapies and support 
groups. Current literature only enables us to rank the programs 
on the basis of the number of studies proving their 
effectiveness. Furthermore, the research does not yet allow for 
an accurate evaluation of the characteristics of people who most 
benefit from the programs. Of course, some studies lead us to 
believe that level of education and social stability (family and 
job) are among the factors associated with success. Self-esteem 
also appears to be a determining factor. However, these factors 
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remain crude and warrant further investigation. 	Rigorous 
studies of minority prison populations (natives and women) are 
not listed in data banks, and it therefore becomes difficult to 
establish the effectiveness of intervention specifically designed 
for these groups of inmates. 
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SUMMARY AND CONCLUSION 

Primary prevention in a penal environment is necessary to prevent 
the penal context from becoming an excuse or a cause for drug 
abuse. However, society in general offers no integrated and 
well-established model as a basis for developing a primary 
prevention policy. The Correctional Service of Canada should 
therefore play a leading and creative role in this field, and 
pilot the evaluation of an integrated program that simultaneously 
targets the substance, the individual and the individual's 
environment. 

The secondary prevention programs identified in our review of the 
literature are exclusively directed toward the individual, 
although secondary prevention programs could also be geared more 
directly to the substance or to the environment. Among the 
secondary prevention programs targeting the individual, it seems 
that broad-spectrum programs have been more effective than the 
simple use of isolated techniques. Two secondary prevention 
programs stand out in this respect: bibliotherapy and lifeskills 
programs. 

Many studies have been performed to evaluate tertiary prevention. 
Of the methods that come to mind, we should mention therapeutic 
communities, chemical treatments, cognitive behaviour treatments 
and support groups. 

In general, there are very few studies of the effectiveness of 
primary and secondary prevention programs for inmates, but the 
situation is even more alarming for incarcerated members of 
minority groups (natives and women). It is time for correctional 
authorities to emphasize rigorous evaluation of these programs in 
general and, more particularly, to invest special energy in 
developing and evaluating prevention programs (all three levels) 
for natives and for women. 
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APPENDIX 

1) If the prisoner remains in prison, is treatment available, 
who is responsible for treatment, and what is the nature of 
treatment? 

2) If the prisoner is transfered to an institution other than a 
correctional institution, what type of facility is used and 
what type of treatment is offered? 

3) Is there follow-up or a probation procedure after the 
offender leaves the residential facility? 

4) Have the follow-ups, evaluations of the procedures used or 
control studies been studied? 
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