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I 

FOREWORD BY LORD PATEL


was asked to take on the role of Chair, and to establish the Prison Drug 

Treatment Strategy Review Group, to carry out a review of drug treatment and 

interventions in prisons and for people on release from prisons in England. 

I have worked for many years, as a practitioner, manager and policy maker in 

tackling drug use and was aware of the additional complexities involved in 

tackling drug use in prisons. However, it was important for me to understand the 

real practical issues and barriers to effective drug treatment and interventions in 

prisons. I therefore undertook a series of visits to prisons and talked to staff at all 

levels, commissioners, providers and most importantly to prisoners themselves, in 

order to gain a personal understanding of the key issues for this review. 

This review was different to many Government reviews in that it was not based 

on my work or observations alone, but on the work of a diverse group of people 

with knowledge, expertise and experience on drug treatment and interventions in 

prisons. 

I want to acknowledge the importance of this diverse group of people who have 

worked together over many months to achieve consensus and produce 

constructive recommendations in a complex area. 

This review was also different in that Government officials were invited to all the 

meetings as observers and the Review Group work programme was carried out 

with the full support of the Ministry of Justice, Department of Health, Home 

Office and National Treatment Agency for Substance Misuse. The review 

represents the commitment of external organisations and Government to work 

together and make a positive impact on the lives of drug users in prison and on 

release. 

I especially want to thank the large number of service users and carers who 

engaged in our consultation process or communicated their views via our 

website. I am in no doubt from the responses that we received that drug users, 

ex-drug users and their families do have an appetite to be more actively involved 

and we need to create many more opportunities for them to do so. 
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I recognise that since work began on the review that we all face a tightening 

financial climate. I believe, however, we still have an opportunity to achieve the 

cultural and system change needed to engage drug users and the communities 

within which they reside, in effective drug treatment while in prison; to maximise 

their prospects for recovery and reintegration on release into the community; 

and, get value for money by increasing innovation, raising standards and quality, 

achieving efficiencies and improving cost effectiveness. 

Making recommendations are only the first stage - implementation is key. 

We have an opportunity for effective implementation through the work 

programme being developed within the Coalition's programme for Government 

across the fields of criminal justice, health and drugs. 

I would propose to Government that implementation is not done in isolation 

across Government, but once again with the active involvement of external 

organisations and particularly with service users and carers. 

This, I believe is the way to raise the levels of ambition about what can be 

achieved and to harness the full potential of drug users to actively engage with 

and assume responsibility for their own recovery. 

Professor Lord Patel of Bradford OBE
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EXECUTIVE SUMMARY AND RECOMMENDATIONS 

INTRODUCTION 

1.	 The Prison Drug Treatment Strategy Review Group (henceforth known as the Review 

Group), chaired by Professor Lord Patel of Bradford OBE, is an independent expert 

group commissioned to take a fresh look at drug treatment in prisons. 

2.	 The review commenced in April 2009 and the Review Group’s remit was to focus on 

drug treatment and interventions for people in prison, people moving between 

prisons and the continuity of care for people on release from prison. 

3.	 There is a wider range of issues, including mental health problems, alcohol issues and 

treatment, drug treatment in the community, the criminal justice system, and 

rehabilitation issues (housing, employment, skills and education), which have an 

impact on this scope. While these issues are not the primary focus of this review, 

they have been considered by the Review Group, as appropriate. It is important to 

note that the cross-Government Health and Criminal Justice Programme are taking 

forward the specific issues pertaining to mental health problems and alcohol issues 

in prison. The Review Group established links with this programme via Government 

officials. 

4.	 The review focuses on adults (18 years old plus); therefore, young people under the 

age of 18 years are not covered within this review. 

5.	 This report outlines the evidence gathered and work carried out by the Review 

Group and summarises their conclusions and recommendations. 

6.	 The recommendations are focused on prisons and the drug treatment sector in 

England. The Review Group established links with the Welsh Assembly Government 

to ensure that the continuity of care for drug users on release from prisons, moving 

between England and Wales, was taken into consideration. 

7.	 These recommendations have been sent to Ministers in the Ministry of Justice, 

Department of Health and the Home Office, and have been submitted as a response 

to the new drug strategy consultation. 

THE NEED FOR REFORM 

“Looking back 10 years ago there was very little help available. There is more help now 

but still not nearly enough” (Prison questionnaire respondent - Review Group Service User 

and Carer Consultation) 

8.	 Existing drug treatment funding, commissioning and delivery systems in prisons have 

been subject to increasing criticism. While the current systems have helped to 

deliver an increase in drug treatment in prisons, they are complex and characterised 

by a multitude of funding streams, commissioning and process targets. This has 
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resulted in a fragmented system with the risk of a ‘one-size-fits-all’ approach, with 

limited choices in the type of treatment and broader social support available. 

9.	 The Price Waterhouse Coopers (PWC) report specifically identified: 

•	 The lack of a clear, unified inter-departmental strategy across Government; 

•	 Fragmented organisational arrangements for funding, commissioning,

performance management and delivery of services in prisons;


•	 The lack of a clear evidence-base for some services currently offered in prisons; 

and, 

•	 Inefficiencies and gaps in services. 

10. The criminal justice system presents an opportunity and a challenge when addressing 

a wide range of clinical and social care needs of drug users. We know that getting 

drug users in prison to engage in treatment can have a positive impact. 

11. We recognise that the continuity of care of drug treatment for people entering 

prisons, moving between prisons and on release is a complicated issue due to the 

nature of the prison environment – a rising prison population resulting in a strain on 

limited staffing resources, disrupted regimes and some prisoners being placed 

further from home. 

12. However, there is now a strong call amongst drug users and carers for greater 

continuity of drug treatment both within and between prisons. And there is a very 

clearly articulated need for much greater support and help on release especially with 

respect to appropriate housing, having enough money, having something meaningful 

to do and greater integration and co-ordination with community services. 

13. We have been concerned that the progress required to make the kind of system 

changes necessary to address the criticisms raised has been slow. 

14. However, since the inception of this review, there has been a substantial change in 

the political landscape. The Coalition’s programme has indicated a keenness to re-

look at issues with regard to drug use, crime and rehabilitation and the NHS White 

Paper, Equity and excellence: Liberating the NHS, has already announced 

fundamental changes to the commissioning system. 

15. With further changes likely to be announced within the new drug strategy, the 

Ministry of Justice Green Paper, 'Engaging Communities in Criminal Justice', etc. we 

now have an opportunity to achieve the cultural and system change needed to 

engage drug users and the communities within which they reside in effective drug 

treatment while in prison, and to maximise their prospects for recovery and 

reintegration on release into the community. 
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16. Our recommendations are intended to be in step with this changing political 

landscape - e.g. streamlined commissioning systems and a move towards outcomes. 

We seek to raise the levels of ambition about what can be achieved and to challenge 

the reluctance to recognise and harness the full potential of drug users to actively 

engage with and assume responsibility for their own recovery, including a renewed 

focus on abstinence as a clear goal. 

ECONOMIC CONSTRAINTS 

17. There can be no doubt that developing effective drug treatment and interventions in 

prisons and continuity of care on release in the context of tightening resources will 

be demanding - drug users’ priorities may become low ranking in a difficult economic 

climate. 

18. Within a tight fiscal context, local partnerships, commissioners and prison governors 

will have to make tough choices about where to target investment for the future and 

have a determination to get value for money from every pound spent by increasing 

innovation, raising standards and quality, achieving efficiencies and improving cost 

effectiveness. 

19. Equally, economic constraints can have the potential to be catalysts for change. 

Improvements can come from making changes in current practice and refocusing 

efforts and resources, including better working practices in terms of commissioning 

and delivery to allow the frontline more capacity to innovate. 

20. Therefore, we have worked on the basis that our recommendations should not need 

additional money to implement them, but would need to address: 

•	 Improving the quality of drug treatment for people in prison and on release from 

prison, through the development of clear standards and outcomes. 

•	 Increasing innovation – in terms of service delivery, commissioning and 

partnership working - to contribute to a reduction in re-offending and reduced 

mortality from accidental drugs overdose or chronic health problems such as 

blood borne viruses. 

•	 Achieving efficiencies and improving cost effectiveness within the drug treatment 

system in prison and for people on release from prison. 

21. Achieving the above will require genuine collaboration cross-Government and co­

ordinated commissioning between local prisons and their community partners if 

effective drug treatment and interventions in prisons and continuity of care on 

release is to be established as a fundamental part of the work of the whole prison 

establishment and an integral part of local commissioning partnerships. 
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REVIEW GROUP APPROACH AND KEY PRINCIPLES 

22. Our review and recommendations have been strengthened by a thorough review of 

the evidence base for drug treatment in prisons incorporating over 160 high quality 

peer reviewed papers, and a service user and carer consultation based on 553 

responses. 

23. Our aim is not to ‘reinvent the wheel’ but to build on the successes of preceding 

strategies, research and reviews. Accordingly, we have taken into consideration a 

wide range of key work programmes and reviews, including the Bradley Report, the 

Drug Interventions Programme review and the National Offender Management 

Service (NOMS) review of accredited substance misuse interventions. Research on 

efficiency savings and value for money on drug treatment in the community and in 

prisons was also considered. 

24. We believe that the goal of all treatment is for drug users to achieve abstinence from 

their drug – or drugs – of dependency. For some this can be achieved immediately, 

but others will need a period of drug-assisted treatment with prescribed medication 

first so their overall health can be improved, which will enable them to work, 

participate in training or support their families. They can then be supported in trying 

to achieve abstinence. 

“The worst experience was being detoxed without any warning or consultation” 

(Service user forum - Review Group Service User and Carer Consultation) 

25. We believe that an integrated care pathway, from the community into prisons and 

visa versa, and a balanced treatment system are vital to ensure that individuals get 

access to the types of treatment that is appropriate to their changing needs and 

circumstances. Local commissioners need to be able to choose from a broad 

spectrum of treatment options in both prisons and the community including 

prescribing and residential rehabilitation. 

26. Treatment alone can only go so far and we need to be more ambitious in helping 

drug users to make lasting changes, to maintain their recovery and ensure that there 

is help and support from outside the treatment system – family and friends, peer 

support/mutual aid networks, access to housing, and education and employment 

opportunities. 

27. Hence, our work during this review has been underpinned by the following key 

principles: 

•	 Continuity of care as people pass through, in and out of the prison system is the 

critical issue. 

•	 Drug users in prison should have access to drug treatment and health and social 

care provision equivalent to those provided in the community and appropriate to 

a prison environment. 
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•	 Clear outcomes to improve efficiency and effectiveness of commissioning: The 

development of an outcomes framework for assessing and managing 

performance at a local level, which is focused on recovery, is crucial. This will 

ensure that the services that are commissioned are needs based; delivered to 

high standards and achieve best value for money; and, realise any efficiency 

savings by removing duplication and reinvesting in improvements to services. 

•	 Needs based treatment and interventions: It is vital that drug treatment and 

interventions are matched to individual need and appropriate to individuals at 

the time that they are within the criminal justice system i.e. making sure that the 

right people, get the right intervention, at the right time. All available evidence 

must be used to make sure we are creating an integrated care pathway between 

prisons and community services that supports the treatment and interventions 

that are most effective, targeted at the right users with abstinence-based 

treatment for some, drug-replacement over time for others. 

•	 Improving access to reintegration pathways and provision: Integrated care 

pathways can help to ensure that there is a focus on reintegration and 

appropriate support services at an early a stage as possible, to begin to address 

the broad range of issues around recovery and reintegration presented by people 

with drug problems in prison and on release. 

•	 Integrated partnership working: To create an integrated care pathway and 

integrated services by improving partnership working between criminal justice, 

health and social care organisations, enabling effective health, social care and 

criminal justice outcomes. 

•	 Improving capacity and capability: To have an informed and effective workforce 

to deliver services for drug users in prison with health and social care needs, 

making sure that they are able to work confidently across organisational 

boundaries, by equipping them with the right skills and knowledge to share 

information and take co-ordinated action that supports the continuity of care. 

•	 Diversity and equity of access to services: Encourage the development of skills, 

awareness and knowledge in relation to issues of diversity with respect to drug 

use. This would include those relating to diversity of the workforce in prison and 

probation so that they can deliver quality drug services to the full diverse range 

of the population being served and firmly embed this into the working culture of 

the criminal justice system. This is vital to ensure that all offenders – irrespective 

of race, gender, disability, age, sexual orientation, religion or belief – will secure 

the same access to health and social care services, appropriate to their needs and 

in line with standards set for the rest of the population. 

•	 Breaking barriers - Government Departments need to work closely with external 

organisations and partners to ensure joined up national thinking across 

institutional boundaries; to help break down any barriers to local partnership 

working; establish shared objectives; and, facilitate integrated care pathways 
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between local agencies. This cross-boundary work should also continuously 

consider improvements in value for money. 

31. It is important to note that all our recommendations are interlinked and so need to 

be viewed in an integrated way. For example, the commissioning and outcomes 

recommendations are complementary and both are necessary – without clear 

outcomes, effective commissioning standards cannot be established and the 

commissioning of effective care pathways covering drug treatment and 

interventions, continuity of care provision and mainstream reintegration/recovery 

services (housing, employment) are essential in helping drug users to make lasting 

changes. 

32. A summary of our recommendations are outlined below. 
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This model can use existing sources of data and, with a performance 

assurance framework, could replace all current NOMS drug treatment 

key performance targets and the Prison Health and Performance and 

Quality Indictor for drug treatment, thereby reducing the burdens and 

duplication within the existing system. 

We recommend moving away from the current complex commissioning 

systems, characterised by a multitude of funding streams and process 
RECOMMENDATION 3: 

STREAMLINED 
targets, which have resulted in a fragmented system with the risk of a COMMISSIONING 
‘one-size-fits-all’ approach, with limited choices in the type of SYSTEMS 
treatment and broader social support available. 

Shift focus and resources to 
We recommend moving to a streamlined effective and efficient develop a streamlined, 
commissioning system that is reflective of consensus on evidence and autonomous and 
good practice and clearly aligned with outcomes. It is proposed that for accountable commissioning 
the first time in England, the majority of drug funds be jointly system that is coherent, 
commissioned at a local level - this includes NOMS CARATs funding. cost-effective and enables 
This would mean that local health commissioners, potentially within more effective decision-
new consortia of GP practices, and local drug partnerships including making by local 
local authorities, local Directors of Public Health, prison governors, etc. commissioners and 
would share the responsibility for commissioning drug treatment both partnerships 
in prisons and on release and would have a collective responsibility to 

ensure effective joint commissioning and to align/pool budgets to 

obtain the best outcomes, efficiencies and value for money. Some 

commissioning at a national level may still be needed, for example, to 

ensure the needs of the women estate and under 21-year-old offenders 

are addressed and, under this proposed system, services can be 

commissioned based on needs, at whichever level (national, regional or 

local) is appropriate for the intervention. 

We are aware that even as our work programme and recommendations 

were being completed major changes to commissioning systems within 

the NHS were being announced. Our proposed model, however, is 

aligned with the Coalition’s programme approach for a more 

autonomous and accountable system and with the NHS White Paper, 

Equity and excellence: Liberating the NHS, around GP commissioning 

consortia, which focuses on the patient’s needs – i.e. ensuring that 

patients get the right treatment, at the right place, at the right time. 

There is no detail yet about what will happen to local drugs 

partnerships and where the commissioning of drug treatment will fit. 

However, these changes to local commissioning systems reinforce the 

need for collaboration and joint commission to ensure that the needs of 

drug user in prison and on release are met against a clear strategy that 

is reflective of consensus on evidence and good practice, and clearly 

aligned with outcomes. 

Therefore, we recommend that the Government consider putting in 

place this revised commissioning system by 2011/12. 
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Service Users and Carers’ Views: 

•	 One of the biggest problems cited by people as not being met was mental health 

problems. 

•	 Drug users cited lack of awareness and knowledge about dual diagnosis, poor 

medical responses, including long waiting times to see a mental health 

professional and differences across all categories of prison. 

“I am on anti-depressants and I have still not been seen by a member of the 

mental health team to assess my health. They seem to want to throw tablets at 

us to shut us up.” (Prison questionnaire respondent - Review Group Service User 

and Carer Consultation) 

“I suffer with bad depression but wasn’t given anything for it just placed on the 

hospital wing. No one seemed to address my mental health needs, if you’re on 

methadone they won’t give you anything else, that’s what the doctor told me.” 

(Community questionnaire respondent - Review Group Service User and Carer 

Consultation) 

Drug Related Deaths 

1.27	 Farrell and Marsden found that in the week following release, prisoners are 37 

times more likely to die of drug overdose than other members of the public, due 

to diminished opioid tolerance. Women are 69 times more likely to do so. 

1.28	 A 2010 study by Stover and Michels highlighted that "coercive abstinence in 

prison may be followed by relapse immediately after release, often resulting in 

overdose, drug emergencies and death". The high death rates demonstrated in 

this study is a reminder of the real risk that prisoners, particularly newly detoxed 

ones, face on release. 

1.29	 There is no doubt that these death rates are likely to be significantly reduced by 

the provision and continuation of substitution treatment, so FP10 MDA 

prescriptions to prisoners were piloted in eight prisons and now being fully rolled 

out. 

Service Users and Carers’ Views: 

•	 Continuity of prescriptions on release i.e. access to a prescription on the day of 

release was highlighted as important. 

•	 However, the need for ID or a formal letter was cited as a block to gaining a 

prescription from a GP in the community. 
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Drug Interventions Programme (DIP) 

1.39	 Drug users released from prison requiring assistance for drug problems can 

access DIP services, which are made up of multi-disciplinary teams, known as 

Criminal Justice Intervention Teams (CJITs). The CJIT allocates a worker following 

an assessment process. This can occur at any point in the criminal justice system 

or on leaving treatment. Where a CJIT client is remanded into custody, CARATs 

take responsibility for managing drug treatment whilst the person is in prison and 

liaise with the CJIT in preparing release plans at the end of the sentence. 

1.40	 Research shows that offending levels can fall following contact with DIP, which 

has made drug users face tough choices about their drug use and need for 

treatment. 

Service Users and Carers’ Views: 

•	 Drug users identified lack of, or poor, care planning on release as a factor that 

could influence their progress. 

•	 More integrated care planning and greater joined up services between prisons 

and the community, including end-to-end management, were cited as 

improvements that drug users would like to see. 

“It would be nice to get picked up by your drug worker so you don't end up getting 

drugs on the way home”. (Service user forum - Review Group Service User and 

Carer Consultation) 

“Someone to meet you from either the local DIP teams or a trusted person to 

make sure you are not going to slip straight back to your old habits”. (Service user 

forum - Review Group Service User and Carer Consultation) 

Drug Rehabilitation Requirements 

1.41	 From April 2005, the Drug Rehabilitation Requirement (DRR) has gradually 

replaced the Drug Treatment and Testing Order (DTTO) as the main delivery 

route for drug interventions for adults within community sentencing. The DRR is 

targeted at drug users who commit acquisitive crime to fund their drug habit and 

show a willingness to co-operate with treatment. The DRR requires the individual 

to undergo treatment for a specified period, to be regularly tested for drug use 

and to attend review hearings where the court will assess progress under the 

order. 

1.42	 The DRR offers courts an intensive vehicle for tackling the drug use and offending 

of many of the most serious and persistent drug using offenders and as such, 

represents a viable alternative to custody. The number of DRRs/DTTOs has 

increased from 4,854 DTTOs in 2001-02 to 17,642 DRRs and DTTOs in 2008/9. 
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1.46	 To address the gaps around the evidence base, which are mostly around 

psychosocial interventions, we agreed an expert consensus on ‘good-practice’ 

and the importance of having integrated medical and psychosocial services 

within a menu of drug treatment services if recovery and rehabilitation of drug 

users are to be realised. 

1.47	 Research on efficiency savings and value for money on drug treatment and, 

specifically, on drug treatment and interventions in prisons was also reviewed. 

Prison-based treatment services can provide good value for money providing 

they are linked to rehabilitation and resettlement, and offer good potential for 

improving the life expectancy, reducing costs associated with deaths in custody, 

and reducing re-offending and future criminal justice system costs. 

1.48	 The evidence review was used to inform our debates and is one of a number of 

information-based papers produced to inform discussions. It should be read, 

therefore, in conjunction with other papers within the Appendices, specifically 

the papers on outcomes as evidence and outcomes are interrelated. 

1.49	 Full details of this evidence base review can be found in Appendix B and the 

impact of this and the service user and carer consultation can be found in Part 2, 

which outlines the recommendations of the Review Group. 

CHANGES IN THE POLITICAL LANDSCAPE 

1.50	 Since the inception of this review, there has been a substantial change in the 

political landscape. The Coalition’s programme has indicated that this 

Government will re-look at issues with regard to drug use, crime and 

rehabilitation and the NHS White Paper, Equity and excellence: Liberating the 

NHS, has already announced fundamental changes to the NHS commissioning 

system. 

1.51	 There is no doubt that further changes are likely to be announced within the new 

drug strategy, the Green Paper on rehabilitation and so forth. This provides an 

opportunity to achieve the cultural and system change needed to engage drug 

users and the communities within which they reside in effective drug treatment 

while in prison and to maximise their prospects for recovery and reintegration on 

release into the community. 

1.52	 We believe that our recommendations are in step with this changing political 

landscape - e.g. streamlined commission systems and a move towards outcomes. 

1.53	 And, with these recommendations, we seek to raise the levels of ambition about 

what can be achieved and to challenge the reluctance to recognise and harness 

the full potential of drug users to actively engage with and assume responsibility 

for their own recovery, including a renewed focus on abstinence as a clear goal. 
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2.6	 All these recommendations are interlinked and need to be viewed in an 

integrated way. For example, the commissioning and outcomes 

recommendations are complementary and both are necessary – without clear 

outcomes, effective commissioning standards cannot be established and the 

commissioning of effective care pathways covering drug treatment and 

interventions, continuity of care provision and mainstream 

reintegration/recovery services (housing, employment) are essential in helping 

drug users to make lasting changes. 

2.7	 Our work programme, the key elements to be addressed and our 

recommendations are outlined below. 
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RECOMMENDATION 1: CROSS-GOVERNMENT STRATEGY


Criticisms of current system: Lack of a clear inter-departmental strategy; no 

agreement on priority of outcomes – health vs. re-offending, therefore, unclear 

what commissioning is for; variability of views between Government 

Departments. 

Review Group Recommendation: Achieve efficiencies and improve cost 

effectiveness by developing (for the first time in England) a unified cross-

Government drug treatment and interventions strategy that covers people in the 

community and in prisons, moving between prisons and on release. 

2.8	 We recommend that the proposed new drug strategy covers not only community 

based drug treatment but also includes a streamlined, unified cross-Government 

drug treatment and interventions strategy for people in prisons, moving between 

prisons and on release. 

2.9	 The lack of a unified cross-Government strategic approach to drug treatment and 

interventions within prisons and the community has created a fragmented 

treatment system with individual services and providers separated from one 

another, at times due to differing ideology and targets. 

2.10	 A unified approach to drug treatment and interventions needs to focus on 

recovery i.e. achieving abstinence; to situate the individual at the heart of 

provision; and, to encourage more inter-service partnerships, which allows 

greater flexibility and movement between system elements based on responsive, 

needs-based placement to the most appropriate service from locally available 

choices. 

2.11	 We recognise that effectively addressing the needs of drug users can be a 

challenging aspect of the management of prisoners, not only for health services 

but also for the prison regime. Tensions can develop, for example, between 

some harm reduction measures and other issues around the running of a prison 

(security, criminal justice and occupational health). Issues can also arise around 

the need to maintain confidentiality and the assurance of health and safety 

arrangements for prison staff. 

2.12	 Therefore, addressing drug use and achieving continuity of care will require an 

acceptance of practices amongst prison staff, prisoners themselves, 

professionals, and legal authorities, and will require a comprehensive, multi­

disciplinary approach including clinical and psychosocial interventions. 

2.13	 A unified approach to drug treatment and interventions at the centre is vital to 

begin the process of developing these integrated local systems where all the 

various elements are co-coordinated, speak the same language, communicate 

with each other and have an agreed set of values, principles and outcomes 
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around achieving the goal of working towards abstinence. Therefore, a cross-

Government strategy on drug treatment and interventions in prison should be 

based on: 

•	 The twin aims of reducing drug-related crime caused by re-offending and 

improving the rehabilitation of offenders. 

•	 An integrated approach (including integrated/streamlined care pathways) 

between Government Departments with a renewed focus on abstinence as a 

clear goal. 

•	 A revised streamlined commissioning system and a new outcomes model that 

focuses on the outcomes that matter i.e. a stable place to live, a job, positive 

mental health and well-being. 

•	 A robust evidence-base, including evidence of cost-effectiveness. 

•	 Making more effective use of existing residential rehabilitation services ­

offenders who have become drug-free and need secure and safe 

accommodation on release should have access to these services to support 

their ongoing recovery and abstinence. 

•	 Reintegration/resettlement options – in both employment and housing 

terms, as an integral part of the building blocks to maximise recovery. 

•	 Active involvement of drug users, their families and local communities. 

2.14	 A unified prison drug treatment and interventions strategy should also 

incorporate the elements outlined in the recommendations below. 
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RECOMMENDATION 2: ESTABLISHING AN OUTCOMES FRAMEWORK


j

Criticisms of current system: Lack of minimum standards for the prison setting; 

measures of activity currently gathered not outcomes, data on outcomes 

incomplete; lack of accountability, no one in overall charge in terms of 

performance management. 

Review Group Recommendation: Shift focus and resources towards reducing re­

offending outcomes and better health outcomes, through a national health and 

criminal ustice outcomes model. 

2.15	 We carried out a thorough review of existing standards and outcomes to help us 

gain an understanding of the national context and the key factors shaping the 

drug treatment and interventions sector, which have an impact in determining 

outcomes for people in prison who require drug treatment. We considered a 

variety of issues in relation to outcomes, including: 

• The wide range of literature on outcomes 

• Factors that affect outcomes in prisons 

• Government targets in the community and in prisons 

• Relevant data/information, research and surveys 

2.16	 We concluded that there are no existing outcome models appropriate for drug 

treatment in a prison setting. 

2.17	 We, therefore, developed the first national health and criminal justice outcomes 

model for drug treatment in prisons with the twin aims of reducing re-offending 

and improving rehabilitation. This outcome model focuses on four main themes: 

•	 Reduced drug use 

•	 Reduced re-offending 

•	 Improved health and social functioning 

•	 Increased employment and enhanced workforce skills 

2.18	 This model can use existing sources of data and with a performance assurance 

framework could replace all current NOMS drug treatment key performance 

targets and the Prison Health and Performance and Quality Indictor for drug 

treatment, thereby reducing the burdens and duplication within the existing 

system. 

2.19	 We recommend that the Government adopt this model to provide a benchmark 

for the quality of service provided and to support commissioners and providers 

to evidence, assess and improve the quality of service provision. This will ensure 

consistency around service delivery across England. 

2.20	 A full report on the outcomes review and model can be found in Appendices C 

and D. 
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RECOMMENDATION 3: STREAMLINED COMMISSIONING SYSTEM


Criticisms of current system: Commissioning arrangements are complex and 

fragmented; multiple agencies involved at a national, regional and local level 

resulting in fragmented funding streams, commissioning routes, and a lack of 

consistency of approach in prisons. 

Review Group Recommendation: Shift focus and resources to develop a 

streamlined, autonomous and accountable system that is coherent, cost effective 

and enables more effective decision-making by local commissioners and 

partnerships. 

2.21	 The current complex commissioning systems are characterized by a multitude of 

funding streams and process targets, which has resulted in a fragmented system 

with the risk of a ‘one-size-fits-all’ approach with limited choices in the types of 

treatment and broader social support available. 

2.22	 In light of this, Lord Patel established an expert Commissioning Sub-Group to 

consider a range of options to streamline drug treatment and interventions 

commissioning systems for people in prison, moving between prisons and on 

release from prison. 

2.23	 Following the work and conclusions of this expert sub-group, we recommend 

that for the first time in England, the majority of drug funds be jointly 

commissioned at a local level - this includes NOMS CARATs funding. This would 

mean that local health commissioners, potentially within the new consortia of GP 

practices, and local drug partnerships including local authorities, local Directors of 

Public Health, prison governors, etc. will share the responsibility for 

commissioning drug treatment both in prisons and on release and will have a 

collective responsibility to ensure effective joint commissioning and to align/pool 

budgets to obtain the best outcomes, efficiencies and value for money. 

2.24	 Some commissioning at a national level may still be needed, for example, to 

ensure the needs of the women estate and under 21-year-old offenders are 

addressed and under this system, services can be commissioned based on needs, 

at whichever level (national, regional or local) is appropriate for the intervention. 

2.25	 We are aware that even as our work programme and recommendations were 

being completed major changes to commissioning systems within the NHS were 

being announced. Our proposed model, however, is aligned with the Coalition’s 

programme approach for a more autonomous and accountable system and with 

the NHS White Paper, Equity and excellence: Liberating the NHS. 

2.26	 PCTs will be abolished by April 2013; the main commissioning functions will pass 

to GP consortia and the public health function will pass to local authority 

commissioners. Healthcare commissioning will be the responsibility of GP 
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consortiums working with local communities to commission the majority of local 

health services from the NHS, voluntary sector and private providers. 

2.27	 There is no detail yet about what will happen to local drugs partnerships and 

where the commissioning of drug treatment will fit - it may be that it would be 

the remit of GP consortia or be part of the public health remit of the local 

authority, or it may even be split between the two. 

2.28	 These changes reinforce the need to collaborate and jointly commission locally to 

ensure that the needs of drug users in prison and on release are met, against a 

clear strategy that is reflective of consensus on evidence and good practice and 

clearly aligned with outcomes. The challenge will be persuading GP consortia to 

engage and support commissioning of community services for drug-using 

offenders when their focus will primarily be upon their registered patients and 

other higher volume/cost services. 

2.29	 Therefore, we recommend that the Government consider putting in place this 

revised commissioning system by 2011/12. 

2.30	 A full report on the work of the Commissioning Sub-Group can be found in 

Appendix E. 
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RECOMMENDATION 4: FRAMEWORK FOR SERVICE DELIVERY


j

• 

• 

Criticisms of current system: There are a number of drug treatment programmes 

in prison where both the effectiveness and whether it is ustifiable to invest 

resources on the provision of these services is uncertain; financial allocation of 

funds not linked to impact; lack of consistency of approach e.g. around what 

prisons provide; unmet demand for psychosocial programmes; poor links with 

mental health and wraparound programmes e.g. housing and employment; 

geographical inequity of provision. 

Review Group Recommendation: Refocus and increase ambition, quality and 

innovation in service delivery through an updated national drug treatment and 

interventions framework that covers both community and prisons to: 

Increase the number of drug users who are able to achieve recovery from 

dependency and sustain this for the longer-term; and, 

Contribute to a reduction in re-offending and reduced mortality from suicide, 

accidental drug overdose, blood borne viruses and other chronic health 

problems. 

2.31	 We carried out a thorough review of the evidence base for drug treatment in 

prisons incorporating over 160 high quality peer reviewed papers. 

2.32	 This review concluded that good quality drug treatment and interventions are 

effective and can contribute to a reduction in re-offending and reduced mortality 

from accidental drugs overdose or chronic health problems such as blood borne 

viruses. 

2.33	 To address the gaps around the evidence base, which are mostly around 

psychosocial interventions, we agreed an expert consensus on ‘good-practice’ 

and the importance of having integrated medical and psychosocial services 

within a menu of drug treatment services if recovery and rehabilitation of drug 

users are to be realised. 

2.34	 We also reviewed key research on efficiency savings and value for money on drug 

treatment and specifically on drug treatment and interventions in prisons. 

Prison-based treatment services can provide good value for money providing 

they are linked to rehabilitation and resettlement and offer good potential for 

improving the life expectancy, reducing costs associated with deaths in custody, 

and reducing re-offending and future criminal justice system costs. 

2.35	 Helping people get off drugs for good must be a crucial ambition for the drug 

treatment system. Delivering optimal systems of care that are evidence-based 

and supported by a range of choices and different pathways that promote 

reintegration and recovery is a vital challenge in developing a truly effective and 

balanced treatment system. 

42 



2.36	 Our remit covers drug treatment and interventions for people in prison, people 

moving between prisons and on release from prison, but not drug treatment in 

the community. A menu of services must cover both drug treatment in the 

community and in prisons to avoid creating further ‘silos’ and to enable genuine 

joint commissioning. Therefore, the appropriate place to develop a clear menu 

of services must be within a new national drug treatment and interventions 

framework that spans drug treatment in the community and in prison to ensure 

consistency and continuity of care. 

2.37	 Therefore, we recommend the Government agree to an updated national 

framework that for the first time in England: 

•	 Outlines the ambition to maximize drug users prospects for recovery (i.e. 

becoming free of dependency) 

•	 Spans drug treatment both in the community and in prison 

•	 Outlines an appropriate menu of services, including medical treatment, 

psychosocial interventions, harm minimisation and broader social care that 

promotes resettlement and recovery 

•	 Ensures that the service users (and carers) and their recovery are at the heart 

of all commissioning and service delivery 

2.38	 An effective outcomes framework and commissioning system will require access 

to a range of treatment and intervention services that are able to meet the 

varied, and at times, complex needs of drug users. The mix of services within any 

local area should also be based on local needs assessments to inform local joint 

commissioning practises. 

2.39	 The development of this national framework should be an early goal of the new 

drugs strategy. 

2.40	 A full report on the Evidence Base can be found in Appendix B. 
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RECOMMENDATION 5: SERVICE USER AND CARER ENGAGEMENT


Criticisms of current system: Lack of active involvement of service users in key 

aspects of decision-making in relation to their care and to the planning, delivery 

and evaluation of service provision; particular difficulties of drug user 

engagement across prison estate has lead to lack of ambition and will to involve 

drug-using offenders. 

Review Group Recommendation: Increase social capital by identifying ‘Recovery 

Champions’ in the community and prisons to reduce poor social cohesion in local 

communities and support the creation and expansion of volunteering, co­

operatives, charities and social enterprises. 

2.41	 A drug treatment system that promotes abstinence needs a robust, realistic 

narrative of recovery that is meaningful to the drug-users and their families, and 

endorses ‘Recovery Champions’, peer support and mentoring groups. 

2.42	 We are aware of the particular difficulties of drug user involvement across the 

prison estate, but believe that there is a lack of ambition and will to involve drug-

using offenders. So, within a short space of time, we established a service user 

and carer consultation process around drug treatment in prisons, developed with 

the help of ex-drug users. 

2.43	 The results exceeded expectations - responses were received from 553 drug 

users, ex-drug users, and carers, and included responses from service user 

forums held in prisons and service user groups in the community. 

2.44	 We are, therefore, in no doubt that drug users, ex-drug users and their 

families/carers have an appetite to be more actively involved and opportunities 

to increase their potential social capital should be addressed. 

2.45	 We recommend that commissioners and local partners focus on increasing the 

social capital through the identification of ‘Recovery Champions’ and appropriate 

community groups - local councillors, business people; families and friends of 

users; ex-drug users. We need to make more effective use of people who understand 

the problems of dependency; those who want to understand more; and those who may 

have resources to help make recovery a more realistic option. 

2.46	 All offenders, irrespective of race, gender, disability, age, ethnicity, religion and 

sexual orientation should be able to secure the same access to drug treatment 

services as the rest of the population. It is vital to take into account the differing 

patterns of drug use and treatment access amongst key groups. 
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2.47	 Women prisoners often present with the most complex needs amongst the 

population particularly in terms of their substance misuse. The disclosed use of 

prescribed drugs, illicit drug use and alcohol use together with a mental health 

problem can be common amongst women entering custody. 

2.48	 At a local level, active engagement with users and their families/carers can help 

tackle the unmet treatment needs and barriers to treatment, including the needs 

of young people, women drug users, Black or ethnic or other minority 

communities, sex workers or parents with dependent children - Recovery 

Champions would need to reflect this diversity. 

2.49	 In order to move away from centralisation and ‘big’ government to creating a 

‘Big Society’, Recovery Champions, community groups and the families/carers of 

drug users can play an important role in articulating ambition, championing 

routes to recovery and challenging partnerships and services to retain a recovery 

focus – both prior to release and on release. People who have personal 

experience of problematic drug use and who have achieved successful recovery, 

and feel ready to volunteer and support others, should be encouraged to become 

involved in peer support, mentoring groups and other community groups, and 

talking about what made their recovery a reality e.g. access to housing and jobs. 

2.50	 Increasing social capital is important not only to those who are recovering from 

substance misuse, but is significant from a community perspective. The role of 

social capital is important in keeping drug dealers from infiltrating into 

neighbourhoods - illegal markets tend to flourish in areas where there is poor 

social cohesion, resulting in difficulties regulating nuisance and problematic 

behaviours - and increasing social capital can support the well being of drug users 

and their families and minimize nuisance factors. 

2.51	 A full report and the result of the user and carer consultation are available in 

Appendix A. 
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RECOMMENDATION 6: ESTABLISHING LINKS TO WIDER CRIMINAL JUSTICE AND 

HEALTH AND SOCIAL CARE SYSTEM 

Criticisms of current system: Lack of consistency of approach; remand prisoners 

can get lost when release is unplanned; fragmented care pathways and lack of 

continuity of care. 

Review Group Recommendation: Increase efficiencies and improve cost 

effectiveness by ensuring drug treatment and interventions strategy in prisons is 

not developed in isolation but linked to other relevant initiatives and strategies as 

they develop. 

2.52	 Government Departments need to work closely with external organisations and 

partners to ensure joined up national thinking across institutional boundaries; to 

help break down any barriers to local partnership working; establish shared 

objectives; and, facilitate integrated care pathways between local agencies. This 

cross-boundary work should also continuously consider improvements in value 

for money. 

2.53	 Therefore, it is vital that any drug treatment and intervention strategies in the 

community and in prisons are not developed in isolation but linked to other 

relevant initiatives and strategies as they emerge. 

2.54	 Previous reports by the National Audit Office, the Committee of Public Accounts 

and others have identified failures in the delivery of public services that could 

have been avoided. A 2009 National Audit Office (NAO) report found many 

instances where major programmes and projects have been either frustrated, or 

severely hampered, by failure to take on board lesson from their own past 

experiences or those of others. The main barriers experienced by departments 

are silo structures, ineffective mechanisms to support learning, a high turnover 

within the workforce and a lack of time for learning. 

2.55	 To achieve value for money in public services, Government Departments need to 

learn from success and failure and to improve their capacity to learn from each 

other. The NAO report found that Departments often found cross-Departmental 

networks and communities of practice most valuable to supporting learning. 

2.56	 The Coalition’s programme indicated a keenness to re-look at issues with regard 

to drug use, crime and rehabilitation, so presents an opportunity to avoid 

fragmentation of approach across Government and to increase efficiencies and 

improve cost effectiveness. 

2.57	 Therefore, we recommend that all efforts are made to effectively link drug 

treatment issues with a range of other criminal justice, health and social care 

issues as they are under development, including: 
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•	 Green Paper on rehabilitation 

•	 NHS White Paper, Equity and excellence: Liberating the NHS 

•	 Review of sentencing policy - ensuring that sentencing for drug use helps 

offenders come off drugs. 

•	 Exploring drug rehabilitation prisons 

•	 Implementation of the Prisoners’ Earnings Act 1996 

•	 New Mental Health Strategy 
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•	 Intensive courses and programmes including 12-step were very highly valued 

but respondents reported difficulties in access resulting from waiting times, 

lack of capacity, and differences across the prison estate. 

What are the key factors on release that would prevent returning to old habits? 

7.	 Amongst the factors that respondents stated would prevent them from returning 

to old habits were: 

•	 Continuity of prescription on release by which they meant having one on the 

same day. The need for identification or a formal letter was cited as a block 

to gaining a prescription from a GP in the community. 

•	 Appropriate accommodation - hostels were frequently cited as being places 

where drug use was common and as such a risk to those who had been 

released drug free. 

•	 Women in particular identified the need to be able to be re-housed away 

from their old areas as significant to their ongoing progress and remaining 

drug free. 

•	 Many respondents cited inadequate access to funds as being a factor that 

would lead them back to old habits, especially offending. 

•	 Having something meaningful to do including employment, education and 

structured programmes was cited as a key determinant in remaining drug 

free. 

•	 Respondents identified lack of, or poor, care planning on release as a factor 

that could influence their progress. 

•	 More integrated care planning and greater joined-up services between prison 

and community, including end-to-end management, were cited as 

improvements that respondents would like to see. 

•	 In most cases, carers identified themselves as the major support for someone 

leaving prison, and yet they often felt left out of the treatment process. 

•	 Carers did recognise that improvements had taken place but they wanted to 

see carers receive more information early on in treatment and to be more 

involved prior to release. Early involvement was felt to be especially 

important with respect to younger offenders. 
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CONCLUSIONS 

8.	 One of the key themes to emerge is that people need to feel they have choices. 

This is as important when deciding about treatment options as it is in choosing 

their own route to recovery. 

9.	 Carers feel very strongly that they should be more involved in decision-making 

about treatment options and better informed about what happens to people 

while they are in prison and prior release. 

10.	 There is a very strong call amongst service users and carers for greater continuity 

of treatment both within and between prisons and from community to prison. 

11.	 There is also a very clearly articulated need for much greater support and help on 

release especially with respect to appropriate housing, having enough money, 

having something meaningful to do, and greater integration and co-ordination 

with community services. 
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Prison ages Community ages


Prison sample Community sample 

Disability Disability 

Yes 43 14.38% Yes 23 9.09% 

No 166 55.52% No 167 66.01% 

Blanks 90 30.10% Blanks 63 24.90% 

Prison disability Community disability
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Prison sample Community sample 

Sexual Orientation Sexual Orientation 

Bisexual 7 2.34% Bisexual 6 2.37% 

Heterosexual 190 63.55% Heterosexual 191 75.49% 

Homosexual 7 2.34% Homosexual 7 2.77% 

Lesbian 2 0.67% Lesbian 0.00% 

Straight 3 1.00% Straight 0.00% 

Blank 89 29.77% Blank 46 18.18% 

Gay 1 0.40% 

Open minded 1 0.40% 

? 1 0.40% 

Prison Sexual Orientation Community Sexual Orientation


Prison sample Community sample 

Ethnicity Ethnicity 

White British 217 72.58% White British 198 78.26% 

White Irish 5 1.67% White Irish 6 2.37% 

Any other WB 3 1.00% Any other WB 3 1.19% 

Mixed W&C 2 0.67% Mixed W&C 0.00% 

Any other 

mixed 9 3.01% Any other mixed 3 1.19% 

Any other 

Asian 3 1.00% Any other Asian 3 1.19% 

Black 

Caribbean 5 1.67% Black Caribbean 1 0.40% 

NOT 

ANSWERED 40 13.38% NOT ANSWERED 20 7.91% 

Any other Black 11 3.68% Any other Black 14 5.53% 

Error 4 1.34% Error 2 0.79% 

Asian British Indian 2 0.79% 

Asian British 

Bangladeshi 1 0.40% 
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•	 While many respondents do report having their needs fully met, the key issue 

remains lack of consistency across different prisons and, in some cases, between 

different categories of prison. 

•	 Experience is very varied and this reflects the fact that there are different levels 

and quality of service experienced by service users. 

•	 Some key differences are identified with respect to different categories of prison 

in particular variances in access to detoxification or maintenance and availability 

of certain programmes. 

•	 Lack of choice features prominently especially with respect to issues beyond the 

person’s or the prison’s control such as early release form court. 

•	 Transfers are also felt to result in unmet needs when the new prison has a 

different regime that restricts choice about what medication or programme was 

being followed. This was also said to affect aftercare adversely. 

•	 Concerns are raised about poor relationships with prison officers and between 

officers and drug treatment workers. These poor relationships are often 

characterised by security and staffing issues e.g. not enough security staff to 

enable prisoners to be let out of their cells to participate in programmes or key 

working. 

•	 Respondents with substance problems other than heroin state that their needs 

were often unmet e.g. alcohol and crack use were not thought to be treated 

adequately. 

•	 One of the biggest problems cited by respondents as not being met was mental 

health problems. Respondents cited lack of awareness and knowledge about 

dual diagnosis, poor medical responses including long waiting times to see a 

mental health professional, and differences across categories of prison. Length 

of sentence was also said to be a factor as those on short sentences did not see 

the value on starting any counselling. 

•	 Experience of reception and assessments were cited as being problematic 

especially when the person entered prison on a Friday night and could not be 

assessed adequately until Monday morning. Respondents reported having to 

undertake repeat assessments and feeling that it was difficult to keep stating 

their needs. These problems were compounded by notes arriving after the 

prisoner on transfer. 

•	 Harm minimisation was generally thought to be lacking, in particular with respect 

to sharing of needles and razors. Where facilities such as sterilisation machines 

were installed, it was reported that these would lack the actual disinfectant 

tablets. 

•	 CARAT services generally are very well regarded but respondents reported having 

difficulties in access in some prisons and waiting long periods. Respondents 

report varying experiences of quality and cite issues such as training and lack of 

promotion about the services. 

•	 Key working, case management and counselling were reported as varying in 

quality and access across the prison estate and that this could cause particular 

problems on transfer. 

•	 Intensive courses and programmes including 12-step were very highly valued but 

respondents reported difficulties in access resulting from waiting times, lack of 

capacity, and differences across the prison estate. 
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Having something meaningful to do


3.105	 Another key factor that respondents cite as being a cause of returning to old 

habits is having nothing meaningful to do. This may mean employment, 

education, or being able to participate in structured programmes: 

“Boredom is a big thing.” (Service user forum) 

“You need something for your time. Your most vulnerable time is the day that 

you leave prison.” (Service user forum) 

3.106	 Many respondents had gained qualifications while in prison but on the outside 

found that this did not help them to gain employment: 

“The group identified that gaining vocational qualifications in custody was useful, 

however often they lack the work experience that is required to successfully gain 

employment.” 

3.107	 It was felt that more help could be given with finding employment: 

“More help with getting employment so that you have something to focus on 

upon release then you would not be going back to the same old routine.” (Service 

user forum) 

“It would have been better to come out to employment and have the chance to 

apply for jobs prior to release.” (Community questionnaire respondent) 

3.108	 For some employment and housing were linked: 

“Have an established pattern/routine on release, like employment and a place to 

live, because in my experience these are probably the two most difficult aspects of 

release.” (Prison questionnaire respondent) 

Integrated care planning 

3.109	 Lack of communication and integration between prison services and community 

services including drug services, probation, housing and benefits was seen to be a 

critical factor on addressing all of the above issues: 

“There’s three things that are important when you get released and they are the 

three things that are least supported. When you get released the first thing that 

you need is a GP. There’s no link between the prison and the local health service. 

There’s no link between prison and your benefits, there’s no link at all with those 

people. So when you actually leave you know you’re released, they know you’re 

released, nobody else does... And all the people that you would probably rely on 

to get you up and running back in the community have no knowledge of you.” 

(Service user forum) 
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SUMMARY 

•	 Amongst the factors that respondents stated would prevent them from returning 

to old habits was continuity of prescription on release by which they meant 

having one on the same day. 

•	 Pre-release preparation in the form of retox was thought by some to be

important.


•	 Respondents thought that having greater choice about medication options such 

as opiate blockers would help them. 

•	 The need for identification or a formal letter was cited as a block to gaining a 

prescription from a GP in the community. Many respondents linked this with 

other problems such gaining access to benefits and housing. 

•	 Appropriate housing was identified as one of the main factors that would prevent 

returning to old habits. This was especially linked to not having to return to old 

friends and drug users and being in drug free environments e.g. going straight to 

rehabilitation centres. 

•	 Hostels were frequently cited as being places where drug use was common and 

as such a risk to those who had been released drug free. 

•	 Women in particular identified the need to be able to be re-housed way from 

their old areas as significant to their ongoing progress and remaining drug free. 

•	 Many respondents cited inadequate access to funds as being a factor that would 

lead them back to old habits, especially offending. Respondents described being 

unable to meet their basic needs for food, clothes, and warmth. 

•	 Carers also identified lack of access to adequate funds as a key factor in

preventing relapse.


•	 Having something meaningful to do including employment, education, and 

structured programmes was cited as a key determinant in remaining drug free. 

Boredom was often cited as a reason people drifted back to old habits. 

•	 Respondents described having trained for various qualifications while in prison 

but having difficulty finding any employment on the outside and they needed 

more help with this. 

•	 Respondents identified lack of or poor care planning on release as a factor that 

could influence their progress. More integrated care planning and greater joined 

up services between prison and community, including end-to-end management, 

were cited as improvements that respondents would like to see. 

•	 This extended to being met at the prison gates on release by a key worker. 

Though some respondents felt this role could be taken by friends or peers in NA 

or AA. 

•	 Carers identified themselves as the major support for someone leaving prison 

and yet they often felt left out of the treatment process. 

•	 Carers did recognise that improvements had taken place but they wanted to see 

carers receive more information early on in treatment and to be more involved 

prior to release. 

•	 Early involvement was felt to be especially important with respect to younger 

offenders for whom family support was more significant. 
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Annex i 

22 July 2009 

To: All Drug Treatment Service User Groups 

Drug Treatment Service User Forums 

In 2008 I was asked by Ministers to chair an independent review group tasked with 

overseeing a programme of work to consider the recommendations of the Price 

Waterhouse Coopers (PwC) report, Review of Prison-Based Drug Treatment Funding. 

The Prison Drug Treatment Strategy Review Group (PDTSRG) was formed to review the 

quality, availability and fairness of drug treatment in prison. 

Of particular importance to me is that the views of people who need or have accessed 

drug treatment in prison are heard and included in the strategy. I have tried to ensure 

that the Review Group is as open and accessible as possible. The PDTSRG website 

www.pdtsrg.co.uk went live in February 2009 and includes access to minutes and 

documents from each meeting. People can also provide comments, feedback and discuss 

the PDTSRG on the forums. 

Trying to get the views of people in prison or people who have been in prison requires 

active communication. Established Service User groups are in a good position to tell 

service users about the PDTSRG and to collect information and feedback to the PDTSRG. 

To obtain this information I am wondering if your service user group would be happy to 

conduct a service user forum about the PDTSRG and write back to us with your findings. 

The PDTSRG Project Team, with the help of Greenwich Local Addiction Support Service’s 

(GLASS) service user group have written and piloted a script for the forum that we would 

like you to use to feedback. The script should take no more than 1 ½ hours to run 

through with your service user group. 

The PDTSRG is moving fast so if you can help we need you to write back with any 

findings from your forum by the 10 September 2009. There will future consultation 

opportunities on other aspects of the PDTSRG, but we would like to ensure that we 

capture the views of service users now so that they inform the current work. I have 

attached to this letter two versions of the forum script, one for communities and one for 

prisons. Please choose the one best suited to your service user group. Instructions on 

how to facilitate the forum and feedback are included in the script. If you need any 

financial or administrative help (someone to write up your findings for instance) please 

contact Rachael Hunter at rachael.hunter@dh.gsi.gov.uk , or you can phone 020 7972 

4860. We are happy to help you cover the cost of reimbursing service users (through 

vouchers or lunch) for their time. 
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The Project Team have also developed a questionnaire, which is attached. Although we 

would prefer you to write back to us about the results of a forum, there is the option of 

completing a questionnaire for people who cannot feedback at a forum. An electronic 

version on the questionnaire can be found on the website. 

Thank you for taking the time to consider the PDTSRG. Your views and the views of 

service users are important to me and the Review Group and may help to shape the 

future of drug treatment in English prisons. 

Kamlesh 

Professor Lord Patel of Bradford OBE 
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Instructions for Service User Forum Facilitators 

COMMUNITY FORUMS 

Below is a script for service user forums to use to feed back to the Lord Patel Prison Drug 

Treatment Strategy Review Group. We would appreciate if you could use the 

introduction and list of questions to hold a forum on drug treatment in prison for service 

user groups for people in the community who have been in prison sometime in the last 

two years. The forum should take approximately 1 ½ hours. 

Some of the themes we would like you to try to address in the forum include: 

•	 Quality of treatment, 

•	 Service user preferences, and 

•	 Meeting the needs of the client (including housing, training, employment and 

mental health treatment). 

Please write back to us with what was discussed at the forum, putting responses under 

each of the questions asked. If possible please include specific quotes of what people 

have said, and if you do please make sure that they are totally anonymous – please do 

not include any individual’s names or identifying information. 

If you could advise what the make up of your group was we can examine themes in line 

with the following: 

•	 Men/women 

•	 Ethnicity 

•	 Disability 

•	 Sexual Orientation and/or 

•	 Age (older prisoners or prisoners under 21). 

Although we are interested in a range of drug treatments in prison, we are primarily 

interested in the treatment of substance misuse for illicit drugs. Alcohol and tobacco, 

although relevant and can be included, should not make up the core of the conversation. 

Thank you for taking the time to ask for service user views for us. It is greatly appreciated 

and will help to feed into the development of our strategy. We expect that we will do a 

second consultation process on our draft strategy. 

Please mail responses back by September 10 2009 to: 

Rachael Hunter 

Wellington House 

133-155 Waterloo Road 

London 

SE1 8UG 

Or e-mail rachael.hunter@dh.gsi.gov.uk 
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Script for Service User Forums


Introduction about the Lord Patel Prison Drug Treatment Strategy Review Group 

•	 Lord Patel’s Review Group is an independent review of drug treatment practices 

in prisons. 

•	 The Review will look at the quality, availability and fairness of drug treatment in 

prison. It will also look at whether the same quality of drug treatment is available 

in all prisons. 

•	 There is also a focus on the service user’s treatment journey, particularly from 

prison into the community and between prisons. 

•	 Lord Patel would like to hear the views of people in prison, people who have 

been in prison and their families and friends about drug treatment for people in 

prison. Your views may help shape the future of drug treatment in prison and will 

form part of the process of writing a prison drug treatment strategy. 

•	 Lord Patel and the Review Group value your views and appreciate you taking 

time out to input into today’s discussion. Any comments you do make will be fed 

back to the Review Group but will be confidential. Your names will not be 

associated with any of the views you express during today’s discussion. 

Facilitator to discuss and ensure the understanding of the group 

Questions: 

1)	 What, if anything, was good about the drug treatment you had in the last prison 

you were in? 

2)	 If drug treatment in prison has improved how do you think it has improved? 

3)	 Has your drug treatment experience differed between different categories of 

prison or when being transferred between prisons? 

4)	 Did you have any drug treatment needs in prison that you feel were not 

addressed? (NOTE to Facilitator: Themes in this question to try to draw out 

include mental health problems and interactions with drug treatment, harm 

minimisation and treatment preferences) 

5)	 It is the day of your release from prison – what help would most likely prevent 

you from returning to old habits? 

6)	 What other support do you need on release from prison? 

7)	 After today’s session, how would you like to stay involved with the work of Lord 

Patel’s Review Group? 
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Instructions for Service User Forum Facilitators 

PRISONS 

Below is a script for service user forums to use to feed back to the Lord Patel Prison Drug 

Treatment Strategy Review Group. We would appreciate if you could use the 

introduction and list of questions to hold a forum on drug treatment in prison for service 

user groups in prison. The forum should take approximately 1 ½ hours. 

Some of the themes we would like you to try to address in the forum include: 

•	 Quality of treatment, 

•	 Service user preferences, 

•	 Meeting the needs of the client (including housing, training, employment and 

mental health treatment). 

Please write back to us with what was discussed at the forum, putting responses under 

each of the questions asked. If possible please include specific quotes of what people 

have said, and if you do please make sure that they are totally anonymous – please do 

not include any individual’s names or any identifying information. 

If you could advise what the make up of your group was we can examine themes in line 

with the following: 

•	 Men/women 

•	 Ethnicity 

•	 Disability 

•	 Sexual Orientation and/or 

•	 Age (older people or people under 21). 

Although we are interested in a range of drug treatments in prison, we are primarily 

interested in the treatment of substance misuse for illicit drugs. Alcohol and tobacco, 

although relevant and can be included, should not make up the core of the conversation. 

Thank you for taking the time to ask for service user views for us. It is greatly appreciated 

and will help to feed into the development of our strategy. We expect that we will do a 

second consultation process on our draft strategy. 

Please mail responses back by September 10 2009 to: 

Rachael Hunter 

Wellington House 

133-155 Waterloo Road 

London 

SE1 8UG 

or e-mail rachael.hunter@dh.gsi.gov.uk 
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Script for Prison Service User Forums 

Introduction about the Lord Patel Prison Drug Treatment Strategy Review Group 

•	 Lord Patel’s Review Group is an independent review of drug treatment practices 

in prisons. 

•	 The Review will look at the quality, availability and fairness of drug treatment in 

prison. It will also look at whether the same quality of drug treatment is available 

in all prisons. 

•	 There is also a focus on the service user’s treatment journey, particularly from 

prison into the community and between prisons. 

•	 Lord Patel would like to hear the views of people in prison, people who have 

been in prison and their families and friends about drug treatment for people in 

prison. Your views may help shape the future of drug treatment in prison and will 

form part of the process of writing a prison drug treatment strategy. 

•	 Lord Patel and the Review Group value your views and appreciate you taking 

time out to input into today’s discussion. Any comments you do make will be fed 

back to the Review Group but will be confidential. Your names will not be 

associated with any of the views you express during today’s discussion. 

Facilitator to discuss and ensure the understanding of the group 

Questions: 

8)	 What is good about the drug treatment in this prison or any other prison you 

have been in? 

9)	 If drug treatment in prison has improved how do you think it has improved? 

10) Has your drug treatment experience differed between different categories of 

prison or when being transferred between prisons? 

11) If anything is not working well now, what could happen to make it better? 

12) Do you have any drug treatment needs in prison that you feel have not been 

addressed? (NOTE to Facilitator: Themes in this question to try to draw out 

include mental health problems and their interaction with drug treatment, harm 

minimisation and treatment references) 

13) It is the day of your release from prison – what help would most likely prevent 

you from returning to old habits? 

14) What other support do you need on release from prison? 

15) After today’s session, how would you like to stay involved with the work of Lord 

Patel’s Review Group? 
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Annex ii 

Your Experience of Prison Drug Treatment 

Lord Patel Prison Drug Treatment Strategy Review Group 

(Service users, families and carers consultation questionnaire) 

PLEASE RETURN BY SEPTEMBER 10 2009 

Please mail your response to (no postage stamp required): 

FREEPOST RRLX-ALSB-HJLL 

RAPt Aftercare Team 

Riverside House 

27-29 Vauxhall Grove 

London 

SW8 1SY 

Or e-mail to: 

admin@pdtsrg.co.uk 

Information 

•	 Lord Patel’s Review Group is an independent review of drug treatment practices 

in prisons. 

•	 The Review will look at the quality, availability and fairness of drug treatment in 

prison. It will also look at whether the same quality of drug treatment is available 

in all prisons. 

•	 There is also a focus on the service user’s treatment journey, particularly from 

prison into the community and between prisons. 

•	 Lord Patel would like to hear the views of people in prison, people who have 

been in prison and their families and friends about drug treatment for people in 

prison. Your views may help shape the future of drug treatment in prison and will 

form part of the process of writing a prison drug treatment strategy. 

•	 Lord Patel and the Review Group value your views and appreciate you taking 

time to fill out this form. Any comments you do make will be fed back to the 

Review Group and will be confidential. Please try to avoid using names or any 

information that could identify a person when filling out this form. Try to answer 

as many questions as possible. If you do not feel comfortable answering a 

question you do not need to answer it. 

•	 If you have access to the internet you can go to www.pdtsrg.co.uk for more 

information or to contribute to the forums. 
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22) Does the drug treatment provided differ between the following categories of 

prison? If so how? 

Local: 

Cat A: 

Cat B: 

Cat C: 

Cat D: 

Other comments:


23) Thinking about prison, did you have any drug treatment needs that you feel were 

not addressed? How would you have liked them to be addressed? This can include 

mental health problems and their interaction with drug treatment, harm 

minimisation and treatment preferences. 

24) It is the day of your release from prison – what help would most likely prevent you 

from returning to old habits? (or your family member or person you care for 

returning to their old habits) 
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______________________ 

25) How would you like to stay involved with the work of Lord Patel’s Review Group?


Personal Information (Optional – If you do not want to answer a question please leave 

it blank). 

1) Gender □ Male □ Female (Please tick one) 

2) Age __________ 

3) Ethnicity ___________ 

4) Religion________________ 

5) Sexual Orientation _________________ 

6) Do you have a disability? If yes please provide details: 

PLEASE RETURN BY SEPTEMBER 10 2009 

FREE MAIL RETURN (no postage stamp required) 

FREEPOST RRLX-ALSB-HJLL 

RAPt Aftercare Team 

Riverside House 

27-29 Vauxhall Grove 

London 

SW8 1SY 

Or e-mail to: 

admin@pdtsrg.co.uk 

If you have any questions please contact Rachael Hunter at: 

E-mail: admin@pdtsrg.co.uk 

Phone: 020 7972 4860 

Or send a letter to the free post address above. 
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Annex iii 

Thank you - A big thank you to RAPt for receiving the majority of the questionnaires for 

this work. This would not have been as successful as it was without you. 

Thank you to Robert Marshall for helping with some prison service user forums. 

Service User Forums: 

• Greenwich Local Addiction Support Service (GLASS) 

• London Regional User Council 

• Action Housing and Support Ltd Sheffield 

• Adfam 

• BAC-IN 

• Barnsley DAAT 

• Community Voice 

• Fulham Life Action Group 

• Gloucestershire Service User Office 

• Halthon Cheshire Forum 

• HMP Belmarsh 

• HMP Birmingham 

• HMP Brixton 

• HMP Chelmsford 

• HMP Featherstone 

• HMP Haverigg 

• HMP Holloway 

• HMP Hull 

• HMP Styal 

• HMP Wandsworth 

• Lifeline – HMP Moorland 

• Northallerton 

• North East Regional Service User Forum 

• Revolving Doors 

• Telford User Group 

• Torquay Service User Consultancy 

• User Feedback Organisation (UFO) Safer Bristol 

• Wirral DAAT 

Questionnaires: 

• Cheshire DAAT 

• Devon DAAT 

• NACRO - Chester 

• Northumbria Probation 

• Nottinghamshire Probation 

• Shrewsbury 

• Solihull Integrated Addiction Services 

• South Yorkshire 

• Suffolk County Council 

• Sussex Probation 

• Warrington Service User Groups 

• Winchester Drug Service 
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Appendix B


Prison Drug Treatment Strategy Review Group


The Evidence Base Review Report 2009
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prevalence of HIV seen among IDUs in 2006 was similar to that seen in recent years, and 

remains higher than that seen in the late 1990s. In London, the prevalence was 5.0 per 

cent, whilst elsewhere in England it was 0.66 per cent. 

The prevalence of HIV among the ‘recent initiates’ has remained higher than it was prior 

to 2003, with the prevalence being 0.77 per cent in 2006 (in 2002 it was 0.25 per cent). 

Vaccination: Hepatitis B infection is a vaccine-preventable disease. Vaccination requires 

three doses that can be given over a period of three weeks to those in high-risk groups 

such as IDUs. The proportion of IDUs who have taken up an offer of the hepatitis B 

vaccination has increased markedly over time, rising from around quarter (25 per cent) 

in 1998 to two thirds (65 per cent) in 2006, with almost two-thirds self-reported 

receiving three or more doses (61 per cent) compared with 42 per cent in 1998. 

This improvement in uptake of the vaccine probably reflects improved provision through 

drug services and, in particular, the prison vaccination programmes. However, there is 

still a great deal of work to be done in effectively targeting those problem-drug users 

with hepatitis B vaccine programmes delivered in the community, including through 

enhanced needle and syringe exchange (NEX) programmes, drug treatment units and 

GPs. 

Injecting in prisons – needle exchange and disinfecting tablets 

4.11 The sharing of needles and syringes (direct sharing) is a key route by which 

infections may be transmitted amongst IDUs. In England, direct sharing was reported by 

23 per cent in 2006. Whilst this is lower than the rate of around a third seen in 2002, it is 

still higher than the level seen in the mid 1990s. The sharing of filters, mixing containers 

and flushing water can also pass on infections. In England, 45 per cent of current 

injectors reported sharing these items in 2006. 

4.12 Although we know that there is far less injecting behaviour in prisons where it 

does occur, there is a potentially much higher risk of sharing injecting equipment due to 

its scarcity. The Singleton survey in prisoners conducted in 1997 found that 26 per cent 

of prisoners had injected at some time, but only 2 per cent had injected during their 

current prison sentence. 

4.13 Prison Service Instruction 34/2007 makes it mandatory that disinfecting tablets 

are available across the adult prison estate. Although this is an evolving area, there is 

increasing evidence of the effectiveness of disinfectant tablets and there is as yet no 

evidence on what effect introducing needle exchange into an environment where 

injecting is reduced might have on injecting behaviour. NICE published guidance on 

Needle and Syringe programmes however it reports that: ‘There is a lack of good quality 

UK research on the effectiveness of prison-based interventions. As a result, they have 

been omitted from the recommendations’ (NICE, 2009) http://www.nice.org.uk/PH18 
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4.14 In community settings the most common intervention designed to reduce 

injection and sexual risk behaviour is psycho-education. This approach commonly 

combines education about blood borne viruses (such as HIV or hepatitis C) with skills 

training in areas such as assertiveness. NICE (2007a) reviewed 15 trials of psycho-

educational programmes, concluding that they had little or no effect on injection risk 

behaviour and a limited and inconsistent impact on the reduction of sexual risk 

behaviour in people who misuse drugs. 

Prescribing interventions including specialist prescribing 

Opioid substitution 

4.15 Marsch (1998) conducted a meta-analysis review of the effect of methadone 

maintenance on opiate use, HIV risk and criminal activities. Of 43 studies, 24 (23 from 

USA or Canada, 1 UK) measured the impact of methadone maintenance treatment on 

criminal activity. The results demonstrated a consistent, statistically significant 

relationship between methadone maintenance treatment (MMT) and the reduction of 

illicit opiate use, HIV risk behaviours and drug and property-related criminal behaviours. 

The effectiveness of MMT was found to be highest in its ability to reduce drug-related 

criminal behaviour. 

4.16 In a systematic review of drug and alcohol interventions in prison and community 

criminal justice settings, Roberts et al. (2007) reported that: 82 per cent of all findings 

presented indicate that this intervention was more effective than at least one 

comparison intervention in reducing criminal behaviour. 55 per cent of findings showed 

that it was more effective than all other comparisons included in the study. 

4.17 In a literature review of substitution treatment in prisons, Stallwitz and Stover 

(2007) concluded that prison-based methadone is effective across health and offending 

domains, and that higher dose treatment was more effective than lower dose. Mitchell, 

(2005) in a meta-analysis of 26 evaluations of prison-based drug treatment programmes, 

did not find that methadone programmes reduced offending. 

4.18 Dolan (2003; 2005), in a randomised controlled trial, found statistically significant 

evidence that a prison methadone programme can reduce re-incarceration and fatal 

overdose upon release. Gordon (2008), in a prison methadone RCT, found that the 

programme reduced re-incarceration to a statistically significant effect, 

Naltrexone 

4.19 Naltrexone is recommended by NICE (2007b) as a treatment option in detoxified 

formerly opioid-dependent people who are highly motivated to remain in an abstinence 

programme. There are now long-acting forms of Naltrexone (e.g. sustained release 

implants) which may be of value as a new formulation of this drug. However, as yet 

these remain unlicensed and there is no UK research data for prisons. They also fell 

outside the scope of the 2007 NICE Naltrexone Technology Appraisal 115. 
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Psychodynamic interventions 

4.42 NICE (2007a), in reviewing five RCT studies (Catalano 1999, Woody 1983, Woody 

1983, Fals-Stewart 2001, Woody 1995), concluded that the evidence suggested mostly 

limited benefits from psychodynamic interventions. 

Behavioural Couples Therapy 

4.43 NICE (2007a) looked at three trials of couples-based interventions (Fals-Stewart 

1996, Kelley 2002, Winters 2002). The evidence from these studies suggests that for 

individuals who have contact with a family member or carer, and who are receiving 

methadone maintenance treatment, the addition of behavioural couples therapy can 

lead to reduction in the use of illicit opioids or cocaine. 

4.44 Additionally, Fals-Stewart 1997, found that behavioural couples therapy was 

more cost effective than individual-based treatment across a range of outcomes (e.g. 

days of abstinence, health and offending) for methadone maintenance patients. 

Drug treatment within specialist areas of the prison or prison hospital setting 

Therapeutic Communities 

4.45 As a rule, therapeutic community programmes are based on the principle of 

social learning, with new residents given instruction in the means to a drug-free life by 

more established residents (‘peers’). In practice, there can be variation in treatment 

philosophy, from a strictly behavioural hierarchical model of treatment, to a 12-step or 

cognitive-founded approach, or an eclectic mix of interventions. 

4.46 Wexler et al. (1999) studied the effectiveness of Therapeutic Community drug 

treatment provided to offenders in a California prison. There were three study groups: 

(no treatment; TC only; TC plus a community-based aftercare programme following 

release). At three-year follow up, only 27 per cent of prison programme graduates who 

also completed community aftercare were re-incarcerated, contrasting strongly with 

around 75 per cent of the subjects in all other study groups who returned to prison. 

There has been a lower-level of return to prison among TC attendees versus non-

treatment at 2 year follow-up, but this effect had eroded by the end of year 3. 

4.47 A study of a Texas prison TC (Knight et al. 1999) reported similar findings. 

Participants were divided between Therapeutic Community attendance only, TC plus 

aftercare, and non-treatment [non-randomised] control group. The aftercare completers 

again had a lower return-to-prison rate after three years than both the TC + aftercare 

non-completers and the control (25 per cent vs. 41 per cent and 42 per cent, 

respectively). 

4.48 In a Sacks et al. (2004) study of Therapeutic Community, clients were assigned 

randomly to either modified therapeutic community (MTC), or mental health (MH) 

treatment programmes. 43 of the 75 entrants to the MTC programme also entered an 
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aftercare programme. The results at 12 month follow-up favoured strongly MTC + 

aftercare (5 per cent re-incarceration) over MTC only (16 per cent) and MH (33 per cent 

return to custody). 

4.49 As with Wexler (1999) and Knight (1999) prison TC studies, voluntary entry to 

aftercare represents a potential selection bias. It should also be noted that this was a 

study of interventions for prisoners with dual diagnosis. Smith (2006) commented that 

the mental health intervention group were younger, more likely to be unemployed in the 

year prior to imprisonment, to have used alcohol at an earlier age, and were less likely to 

report drugs as the principal reason for their offending 

4.50 Nielsen et al. (1996) studied the impact of a combined Therapeutic Community 

and resettlement (work release) programme for problem drug users in a Delaware 

prison. Compared to non-participants, programme completers showed significant 

improvement in self-reported drug use and offending behaviour at 12-month follow-up. 

There appeared to be no appreciable difference in outcomes for course drop-outs v. 

non-participants. 

4.51 Chanhatasilpa (2000) examined fifteen studies of outpatient drug treatment to 

determine the overall effectiveness of treatment programmes for chemically dependent 

offenders in reducing recidivism. Programmes that combined in-prison Therapeutic 

Communities with follow-up community treatment were regarded as effective in 

reducing recidivism, a finding echoed by Perry et al. (2006), in their Cochrane review of 

drug treatment for offenders. 

4.52 NICE (2007a) judged that only two RCTs, providing data on 673 participants, 

(Greenwood 2001; Nemes 1999), met the eligibility criteria for inclusion in the 

psychosocial guidelines CG51. 

4.53 NICE agreed with the conclusion reached by Smith et al. (2006), in their 

systematic review of TCs, that there is a lack of research assessing the effectiveness of 

Therapeutic Communities, or whether one type of Therapeutic Community is superior to 

another. They also concluded, however that: “Prison TC may be better than prison on its 

own or Mental Health Treatment Programmes to prevent re-offending post-release for 

in-mates”. 

4.54 The finding from NTORS was that longer times in residential treatment were 

related to better treatment outcomes (Gossop et al. 1999) and that treatment retention 

was related to better methadone treatment outcomes (Gossop et al. 2001). 

4.55 Farrell (2000) studied the effectiveness of therapeutic community versus a work-

release programme for drug-dependent women in prison. Other than a reduction in 

alcohol consumption, the TC programme was found to have had no statistical significant 

influence on drug consumption, or on re-offending. 
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•	 There is a general lack of clarity in the way that psychosocial interventions are 

categorised. Sometime this is by treatment type, sometimes by characteristics of 

participants and sometimes in relation to programme intensity or the 

combination of delivery. 

•	 Terms are used inter-changeably which makes it difficult to understand exactly 

what is being compared. 

•	 It is not always clear what constitutes Cognitive Behavioural Therapy (CBT) as 

opposed to cognitive therapy or psychodynamic approaches. 

6.4 One of the main implications for this is that services such as CARATs and IDTS, 

which use a range of psychosocial interventions including CBT are often deemed to have 

a negative or very low scoring evidence base. Roberts et al. (2007) asserted that: ‘The 

28-day [IDTS] psychosocial intervention recommended for prisoners with problematic 

drug use does not have a strong evidence base behind it and should be evaluated as a 

priority’. The UK Drug Policy Commission (2008) offered a similar opinion. 

6.5 PwC also concluded that ‘more research is required on the effectiveness of the 28­

day psychosocial intervention package offered by CARATs for PDUs’ (p.55). While it is 

true that there needs to be specific research on CARATs and effectiveness it is not 

straightforward to make conclusions based on related research of one element of the 

service. CARATs provide a range of interventions including information, advice and most 

importantly linkages with other treatment service within and outside the prison 

environment. Effectiveness of CARATs and IDTS should be considered within this broader 

context of infrastructure support and engagement with treatment (see below). 

The lack of a comprehensive coverage of the entire research base 

6.6 This paper is not intended to cover the entire evidence base and many of the 

reviews cited are similarly focused on specific sets of research. This is arguably true of 

any area of research and review of evidence; it would not be possible to include the 

entire evidence base in any single paper. The key issue for prison drug treatment is that 

there are research studies from the perspective of health that focus on drug related 

outcomes and there is also an evidence base from the perspective of offending 

behaviour that includes drug related outcomes. 

6.7 Although some of the studies covered by this paper did not measure re-offending 

rates, reductions in drug use have often been found to be associated with rapid 

reductions in criminal activity (Dismuke et al. 2004; Gossop 2003). It was not the purpose 

of this paper to focus solely on offender outcomes but it is important that both these 

perspectives are included in any consideration of the evidence base. 

Drug treatment, crime and coerced treatment (summarised from McSweeney, Stevens 

and Hunts)
3 

3 
The quasi-compulsory treatment of drug-dependent offenders in Europe – Final National Report, England. 

McSweeney T., Stevens A. & Hunt N. February 2006 
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6.8 Large proportions of arrestees and criminals are regular users of illicit drugs. In 

addition, many regular users of illicit drugs also commit crimes. Drug users tend to 

commit more crime during periods of heavy use. However, the causal nature of the 

drugs-crime connection is not clear. It is likely that drug users commit crimes (and 

criminals take drugs) for a variety of reasons. There is a large body of literature that 

shows that drug treatment is effective in reducing drug use and crime, and in increasing 

health and employment of dependent drug users. 

6.9 There was, until the 1970s, a long history of failure in coerced drug treatment. 

More recent efforts appear to have been more successful, although problems of high 

drop-out and inadequate comparison limit confidence in the findings to date. They tend 

to show that legally coerced treatment produces similar or better outcomes than 

treatment entered without legal pressure. 

6.10 Hall and Wild et al. both also criticise these studies for methodological 

shortcomings and argue that the benefits of coerced treatment have been overstated 

(Hall 1997; Wild 1999). 

6.11 The relationship between drug use and crime is complex and makes 

interpretation of the drugs-crime link inherently problematic. Even so, NTORS reviewed 

changes in offending behaviour after drug treatment and its findings, along with the US 

studies mentioned above, indicate the important role that drug treatment may play in 

reducing some types of criminal behaviour among drug users. 

Key findings include: 

•	 There were substantial reductions in crime at all follow-up points after treatment, 

both for acquisitive crimes and drug selling crimes. Acquisitive and drug selling 

crimes after five years were reduced to about a quarter of the levels at intake
4
. 

•	 Clients from residential and methadone maintenance programmes, who remained in 

treatment for longer periods of time, achieved better crime and other outcomes 

than those who left earlier. Heroin users who were facing pressure from the criminal 

justice system when commencing treatment had worse outcomes, in terms of illicit 

heroin use, than other clients after treatment. 

•	 The reductions in crime provide substantial and immediate benefits to society 

through the reduced economic costs of crime. 

•	 Crime and addiction do not inevitably go together. Half of the NTORS clients 

reported committing no acquisitive crimes and more than two-thirds reported 

committing no drug offences during the period before admission. 

Use of Meta-analysis and consensus on scoring methods 

4 
Gossop M., Trakada K., Stewart D. and Witton J. (2005). Reduction in criminal convictions after addiction 

treatment: five-year follow-up. Drug and Alcohol Dependence, 79, 296-302. 
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