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Review

Public health alternatives to incarceration for drug 
offenders
Nicholas Clark 1, Kate Dolan 2 and David Farabee 3

ABSTRACT Drug users are vastly overrepresented in prison populations. Once inside they face increased risks of 
acquiring infections such as HIV, hepatitis and TB, and on release they face an elevated risk of fatal overdose. Relapse 
and recidivism are the norm following release from prison. The implementation of evidence-based drug treatment 
programmes in prison is rare, yet drug treatment in prison reduces the transmission of infections, recidivism and fatal 
overdose on release. Recognising the negative returns associated with incarceration, many jurisdictions have begun 
to consider alternatives such as depenalisation of the personal use of illicit drugs, provision of treatment and social 
reintegration of drug offenders, and a shift in focus from supply reduction to demand and harm reduction measures in 
the community and in prison. Women with drug problems are twice as likely to have been imprisoned for a drug offence 
as incarcerated men. Similarly, HIV prevalence is higher among female inmates. Serious attention should be paid to 
implementation of non-custodial sentences for women, particularly during pregnancy and those with young children.

Alternatives de santé publique à l’incarcération pour les auteurs d’infractions liées à la drogue

RÉSUMÉ Les toxicomanes sont largement surreprésentés parmi les détenus des prisons. Une fois incarcérés, ils sont 
d’autant plus exposés au risque de contracter des infections telles que le VIH, l’hépatite et la tuberculose, et à leur 
libération, ils font face à un risque élevé d’overdose fatale. Les rechutes et la récidive sont la norme après une remise 
en liberté. La mise en œuvre de programmes de traitement de la toxicomanie reposant sur des données factuelles 
est rare en milieu carcéral, alors que traiter la toxicomanie en prison permet de réduire la transmission d’infections, 
la récidive et l’overdose fatale à la sortie. Prenant note des conséquences négatives associées à l’incarcération, de 
nombreuses juridictions ont commencé à envisager des alternatives telles que la dépénalisation de l’usage personnel 
de substances illicites, la fourniture d’un traitement et la réinsertion sociale des auteurs d’infractions liées à la drogue, 
ainsi qu’un changement de priorité, passant de mesures de réduction de l’offre à des mesures de réduction de la 
demande et d’atténuation des effets nocifs dans la communauté et en prison. Les femmes toxicomanes sont deux fois 
plus susceptibles d’être emprisonnées pour des infractions liées aux drogues que les hommes. De même, la prévalence 
du VIH est plus élevée chez les femmes détenues. Une sérieuse attention doit être portée à l’application de peines non 
privatives de liberté pour les femmes, notamment lorsqu’elles sont enceintes ou en charge de jeunes enfants.

بدائل الصحة العامة لعقوبة السجن بالنسبة إلى مرتكبي جرائم المخدرات 
نيكولاس كلارك، وكيت دولان، وديفيد فارابي

الخلاصــة: يشــكّل متعاطــو المخــدرات نســبة كبــرة مــن تعــداد نــزلاء الســجون. وبمجــرد دخولهــم الســجن، تتزايــد مخاطــر انتقــال الأمــراض الُمعديــة 
إليهــم مثــل فــروس نقــص المناعــة المكتســب )الإيــدز( والتهــاب الكبــد والســل، وعنــد إطــلاق سراحهــم يواجهــون مخاطــر مرتفعــة مــن تعاطــي جرعــة 
قاتلــة. فيمثــل الانتــكاس والنكــوص القاعــدة بعــد إطــلاق سراحهــم مــن الســجن. ونــادراً مــا يجــرى تنفيــذ برامــج العــلاج مــن المخــدرات المســتند إلى 
الأدلــة داخــل الســجون، وإن كان العــلاج مــن المخــدرات داخــل الســجون يحــدّ مــن انتقــال الأمــراض المعديــة والنكــوص وتعاطــي جرعــات قاتلــة بعــد 
إطــلاق سراح الســجين.  ومــع إقــرار العديــد مــن الســلطات القضائيــة بالمــردودات الســلبية المرتبطــة بعقوبــة الســجن، فقــد بــدأت في النظــر في بدائــل مثل 
عــدم إنــزال العقوبــة في حالــة اســتخدام المخــدرات غــر المشروعــة للأغــراض الشــخصية؛ وتوفــر العــلاج وإعــادة إدمــاج مرتكبــي جرائــم المخــدرات 
في المجتمــع؛ ونقــل التركيــز مــن خفــض العــرض إلى تدابــر الحــد مــن الطلــب والــرر في المجتمــع وداخــل الســجون. وتتضاعــف الاحتــالات بــأن 
ــزداد  ــل، ت ــجن. وبالمث ــال للس ــرض الرج ــالات تع ــة باحت ــجن مقارن ــة الس ــن عقوب ــدرات واجه ــة بالمخ ــكلات مرتبط ــن مش ــين م ــلاتي يعان ــاء ال النس
معــدلات انتشــار فــروس نقــص المناعــة المكتســب )الإيــدز( في صفــوف النزيــلات. وينبغــي إيــلاء اهتــام قــوي لتنفيــذ العقوبــات غــر الســالبة للحريــة 

المفروضــة عــى النســاء، لا ســيا خــلال فــترات الحمــل وبالنســبة للنســاء اللائــي ترعــين أطفــالاً صغــاراً.
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Introduction

Globally, at any given time, there are 
over 10 million people held in prisons 
and between 2.5 and 3 million of these 
are held in pre-trial detention. However, 
turnover in the prison populations is 
thought to be at least 3 times that with 
some 30 million individuals being de-
tained and released into the community 
each year. The vast majority of prisoners 
are male, with females accounting for 
less than 10% of this population (1). 
Drug offenders account for 3–29% of 
prison inmates in the European Union 
(EU), 4–29% of inmates in non-EU Eu-
ropean countries, 5–53% of inmates in 
the Americas and 10–58% of inmates in 
Asia/Oceana (2). In the United States 
of America (USA), between 24% and 
36% of all heroin addicts pass through 
the corrections system each year, repre-
senting more than 200 000 individuals 
(3).

Incarceration has traditionally been 
justified on the basis of its assumed ef-
fect on deterrence, crime reduction, 
rehabilitation and retribution. How-
ever, there is now a considerable body 
of evidence indicating that punishment 
(including imprisonment) provides 
neither deterrence (4) nor rehabilita-
tion (5), and that the effects on crime 
reduction are minimal, even in coun-
tries with high rates of incarceration (6).

Relapse and re-offence are usual af-
ter release from prison. In the USA, for 
example, drug-use relapse rates (even 
among those who participate in prison-
based programmes) are more than 80%, 
and 3-year re-arrest rates are consist-
ently around 70%. From 1996 to 2006, 
the population of the USA increased 
by 13% and the imprisoned population 
increased by 33%, yet the proportion of 
prisoners with a drug problem increased 
by 43% (7). Drug-dependent offenders 
are more likely to return to prison than 
other offenders. In the USA, over 50% of 
drug-dependent inmates have a previ-
ous imprisonment compared with 31% 
of other inmates. In New South Wales, 

84% of heroin-dependent inmates were 
re-imprisoned within 2 years of release, 
compared to 44% of all prisoners (8). 
Australian drug injectors reported an 
average of 5 imprisonments (9). These 
high rates confirm that most drug of-
fenders do not receive treatment while 
in prison nor are they being referred to 
treatment on release.

Although drug use tends to occur 
at a lower level in prison than in the 
community, the infectious disease risks 
are often higher, as inmates share sy-
ringes when they cannot access sterile 
ones (nor can they access products to 
sterilize them). As a result, having one 
or more prior incarceration is a major 
risk factor for having HIV and hepatitis 
C. In fact, among injection drug users 
in Tehran, Islamic Republic of Iran, a 
history of shared needles in prison was 
found to be the strongest predictor of 
being HIV-positive (10). In two Scot-
tish prisons, 6% and 25% of injection 
drug users reported that they started 
injecting while in prison (11). The risk 
of death among people on parole during 
the first 2 weeks after release from prison 
is nearly 13 times greater than among 
individuals of similar demographic 
background, with drug overdose being 
the leading cause of death (12).

Recognizing the high cost and nega-
tive returns associated with imprison-
ment, many authorities have begun to 
consider alternatives. From a public 
health perspective, such alternatives 
include:

• Decriminalize personal use of illicit 
drugs, 

• Provide treatment and social reinte-
gration of people with drug use disor-
ders who come into contact with the 
criminal justice system,

• Move the focus of funding away from 
supply-reduction measures towards 
demand- and harm-reduction meas-
ures.

Rationale for 
alternatives to 
incarceration for 
drug offenders

Alternative approaches to imprison-
ment are consistent with the obligations 
UN Member States have under the 
international drug control conventions, 
as the following details:

• Alternatives to conviction and pun-
ishment are permitted in the inter-
national drug control conventions 
and treatment is encouraged. The 
3 international drug control conven-
tions each contain a clause that allows 
for treatment and social reintegration 
as an alternative to conviction and 
punishment. The conventions also 
explicitly mention the need to make 
treatment available.

• Conviction of minor drug offences 
does not prevent drug use. Convic-
tion and punishment of minor drug 
offences does not deter drug use and 
does not lead to rehabilitation.

• Conviction and punishment of mi-
nor drug offences is often dispropor-
tionate. The International Narcotics 
Control Board (INCB) has also re-
minded Member States of this prin-
ciple of proportionality in criminal 
justice and to take the Tokyo rules 
into consideration (13).

• Conviction and punishment is ex-
pensive and causes harm. Impris-
onment is more expensive than 
treatment and uses valuable resourc-
es that could be used more effectively 
for the prevention and treatment of 
drug use disorders. Increased spend-
ing on prisons in the USA, for exam-
ple, has been shown to correlate with 
a reduction in spending on education, 
education being one of the most ef-
fective investments a country can 
make in preventing drug use (14).

• Treatment and social reintegration 
reduce both drug use and drug-re-
lated crime. Treatment of substance 
use disorders has been consistently 
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shown to reduce drug-related crime. 
The extent of the reduction varies 
depending on the type of substance 
use disorder and the type of treat-
ment. In the treatment of opioid de-
pendence, drug use and drug-related 
crime can be reduced by more than 
50% with the use of opioid mainte-
nance treatment such as methadone 
(15). Non-dependent drug use can 
be reduced by brief interventions, 
while dependent use of cannabis and 
stimulants can be reduced by more 
structured psychosocial interventions 
(16). Overall, most experts agree that 
treatment of substance use disorders 
leads to a significant reduction in of-
fending (17,18).

• Treatment for drug use disorders is 
a cost-effective way to reduce drug 
use and crime in addition to other 
benefits. In addition to reducing drug 
use, treatment of substance use dis-
orders reduces health care problems 
such as HIV and facilitates employ-
ment. Cost-benefit analyses of drug 
treatment, looking at the effect on 
health care costs, employment, and 
government expenditure on social 
services and crime, have estimated 
the returns on investment range from 

7:1 to 18:1, meaning that for every 
dollar spent on drug treatment, sav-
ings of between 7 and 18 dollars are 
returned (18,19).

Public health 
alternatives

Decriminalization

Countries can decriminalize the person-
al use of illicit drugs. The international 
drug control conventions distinguish 
between “minor” and “serious” drug 
offences. The accepted interpretation 
of this phrasing is that minor crimes 
may be managed entirely by referral to 
treatment, by education or even simply 
by admonishment as an alternative to 
conviction or punishment, whereas seri-
ous crimes should result in conviction 
and punishment, in proportion to other 
offences in the country.

Thirty countries have reformed their 
drug policies to permit some form of 
decriminalization (20). Decriminal-
izing drug possession and investing in 
demand and harm reduction services 

can provide major benefits for public 
safety and health, including:

• reducing the number of people in 
prison,

• reducing criminal justice costs and 
redirecting resources from criminal 
justice to health systems,

• redirecting law enforcement re-
sources to prevent serious and violent 
crime,

• reducing unjust racial disparities in 
drug law enforcement and sentenc-
ing, imprisonment and related health 
characteristics and outcomes,

• minimizing the social exclusion of 
people who use drugs, and creating a 
climate in which they are less fearful 
of seeking and accessing treatment, 
using harm reduction services and 
receiving HIV/AIDS services.

Other benefits are: increasing uptake 
into drug treatment, improving rela-
tions between law enforcement and 
the community, and protecting people 
from the wide-ranging and debilitating 
consequences of a criminal conviction 
and period of imprisonment.

Although countries are free to en-
force higher penalties, a public health 

Box 1. Effects of reduced sentencing for drug use offences in Portugal

Drug use has been decriminalized in Portugal since 2001. Possession and sale of proscribed drugs remain illegal in the coun-
try but people in possession of drugs for “personal use” (up to a 10-day supply of any drug) are not prosecuted criminally but 
redirected to a Commission for Dissuasion of Drug Addiction. These committees are composed of a social worker, a doctor 
and a legal adviser, who assess the level of substance abuse or dependence of the drug user and direct them to appropriate 
treatment. This measure was accompanied by a greater allocation of resources to treatment (e.g. methadone substitution), 
harm reduction (e.g. needle and syringe programmes) and prevention interventions.

During the first 6 years of the programme, the committees dealt with approximately 500 cases a month. The number of 
people undergoing substitution treatment increased from 6040 in 1999 to 14 877 in 2003. Lifetime prevalence of substance 
use increased from 8% to 12% between 2001 and 2007. However, there was a reduction in recent or current use, particularly 
in the age group 15–24, consistent with a pattern of experimentation and with data showing higher rates of discontinuation. 
In terms of public health effects, there was a sharp decline in the number of new HIV-positive cases among people who inject 
drugs (from 1400 in 2000 to 400 in 2006) and a reduction in the number of drug-induced deaths (from around 80 in 2001 
to 20 in 2008). In terms of effects on crime, the number of convictions for drug trafficking remained stable in the period of 
2001-2005 (around 5000 per year); at the same time, there was a significantly reduced burden on the courts (in 2000 there 
had been 7592 drug use charges) and on the prison system (prison overcrowding decreased from 119 prisoners per available 
place down to 101.5 in 2005).
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approach that is consistent with the 
drug control conventions is to use the 
flexibility within the conventions to 
avoid conviction and punishment of 
people who commit drug offences re-
lated to the personal use of illicit drugs. 
Also, consistent with this approach is 
the encouragement of all people with 
substance use disorders who come into 
contact with the criminal justice system 
to receive the treatment they need, re-
gardless of the severity of the crime.

Encouraging treatment
Opportunities for treatment as an alter-
native to conviction and punishment 
can occur at many stages in the criminal 
justice process, starting from initial 
police contact through to community 
reintegration after prison. In the same 
way that treatment and care provided to 
people with drug use disorders outside 
the criminal justice sector, treatment 
is usually as an outpatient, but may 
include residential therapeutic care for 
those in need of such services.

Schemes within the criminal jus-
tice system that facilitate treatment and 
care as an alternative to conviction or 
punishment fall into 4 broad areas de-
pending on their location in the crimi-
nal justice process: 1) police diversion 
schemes, cannabis caution schemes; 
2) regular court and probation service 

based schemes; 3) specialist problem-
solving courts, including drug courts; 
and 4) early release/aftercare of sen-
tenced prisoners. 

In combination with these schemes, 
interaction with the health care system 
and diversion away from the criminal 
justice system can occur at numerous 
points: 1) pre-arrest (i.e. as an alterna-
tive to arrest); 2) police arrest; 3) in 
police custody and police custody on 
suspicion of a criminal offence; 4) in the 
pre-trial process; 5) during the trial pro-
cess; 6) on sentencing; 7) on entry to 
prison; 8) in prison; 9) on preparation 
for release from prison; 10) on release 
into the community, including while on 
parole; and 11) on leaving the criminal 
justice system (either on release from 
prison, or when the parole period ends).

Drug courts

A systematic review of the effectiveness 
of drug courts found that participants 
have lower re-offence than non-partici-
pants; on average re-offence decreased 
from 50% to 38%, and can last for up to 
3 years. Larger reductions in re-offence 
were found in adult drug courts that 
had high graduation rates and those that 
accepted only non-violent offenders. 
Juvenile drug courts have substantially 
smaller effects on re-offence (21).

There are currently more than 
2 000 drug courts operating in the USA. 
Programmes also operate in Australia, 
Canada, United Kingdom and New 
Zealand. Drug courts vary in how they 
manage their caseloads, in the ancillary 
services they offer and in the testing 
and sanction schedules they apply. 
What they all have in common is the 
provision of ongoing supervision from 
a judge, with offenders appearing be-
fore the judge for regularly scheduled 
updates. The drug court movement 
has been very successful. Many evalu-
ations suggest that this is an effective 
approach to managing offenders in the 
community (22), although most of the 
support comes from non-randomized 
evaluations. The most rigorous evalua-
tion, using a randomized, intent-to-treat 
design was conducted on the Baltimore 
City Drug Court in Maryland, USA. A 
1-year follow-up showed significantly 
lower levels of drug use and fewer arrests 
among those assigned to the drug court 
versus those in the control situation. By 
the time of the 3-year follow-up, these 
differences were no longer significant, 
although trends still favoured the drug 
court participants (23,24).

Box 2. Drug treatment courts in Australia

The Australian state of New South Wales first created drug courts in 1999. Offenders may be directed to drug courts if they 
meet the eligibility criteria regarding the kind of offence committed (drug supply and sexual assault prevent inclusion) and 
proven dependence on drugs. The drug court offers a treatment programme as an alternative to imprisonment on condition 
that the offender pleads guilty. Compliance with treatment is strictly regulated through urine testing and regular reports to 
the court. The 1-year programme includes a stabilization phase (3 months), including access to opioid substitution therapy 
if needed; a consolidation phase (3 months) to develop life and job skills; and a reintegration phase (6 months) where the 
offender should reintegrate into the community and secure employment.

An evaluation has shown that people who entered the programme were less likely to have further convictions, especially 
if they successfully completed it (the likelihood of a subsequent conviction for crimes against a person was 23% for the 
control group and 9% for those who completed treatment; for crimes against property, the likelihoods were 44% and 39% 
respectively). Cost-benefit analyses also showed that drug courts were as cost-effective as conventional sanctions in delaying 
time to the first offence and more cost-effective in reducing the frequency of subsequent offending.
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Community supervision and 
treatment
Awareness of the high prevalence of 
drug use among criminal offenders 
prompted a number of large-scale ef-
forts in the USA to use the power of 
legal pressure to encourage substance-
abusing offenders to enter treatment. 
The most common form was “diver-
sion,” in which adults convicted of 
nonviolent drug possession offences 
have the option of participating in drug 
treatment in the community instead 
of imprisonment or probation without 
treatment. Unfortunately, evaluations 
of these efforts showed that these di-
verted offenders were more likely to be 
rearrested for a drug crime than other 
participants referred to treatment by the 
criminal justice system  (25) or similar 
offenders charged prior to this initiative 
(26). One of the most important find-
ings to emerge from these evaluations 
was that requiring the existing treatment 
system to provide services for drug users 
of all severity levels resulted in a misal-
location of resources. Most importantly, 

attempting to treat everyone with a 
drug use history meant many offend-
ers with serious drug use disorders 
received inadequate care. Moreover, lax 
and inconsistent enforcement of these 
referrals allowed offenders to ignore 
treatment referrals—and even sched-
uled probation appointments and 
drug testing—with no penalties. These 
experiences made it clear that effective 
management of drug offenders requires 
close monitoring and consequences for 
non-compliance. It also became clear 
that targeting treatment resources on 
those with the highest need is more 
effective than offering low levels of 
treatment for everyone. This can be 
construed as a continuum of services 
ranging from random drug testing cou-
pled with gradually increasing sanctions 
to residential care with the full comple-
ment of ancillary medical and social 
services.

Drug treatment for prisoners
Given the large number of injection 
drug users and the fact many inmates 

start injecting in prison and are at risk 
of injecting-related harm, the prison 
setting would seem the logical place 
to provide drug treatment. With 
heroin often the main drug injected 
in prison, it follows that medication 
assisted treatment of opioid depend-
ence (MATOD) would be the ideal 
treatment. MATOD uses medicines 
such as methadone or buprenorphine 
and psychosocial support. MATOD 
has been shown to reduce injecting 
and syringe sharing (27) and hepatitis 
C transmission (28,29) in prison and 
mortality after release from prison (29). 
MATOD reduced post-release crimi-
nal activity (30) and re-imprisonment 
by up to 20% among a group with a high 
rate of re-imprisonment (31).

Cognitive behavioural therapy 
(CBT) has been shown to reduce re-
arrest (32,33) and re-imprisonment 
(34). It has also been identified as 
an effective treatment for criminal 
behaviour and alcohol and drug use 
problems in offenders (35,36). Prison-
based cognitive behavioural therapy 

Box 3. Effect of expanding treatment as a means of reducing 
drug related crime in the United Kingdom

In 2001 the United Kingdom government created the National Treatment Agency for Substance Misuse (NTA) to 
“improve the availability, capacity and effectiveness of drug treatment in England”; one of the key objectives was to reduce 
drug-related crime. The agency oversaw the implementation of a new drug treatment system based on the best available 
evidence according to experts in the field of substance abuse.
The introduction of treatment programmes overseen by the NTA has led to a large increase in the number of drug users 
in treatment, from around 100 000 in 2001 to 210 815 in 2008/09. The new system was also more efficient, with shorter 
waiting times for treatment: in 2001 the average waiting time for an appointment was 9 weeks while in 2008/09 it was 5 
days. A study on the effect of treatment on outcomes (Drug Treatment Outcomes Research Study, 2009) showed that the 
greatest reductions in drug use were found in problem drug users: 12 months after the baseline interviews, 49% of heroin 
users and 61% of crack users were no longer using drugs. Treatment also affected risk behaviours such as sharing injecting 
equipment; of the people who inject drugs who reported sharing at baseline, 77% had stopped sharing 1 year later. Treatment 
also had a positive effect on crime: around 40% of users at the start of the study had committed offences in the previous 4 
weeks; this fell to 16% after 1 year. Interestingly, the study also showed that users referred to treatment by the criminal justice 
system were as likely to complete treatment successfully as users referred by other sources. The net benefit to society per 
person undergoing treatment, considering their improved outcomes in terms of health and crime, was £6527. In addition, 
for every £1 invested in drug treatments, £2.50 are returned to society. A more recent study by the NTA (Estimating the 
crime reduction benefits of drug treatment and recovery, 2012) estimated that drug treatment prevented approximately 4.9 
million crimes in 2010/2011, corresponding to £960 million in savings to society (including the public, businesses and the 
justice and health systems).
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(interventions were cost-effective in 
terms of re-offence (37).

Women in prison
The number of imprisoned women is 
increasing in all 5 continents; it increas-
ing by an average of 16% in the past 6 
years (1). In 2012, more than 600 000 
women and girls were held in prisons 
worldwide (38). Imprisoned women 
are twice as likely to have a drug problem 
as male prisoners and are more likely to 
have been imprisoned for a drug offence 
than imprisoned men (39). A global re-
view found HIV prevalence was higher 
in female than in male inmates in 15 
countries, including Afghanistan (4% 
versus 1%) and was lower than male 
inmates in only 7 countries (40).

Women who are poor and unedu-
cated are more likely to be arrested and 
less likely to afford legal counsel than 
men. Alternatives to incarceration for 
drug-involved women are needed, espe-
cially for those in prison for non-violent 
offences who pose no risk to public 
safety. Serious attention should be paid 
to the development and implemen-
tation of non-custodial sentences for 
women, particularly during pregnancy 
and when they have young children. A 
study of women seeking treatment in 
the Islamic Republic of Iran found that 
they were more likely to have been in 
prison (48%) than in drug treatment 
(20%) (41).

Treatment coverage for 
prisoners
Although a country may provide drug 
treatment for inmates, the coverage is 
often very poor. In 1996, 5 countries 
provided methadone for prisoners; this 
increased to 29 countries in 2009 (42), 
to 41 countries in 2012 (43) and to 43 
countries in 2013 (44). Even when a 
country provides MATOD to inmates, 
few receive it. A review of 20 countries 
with prison-based MATOD found less 
than 10% of inmates in 17 countries 
were in treatment (42). An assessment 
revealed that injecting drug use is 
known to occur in 148 countries (45).

Of the 2.3 million prison inmates 
in the USA, 65% meet the DSM-IV 
medical criteria for alcohol or other 
drug abuse and addiction, but only 11% 
received treatment for their addictions 
with less than 1% of prison budgets 
spent on treatment (7).

Demand and harm reduction 
measures
There needs to be a shift in the focus of 
funding from supply reduction meas-
ures to demand and harm reduction 
measures. In addition to reducing drug 
use, treatment of drug use disorders 
reduces health care problems such as 
HIV and assists with a return to work. 
Even within many prison systems, there 
is a focus on supply-reduction meas-
ures at the expense of demand- and 

harm-reduction measures. An Austral-
ian study found that despite an exten-
sive use of drug searches and urinalysis, 
the detection of drugs was modest for 
both strategies. The most commonly 
used drug was cannabis with the detec-
tion of drugs such as amphetamines and 
heroin being very low. Several millions 
of dollars are spent on these supply-re-
duction measures, while many inmates 
go untreated for drug dependency (46).

Conclusion

An imprisonment-based response to 
drug use in society is costly, is associ-
ated with significant public health risks, 
particularly for women who use drugs, 
and is of questionable benefit to public 
safety. Opportunities for alternatives to 
imprisonment exist at every step in the 
criminal justice process, and examples 
can be found from different authorities 
around the world for each of these. Such 
examples demonstrate the feasibility of 
such approaches, but also the challenges 
in setting up effective programmes. Fur-
ther work is needed to clearly evaluate 
the relative effect on public health and 
public safety of the different approaches.
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Box 4. Aftercare in Canada

In response to the high levels of drug abuse among women offenders in Canadian correctional services, the Women Offend-
ers Substance Abuse Program was established in 2003 to provide treatment and support during and after imprisonment. 
The treatment programme consists of 4 modules: education and engagement; intensive therapeutic treatment; relapse 
prevention and maintenance; and community relapse prevention and maintenance (CRPM). The first 3 models are offered 
to women during imprisonment while CRPM is offered after release, while under supervision in the community.

Women who participated in the CRPM module had significantly better outcomes than those who only participated in the 
modules in prison. Only 5% of women who had participated in CRPM had returned to prison 1 year later, compared to 38% 
of those who had no exposure to CRPM. The reasoning for this approach is that offenders in prison are sheltered from many 
of the environmental factors that trigger offending and drug abuse and continuing therapy after release can be particularly 
helpful in preventing relapses.
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