CORRECTIONAL SERVIGE CANADA

CHANGING LIVES. PROTECTING CANADIANS.

RESEARCH REPORT

Health and service access challenges for correctional offenders with
mental health and substance use problems in transition from
incarceration to community: a literature review

2018 N° R-398

Ce rapport est également disponible en francais. Pour en obtenir un exemplaire, veuillez vous adresser a la Direction
de la recherche, Service correctionnel du Canada, 340, avenue Laurier Ouest, Ottawa (Ontario) K1A OP9.

This report is also available in French. Should additional copies be required, they can be obtained from the Research
Branch, Correctional Service of Canada, 340 Laurier Ave. West, Ottawa, Ontario K1A 0P9.

1+l

I * I Correctional Service  Service correctionnel C an ad a

Canada Canada






Health and service access challenges for correctional offenders with mental health and
substance use problems in transition from incarceration to community: A literature review

Yoko Murphy
Institute for Mental Health Policy Research, Centre for Addiction and Mental Health

Farihah Ali
Institute for Mental Health Policy Research, Centre for Addiction and Mental Health

&

Benedikt Fischer
Institute for Mental Health Policy Research, Centre for Addiction and Mental Health
Department of Psychiatry; Institute of Medical Science; and Centre for Criminology and
Sociolegal Studies, University of Toronto
Centre for Applied Research in Mental Health and Addiction, Faculty of Health Sciences, Simon
Fraser University

Correctional Service of Canada

Octobre 2018







Executive Summary
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This study compiled a narrative review of the literature identifying: health problems and breakdown
of access to care and services for offenders with mental health and substance use issues during
transition from incarceration to the community, the factors contributing to these outcomes, and
evaluated interventions or approaches for mitigating these harms.

We searched key databases for publications on experiences or challenges of transition/release from
incarceration among mentally ill and/or substance user populations for studies published in 1996 to
present. The information was organized into three broad themes relating to challenges and outcomes
during release from correctional institutions, contributing factors to these challenges, and
interventions aimed at reducing poor outcomes. Contributing factors were further divided into
individual (i.e., personal explanations for behaviour), structural (i.e., those dealing with economic
and social environments), and systemic factors.

Individual factors related to addictions and personality disorders contributed to a heightened
difficulty to remain engaged in treatment services. Structural factors, such as restrictive housing and
employment policies or requirements, posed barriers that did not accommodate the specific needs of
mentally ill and substance-using inmate populations. Systemic factors, including inadequate pre-
release planning and unstable housing were obstacles to attaining social stability and engaging in
treatment during the transition from incarceration to community.

Approaches most consistently beneficial across all outcomes were those that provided in-custody
treatment with pre- and post-release care planning, arrangement and follow-up. Pre- or post-release
interventions alone usually did not ensure consistent contact with and engagement of offenders in
treatment during the critical point of release to ensure uninterrupted treatment during transition from
incarceration to community. Offenders engaged in post-release mental health or substance use
treatment experienced lower rates of hospitalization, drug use, death, and re-incarceration.

Interventions that provided both pre-release initiation of care and ensured continuation of aftercare
through case management or enrolling offenders in community programs before release were
associated with less relapse to drug use and return to risky pre-incarceration behaviour, lower
likelihood of re-arrest, and higher levels of retention in treatment. Many released offenders with
mental health or substance use issues noted their most pressing needs upon release were for housing
and employment or other financial assistance. Their inability to access or remain in mental health or
substance use treatment after release was due to their primary need to pursue social stability (i.e.,
housing, employment).

In summary, continuity of treatment post release for offenders with mental disorders is important to
improve outcomes but is jeopardized when other pressing social needs are prioritized. Stressors that
contributed to poorer outcomes were lack of social support and challenges in obtaining financial and
housing stability during reintegration.
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Introduction

Globally, an estimated 11 million people are in correctional institutions at any one time,
and over 30 million people are moving through the prison system each year (Kinner, Forsyth, &
Williams, 2013; United Nations Office on Drugs and Crime (UNODC) Regional Office for
South Asia, 2008). In Canada, roughly 40,000 people are in correctional institutions, with
approximately 15,000 in federal custody (Reitano, 2016). Thus, over 24,000 of those imprisoned
are in provincial/territorial custody (of whom over 13,000 are on remand awaiting trial or
sentencing), meaning they will likely be released into the community within two years; the vast
majority are released within six months (Correctional Services Program, 2015; Maxwell, 2015).
Furthermore, in 2014/15 there were over 205,000 adult admissions to correctional custody
recorded in Canada (Correctional Services Program, 2015).

The generally poorer health status of offenders relative to the general population has been
well documented, particularly in regards to the higher prevalence of chronic illness — including
mental health and substance use disorders (Beaudette & Stewart, Binswanger, Krueger, &
Steiner, 2009; Fazel, Hayes, Bartellas, Clerici, & Trestman, 2016; Kouyoumdjian, Schuler,
Matheson, & Hwang, 2016; Nolan & Stewart, 2017; Stewart, Sapers, Nolan, & Power, 2014;
United Nations Office on Drugs and Crime (UNODC), 2016). Compared to the general
population, inmates of western nations have exhibited disproportionately higher prevalence (e.g.,
roughly 40% in U.S. inmate surveys) of chronic and/or severe diseases including hypertension,
asthma, hepatitis, diabetes, HIV, and arthritis (Binswanger et al., 2009; Fazel & Baillargeon,
2011; Wilper et al., 2009). Fazel and Seewald (2012) conducted a systematic review on the
psychiatric status of 33,588 inmates, revealing that roughly one in seven offenders had either a
psychotic illness or major depression, thus 2-4 times more likely than the general population.
Prevalence of psychotic illness was around 4% and major depression at 10-14%; these figures
were steady in comparison to a similar systematic review conducted a decade earlier involving
22,790 inmates (Fazel & Danesh, 2002; Fazel & Seewald, 2012). Substance abuse was assessed
in a separate systematic review of 7,563 inmates; estimates of the prevalence of substance
abuse/disorders ranged between 14.0-30.0% for alcohol abuse/dependence and 10.0-48.0% for
drug abuse/dependence among male offenders, and 10.0-52.4% and 17.1-60.4%, respectively,
among female offenders entering incarceration (Fazel, Bains, & Doll, 2006). Again, this



translated to a slight excess in prevalence among males and 2-4 times increased likelihood
among female offenders to have alcohol abuse/dependence, and two- to ten-fold among male and
at least 13-fold among female offenders to have drug abuse/dependence in comparison to the
general population (Fazel et al., 2006). Rates of substance misuse and mental disorder in the
Canadian prison population appear to be even higher both for men (Beaudette & Stewart, 2016)
and women (Derkzen, Barker, McMillan, & Stewart, 2017) than those cited in this research.

In Canada, 70% of incoming federally-sentenced men in 2014/15 presented at least one
mental disorder, including alcohol or substance use disorders (49.6%) and antisocial personality
disorders (44.1%) (Beaudette& Stewart, 2016). Excluding these disorders, 40% of these men
still met the criteria for at least one mental disorder, compared to 12.4% in the general population
(Beaudette et al., 2015); more than a third of incoming offenders met criteria for concurrent
disorders (Sapers, 2015).

Incarceration may offer a unique and “only opportunity for an ordered approach to
assessing and addressing health needs” for some offenders (World Health Organization Regional
Office for Europe, 2007, p.16). Thus, correctional institutions can act as a crucial first point of
contact with healthcare, and may be an opportunity for chronic disease, mental health, and/or
substance abuse treatment for many offenders who have untreated and unmet health needs. For
example, routine screening and testing for infectious diseases in institutions has identified
substantial previously unknown HIV-positive cases, allowing for referral to and initiation of
appropriate treatment (Beckwith et al., 2012; de Voux et al., 2012). Testing rates for infectious
diseases have increased in recent years in Canadian corrections; in 2000 around 37% of inmates
in federal corrections were tested for HIV and Hepatitis C Virus (HCV), but by 2008 this figure
increased to about 57% (Correctional Service Canada, 2012; Zakaria, Thompson, Jarvis, &
Smith, 2010). About 53% of HIV-positive inmates in Canadian federal correctional institutions
were taking antiretroviral therapy (ART) in 2007, though 60% of those who have ever had ART
reported experiencing interruptions in treatment in corrections; of HCV-positive federal inmates,
33% had ever seen a medical professional or received treatment while incarcerated (Zakaria et
al., 2010).

Correctional Service Canada’s Mental Health Strategy involves a screening and
assessment of inmates at intake to connect to primary care services while imprisoned, and pre-

discharge planning to facilitate community care linkages upon release (Correctional Service



Canada, 2015). Group and individual substance abuse programs of varying intensity had
historically been offered in Canadian correctional institutions but are now subsumed under an
Integrated Correctional Program Model that addresses multiple criminogenic needs (Correctional
Service Canada, 2014;). However, in 1997, methadone maintenance therapy (MMT) programs
were introduced in Canada for federal inmates already receiving MMT in the community to
continue treatment while incarcerated; by 2002 the program expanded to allow the initiation of
MMT in correctional institutions (Betteridge & Dias, 2007). Over the past decade, some 5% of
the male and approximately 10% of the female federal correctional population initiated MMT in
corrections (Johnson, Farrell MacDonald, & Cheverie, 2011; Luce & Strike, 2011; MacSwain,
Cheverie, Farrell MacDonald, & Johnson, 2012). Most provincial institutions provide
continuation of MMT, but initiation of MMT once incarcerated still is not provided universally
(Betteridge & Dias, 2007; Luce & Strike, 2011).

Importantly, turnover in correctional institutions is vastly larger than the incarcerated
population at any given time; globally, an estimated 30 million individuals are detained and
released back into the community each year (Walmsley, 2013). In Canada, the vast majority of
offenders will be released within a year of sentencing; 87% of individuals sentenced to custody
in 2013/14 received sentences of six months or less (Maxwell, 2015). The period following
release is somewhat of an ‘Achilles’ heel” for correctional populations, a critical moment of
heightened morbidity and mortality risk and for the disruption of healthcare services received
while in custody (Binswanger et al., 2007; Rosen, Schoenbach, & Wohl, 2008). When released
from custody, offenders with chronic diseases requiring care, including mental health and
substance use related issues, cannot simply be returned into the community without appropriate
mechanisms in place to ensure continuity of care at release. If interruptions or gaps in
medication occur for certain treatments received in correctional institutions (e.g., MMT), the
effects of such treatment while in custody will be negated upon release, and offenders will be at
increased risk of negative health consequences and death.

The heightened health burden of correctional populations due to chronic illnesses including
mental health and substance use disorders has been identified as an issue, and efforts in many
constituencies have been made to initiate or provide treatment in correctional institutions to those
offenders. Without ensuring continuation of care upon release into the community, the efforts to

provide such in-custody treatment will be largely for naught. The main objective of this study



was to compile a narrative review of the literature identifying the health problems and
breakdown of access to care and services for mental health and substance abuse during transition
from incarceration to the community, the factors contributing to these outcomes, and evaluated

interventions or approaches for mitigating these harms over the last twenty years.



Method

In order to identify relevant literature and data, we conducted searches in key databases
(e.g., PubMed, OVID, Medline, ProQuest) for publications that presented data on experiences or
challenges of transition/release from incarceration among mentally ill and/or substance user
populations. Searches using keywords (i.e., corrections; prison; jail; inmates; parolee; release;
transition; community; aftercare; substance use; mental health; experiences; challenges; relapse;
interventions) were conducted for studies published in 1996 to present, to cover a span of twenty
years. The information gathered was organized into three broad themes, relating to challenges
and outcomes during release from correctional institutions, contributing factors to these
challenges, and interventions and approaches aimed at reducing these outcomes. The
contributing factors were further divided into individual (i.e., personal motivations/explanations
for behaviour), structural (i.e., those dealing with economic and social environments), and

systemic (i.e., failing systems of care or networks) factors that emerged.



Results

Health and care challenges following release from correctional institutions

Indicators of health outcomes following release

The aforementioned elevated mental health and substance use issues of offenders at
admission to incarceration create unique challenges that put inmates at risk for poor health
outcomes during transition to the community. Inmates with a lifetime diagnosed mental disorder
in Australia, compared to controls, were significantly more likely to report risky drinking
behaviours (22.3% vs. 13.9%) and injection drug use (16.0% vs. 9.4%) at six-month follow-up
(Cutcher, Degenhardt, Alati, & Kinner, 2014). Recently released (within 6 months) women
offenders in Baltimore, Maryland, were more likely to have smoked crack-cocaine (adjusted
odds ratio [AOR] 2.61), injected drugs (AOR 1.90), or engaged in transactional sex for drugs
(AOR 11.30) in the past month than never-incarcerated women; there were no significant
differences in risk behaviours between women released more distally and those never
incarcerated (Hearn, Whitehead, Khan, & Latimer, 2015). In Canada federally sentenced
offenders with mental disorders and particularly those with co-occurring mental disorders
including substance abuse demonstrate poorer outcomes than offenders without these disorders
(Stewart & Wilton, 2014),

More inmates with a lifetime diagnosed mental disorder in Australia compared to
controls reported various indications of worse health outcomes at six-month follow-up, such as
very high distress (16.2% vs. 6.0%), having seen a general practitioner (60.7% vs. 44.9%),
contacted a mental health service (29.5% vs. 8.5%), or been hospitalized (13.0% vs. 8.3%)
(Cutcher et al., 2014). Mental health disorders (MHDs) were responsible for 27% of
hospitalizations among releasees in Western Australia (Alan, Burmas, Preen, & Pfaff, 2011), and
having a MHD or substance use disorder (SUD) in a released offender population in Rhode
Island increased the likelihood of experiencing an emergency room visit by 43% and 93%,
respectively (Frank et al., 2013). Further, nearly a third of a sample of U.S. offenders reported
worse levels of depression (30.8%) and stress (29.8%) three weeks following release compared
to levels reported during incarceration (van den Berg et al., 2016). Frequent self-reported
overdose was observed in the first 1-3 months following release from incarceration in samples

from Colorado, Western Australia and Russia (Binswanger et al., 2012; Cepeda, Niccolai et al.,



2015; Winter et al., 2015).

Released offenders are also at an increased risk of death (approximately 3.5 times more
likely during a mean follow-up of two years) after release compared to the general population,
and particularly so (12.7 times) within the first two weeks after release (Binswanger et al., 2007).
Mental health problems have been linked to a heightened risk of death after release from
incarceration; for example, of deceased ex-offenders in Australia and Sweden, 30% and 16%,
respectively, were due to suicide, though actual diagnoses of mental health disorders in these
deaths were unclear (Andrews & Kinner, 2012; Chang, Lichtenstein, Larsson, & Fazel, 2015).
This risk is higher in the critical period shortly after release; of 382 suicides among releasees in a
one-year period in England and Wales, 21% were committed in the first 28 days, and 51% in the
first four months following release (Pratt, Piper, Appleby, Webb, & Shaw, 2006).

Drug-related deaths are also a substantial driving factor behind high mortality rates
during transition from incarceration. In a five-year follow-up of male and female releasees after
release from incarceration in Sweden, SUD-related deaths amounted to 34% and 50% of all-
cause mortality or 42% and 70% of external-cause mortality, respectively (Chang et al., 2015).

In an Australian review of coroner records for deceased ex-offenders, 36% of deaths were
accidental overdose deaths (ODs) — thus the leading cause of death — and an additional 9% were
from mental and behavioural disorders caused by psychoactive substance use (Andrews &
Kinner, 2012). Of 261 drug-related deaths among ex-offenders (amounting to 59% of all ex-
offender deaths in England and Wales in 1998-2003), 55% were attributed to ‘mental and
behavioural disorders due to drug use’, and 42% due to accidental or intentional ODs (Farrell &
Marsden, 2008). ODs were the leading cause of death (23.3%) among all deaths of ex-offenders
released between 1999-2003 in Washington State, and were responsible for 71% of deaths within
the first two weeks following release (Binswanger et al., 2007). Similarly, the odds of drug-
related death were over ten times greater among women and eight times greater among men in
the first two weeks after release in England and Wales, compared to one year later (Farrell &
Marsden, 2008). In Ontario, Canada, nearly 10% of all drug toxicity deaths in the province
between 2006 and 2013 were attributed to provincial corrections inmates within their first year

after release; 20% of the 702 deaths were within the first week after release (Groot et al., 2016).

Breakdown of treatment services and care following release



To facilitate a successful transition from incarceration to community, substance use
disorder and mentally ill offender populations require access to services upon release, be it
through enrollment in treatment programs or continuation of medication or counselling that was
initiated and/or received while in custody. However, despite elevated service needs, actual
engagement in — and continuation of — treatment after release remains low. In a sample of
recently released offenders in the United States, 62.5% anticipated requiring substance use
services upon release, but at follow-up only 44% had received them; likewise, 48% anticipated
requiring mental health services upon release, yet only 15% had received them (Begun, Early, &
Hodge, 2016). In a separate study in Australia, only a quarter (25%) of offenders who identified
‘very high’ and “high increasing’ levels of psychological distress accessed community mental
health services in the first year after release (Thomas et al., 2016). Even among those receiving
treatment, the amount, quality and effectiveness of such services remain an issue. For example,
58% of a mentally ill offender sample in Washington accessed community mental health services
during the 1.5-4 years following release, but analysis found that the prevalence of steady service
use (receiving services for at least 9 of the first 12 months after release) was only 16% for mental
health and 5% for drug- or alcohol-related services (Lovell, Gagliardi, & Peterson, 2002).

Additional disease burdens in these populations, such as HIV or other infectious diseases,
warrant distinct care plans following release from correctional institutions. Discharge plans
specific to HIV care needs were provided to 72% of HIV-positive releasees from New York City
jails in 2011, of whom 73% were linked to care within 30 days of release (Jordan et al., 2013).
Importantly, ever accessing services is not necessarily an adequate indication of receiving
satisfactory treatment or remaining engaged in treatment services. In particular, certain
treatments such as ART or MMT require seamless continued retention in treatment at the point
of release and in transition into the community, or else will negate the benefits of having
received such treatment while in custody. Yet, only 5% of HIV-positive offenders in Texas
filled ART prescriptions in time to avoid gaps in treatment after release, and 30% had filled
prescriptions within 60 days after release (Baillargeon, Black, Pulvino, & Dunn, 2000);
similarly, 15% of HIV-positive inmates in San Francisco maintained ART while in-and-out of
custody over nine years (Pai, Estes, Moodie, Reingold, & Tulsky, 2009). Discontinuation or
interruption of ART among HIV-positive injection drug users in a Canadian setting in 1996-2008

occurred in 63% of the sample; disruption of ART was found to be associated with public drug



use (adjusted hazard ratio [AHR]: 1.67) and being female (AHR: 1.23) (Werb et al., 2013).

Among offenders who initiated MMT in Canadian federal corrections, only about 25% of
male (2006-2008) and 27% of female (2003-2008) offenders continued MMT in the community
(Farrell MacDonald, MacSwain, Cheverie, Tiesmaki, & Fischer, 2014; MacSwain, Farrell
MacDonald, Cheverie, & Fischer, 2013). Released inmates who continuously retained their
opioid maintenance treatment (OMT) after release had significantly lower mortality outcomes
both four weeks and one year post-release, compared to those who experienced interruptions or
had never received treatment in Australia (Degenhardt et al., 2014). There was no protective
effect against mortality outcomes for those receiving some OMT despite interruptions compared
to those releasees who received no treatment (Degenhardt et al., 2014). This study exemplifies
the vital importance of continuous treatment — with no disruption — for the effectiveness of
OMT/MMT for opioid dependent offenders.

Contributing factors to transitional challenges

Individual factors

Behavioural concerns of ex-offenders with mental health or substance use issues may
impede the attainment of social stability within conventional structures that would facilitate
reintegration into the community. For example, certain symptoms specific to mental health
disorders (e.g., personality disorder symptoms) obstructed former inmates from engaging in
traditionally structured environments, such as employment settings with many colleagues
(Binswanger et al., 2011). Stress, anxiety, and a sense of hopelessness emerged as major themes
over several qualitative studies of recently released offenders, which in turn may amount to
worsened psychiatric conditions or outcomes, and culminate in the form of suicidal thoughts
(Binswanger et al., 2011; J. E. Johnson et al., 2013; van Olphen, Eliason, Freudenberg, &
Barnes, 2009). Poorer mental health levels and hazardous drinking or drug use shortly after
release from custody were associated with particular stressors such as problems with family,
significant others, or friends (Calcaterra, Beaty, Mueller, Min, & Binswanger, 2014; J. E.
Johnson et al., 2013; Wallace et al., 2016). Substance use was referred to as a coping
mechanism: “That’s my coping skill is to drink and drug when I’m feelin’ insecure about
myself” (J. E. Johnson et al., 2013). One former inmate in a U.S. study explained that the stress

of the transition from incarceration and struggle for survival is significant enough to contribute to



overdose death, through recklessness or by intentional overdose:

I think [the reason] people overdose on drugs is...they're in a lot of stress. They don't

know which way to go and they feel like everything is against them when they first get

out so they looking for a way out. So they overdose on drugs or they commit suicide,

they ain't got that problem no more. (Binswanger et al., 2011, p.253).

In addition, recently released substance users may be further susceptible to overdose death due to
unfamiliarity with their changed physical tolerances toward substances after a period of
abstinence or limited drug access while incarcerated (Binswanger et al., 2012).

Among mentally ill or substance abusing ex-offenders, self-denial that treatment is
needed was identified as an initial barrier for not seeking services after release from custody (J.
E. Johnson et al., 2013). However, even among those who did acknowledge a need or desire for
treatment, stigma acted as a barrier to actual engagement in services (J. E. Johnson et al., 2013;
van Olphen et al., 2009). In addition, stigma may be a greater hindrance among female ex-
offenders than males due to gender-based stereotypes and a heightened perception of being
judged for requiring treatment, or if/when unable to conform to specific requirements of
treatment programs (van Olphen et al., 2009). Half (50%) of a substance-using female offender
sample in California indicated early discharge from parole as a motivation for entering aftercare;
other incentives included the availability of employment (34%), quality of the program (33%),
availability of family services (25%), location (23%), length of the program (21%), ability to
have children at the program (20%), receiving a recommendation for the program (17%), and the
availability of mental health services (14%) (Grella & Rodriguez, 2011). Even if initial access to
treatment was successful, lower satisfaction with transitional aftercare programs and parole or
aftercare staff were found to be associated with dropping out of programs (Binswanger et al.,
2011; Hiller, Knight, & Simpson, 1999). Releasees reported requiring positive reinforcement or
tangible benefits to continue participation in programs (Angell, Matthews, Barrenger, Watson, &
Draine, 2014). HIV-positive substance-using releasees in North Carolina expressed difficulties
in managing HIV medication due to substance use relapse resulting from the breakdown of
relationships and stress following release from custody (Haley et al., 2014).

Structural factors
Employment and housing or shelter policies aimed at restricting access for previously

incarcerated persons deterred some ex-offenders from pursuing such opportunities unless very
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persistent (van Olphen, Freudenberg, Fortin, & Galea, 2006; van Olphen et al., 2009). As one
man recently released from the New York City jail system explained:

| stayed on top of the people (in trying to follow through on his referral to temporary

shelter). I said, ‘I have a five day referral here,” and they said ‘No’ and | said, “Well you

going to have to call the police to take me back to Rikers Island, because this is where
they sent me.” So at about 11 P.M. they said, ‘Okay we are going to give you a room.’

But, the first thing they told me was, ‘Get out of here.” (van Olphen et al., 2006, p.378).
Yet, this perseverance in the face of obstacles for shelter and other existential needs is
particularly difficult for those managing mental health and/or substance use issues with other
needs that inhibit devoting their full efforts to securing housing and employment, despite
acknowledging the burden that a lack of employment poses on their ability to successfully
reintegrate into communities and obtain financial stability (Binswanger et al., 2011; Binswanger
etal., 2012; Cepeda, Vetrova et al., 2015; J. E. Johnson et al., 2013; van Olphen et al., 2006).
Accordingly, poverty among an Illinois sample of mentally ill released offenders was associated
with return to custody, psychiatric hospital, and homelessness (McCoy, Roberts, Hanrahan, Clay,
& Luchins, 2004).

Many studies have identified barriers, even for well-intentioned releasees, to the initial
contact with mental health or substance abuse treatment services. For example, many inmates
explained being released from correctional institutions early in the morning (i.e., the middle of
the night) when services are not open and therefore inaccessible; without shelter arrangements or
contacts in the outside world, many releasees spent the night (or longer) on the streets, returned
to familiar illicit street networks and became re-engaged with substance users, thus vulnerable to
relapse into drug use (van Olphen et al., 2006). Some women releasees required but could not
access shelter or treatment services that could accommodate their children, or were greatly
discouraged from accessing treatment if not located in the immediate neighbourhood (O'Brien,
2007).

Overly punitive or strict consequences for violations of the terms of a program were
identified as a deterrent for retention in treatment among mentally ill and/or substance-using
releasees (Angell et al., 2014; J. E. Johnson et al., 2013; J. E. Johnson et al., 2015; van Olphen et
al., 2009). In addition, oftentimes conditions of parole were difficult to meet, yet, those with co-

occurring psychiatric and substance use disorders were subject to closer parole supervision,
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contributing to more frequent detection of treatment or parole violations, thus resulting in more
punishment (Binswanger et al., 2011; Wood, 2011). Conversely, not enough accountability or
follow-up by parole officers or court personnel meant that failing to remain in treatment had little
consequence to releasees (O'Brien, 2007).

Systemic factors

A lack of arranged shelter before release from correctional institutions may result in the
dependence upon pre-incarceration illicit networks for support, increasing the likelihood of
engaging in similar behaviour (Binswanger et al., 2011; Binswanger et al., 2012; Cepeda et al.,
2015; J. E. Johnson et al., 2013; van Olphen et al., 2009). If returning to the same circumstances
as prior to incarceration, and not provided with adequate tools or strategies for attaining stable
employment and housing, released offenders may end up homeless and/or reoffending and re-
incarcerated (Luther, Reichert, Holloway, Roth, & Aalsma, 2011; van Olphen et al., 2009).
Homelessness was associated with re-arrest and re-incarceration for mentally ill and substance
user populations in the U.S. (Freudenberg, Daniels, Crum, Perkins, & Richie, 2008; McCoy et
al., 2004), and with decreased likelihood of having a usual HIV care provider (66.2% of
homeless vs. 78.6% of housed) and receiving ART (46.0% vs. 57.9%) in a sample of HIV-
positive ex-offenders (Zelenev et al., 2013).

Offenders in a U.S. mental health re-entry program identified their anticipated needs
upon release primarily as housing (63%) and financial assistance (35%), well before treatment
needs (12%) (Blank Wilson, 2013). Yet, among U.S. male offenders with trauma histories
approaching their release date, those with a history of substance use or mental health problems
were predicted to receive less personal support upon release than other offenders (Pettus-Dauvis,
2014). Employment levels for adolescent males and adult women were unchanged from six
months before arrest and one year after release from New York City jails (Freudenberg et al.,
2008). Inmates with a lifetime diagnosed mental disorder in Australia were more likely than
those with no lifetime diagnosis to report unstable housing (24.4% vs. 17.3%) and
unemployment (69.6% vs. 60.5%) at six-month follow-up (Cutcher et al., 2014).

The risk of entering a cycle of re-arrest and re-incarceration is a reality for offenders with
mental health or substance use issues, and in particular for those with co-occurring disorders;

these factors commonly disrupt access to care and services after release from correctional
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institutions. Parolees with serious psychiatric and substance use disorders were rearrested sooner
on average (between 2.5-4.5 months sooner) than those without dual diagnosis in a nationally
representative sample of state correctional inmates in the U.S. (Wood, 2011). Among seriously
mentally ill offenders released in New York State, the likelihood of re-arrest within 30 days of
release increased by 26% for those with a co-occurring substance abuse diagnosis (Hall,
Miraglia, Lee, Chard-Wierschem, & Sawyer, 2012). Similarly, a higher risk of multiple re-
incarcerations was observed over a six-year follow-up period of those with co-occurring
psychiatric and substance use disorders in a sample of inmates in Texas; dually diagnosed
inmates were 1.5 times and 2.3 times more likely to experience >4 re-incarcerations than inmates
with a psychiatric or substance use disorder alone, respectively (Baillargeon et al., 2010).
Similar poorer outcomes for those who had both a mental disorder and a substance abuse
disorder were found among Canadian offenders after their release compared to those offenders
with a mental disorder without the comorbidity of a substance disorder (Wilton & Stewart, 2017)

Following a series of interviews with recently released male offenders (aged 18-29)
across the U.S., poorer ratings of global reintegration, social consistency of personal
relationships, and social support were associated with illicit *hard’ drug use (i.e., excluding
marijuana) in the past 30 days (Seal et al., 2007). Conversely, family support, parole services,
and housing were identified by substance users as important to maintain sobriety after release
from custody (Binswanger et al., 2012; Salem, Nyamathi, ldemundia, Slaughter, & Ames, 2013).
Recently released female substance users explained that insufficient resources for treatment in
correctional institutions contributed to a lack of coordination or development of coping
mechanisms to effectively deal with substance use triggers or challenges once released into the
community (J. E. Johnson et al., 2013).

Contact with services or case workers shortly after release from incarceration — and,
ideally before release from incarceration — have been recognized as crucial for entry into
treatment or access of services. Understandably, long wait periods between release and contact
with a court or probation officer were associated with decreased motivation to seek care
(Aalsma, Brown, Holloway, & Ott, 2014; Binswanger et al., 2011). Lack of knowledge about
how to access healthcare has deterred engagement in care (Binswanger et al., 2011).

Offenders with a serious mental illness were more likely to be released from correctional

institutions due to unpredictable mechanisms — thus, receiving inadequate discharge planning —
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than other detainees in Philadelphia jail systems (49% versus 42%, respectively) (Draine, Blank
Wilson, Metraux, Hadley, & Evans, 2010). Not being released as expected thwarted
coordination efforts for post-release treatment for substance-using inmates with Hepatitis C
Virus in New York City (Klein et al., 2007). Among those with mental health issues, insufficient
time before release hindered the ability to ensure and coordinate medication continuity of in-
custody treatment after release, especially among those with comorbidities and co-occurring
disorders (Binswanger et al., 2011; Binswanger et al., 2012; J. E. Johnson et al., 2013). Such
delay in accessing medication and care is impractical for those with mental illness transitioning
out of incarceration, as one former inmate explained:
...these people...that actually have serious mental problems that are walking around and
talking to themselves and seeing things and everything else, why they think that they're
going to sit down there and wait day after day to get seen [by a mental health
professional]. (Binswanger et al., 2011, p.251).

Interventions to mitigate harms associated with release

Pre-release interventions

Interventions initiated in correctional institutions for mentally ill and substance user
populations largely sought to ensure or increase post-release engagement in treatment, with some
demonstrated effects. Serious violent offenders with mental health needs in a U.S. sample were
more likely to receive treatment within three months after release if they received pre-release
case management (OR 2.37) or assistance in accessing health insurance (OR 2.45) than those
who did not (Hamilton & Belenko, 2016). Offenders with substance use issues were more likely
to engage in drug or alcohol treatment if “met at the gate’ upon release by a case manager,
compared to those who were not (Jacob Arriola, Braithwaite, Holmes, & Fortenberry, 2007);
similarly, having a pre-release needs assessment completed in custody increased the odds (odds
ratio [OR]: 1.77) of receiving post-release substance abuse treatment (Hamilton & Belenko,
2016).

Initiating opioid substitution and maintenance treatments in custody resulted in some
higher retention rates in post-release treatment compared to referral to treatment only after
release (Gordon, Kinlock, Schwartz, & O'Grady, 2008; Gordon et al., 2014; Kinlock, Gordon,
Schwartz, Fitzgerald, & O'Grady, 2009; McKenzie et al., 2012; Zaller et al., 2013). There may
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be some indication that the type of in-custody treatment predicts retention in care upon release;
93% of an in-custody buprenorphine maintenance group stated an intention to continue treatment
after release compared to 44% of a methadone maintenance group (Magura et al., 2009). Actual
treatment retention was 48% and 14%, respectively; no differences in self-reported arrests or
illicit opioid relapse were reported between the two groups (Magura et al., 2009). The
introduction of an opioid substitution therapy (OST) program in all Scottish correctional
institutions reduced drug-related deaths within 12 weeks after release to 154 (rate: 2.2 per 1000)
from 305 (3.8/1000) prior to the program, though there was no difference in the proportion of
drug-related deaths in the first 14 days after release (Bird, Fischbacher, Graham, & Fraser,
2015).

There was no association between receiving in-custody opioid maintenance therapy
(OMT) of some sort and re-incarceration among released offenders in France (Marzo et al.,
2009). Similarly, there was no difference in risk of return to custody between opioid-dependent
female offenders in a Canadian correctional institution (2003-2008) who received in-custody
MMT but discontinued treatment upon release and those who never received MMT (Farrell
MacDonald et al., 2014).

Post-release interventions

Interventions initiated after release from correctional institutions produced varied results
for preventing adverse transitional outcomes. The number of average hospital days decreased
from 65 days in the year prior to enrollment to 7 days in the first year of participation in a
community treatment program for mentally ill releasees who were homeless prior to
incarceration (McCoy et al., 2004). Inmates of a U.S. urban city jail were randomly assigned to
receive group aftercare therapy, individual case management in mental health agencies, or
referral through normal procedures to general aftercare after release; there were no differences in
mental health outcomes after one year by type of service received (Solomon & Draine, 1995).
Drug-involved parolees in a U.S. sample who engaged in collaborative behavioural management
(based on role induction, behavioural contracting and contingent reinforcement) including a
treatment counselor during parole reported fewer months using their primary drug (adjusted risk
ratio [ARR]: 0.20) or alcohol (ARR: 0.38) than those in standard parole; however, this effect was

only seen on marijuana or other non-hard drug use, and stimulant and opiate users did not benefit
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from the treatment program (Friedmann et al., 2012). Risk of death was mitigated by 75% if
engaged in OST within the first four weeks after release from incarceration in Australia in 2000-
2012, however the protective effect declined quickly over time (Degenhardt et al., 2014).

Post-release parole supervision was found to be a protective factor against re-arrest
among parolees in mental health treatment (Hartwell, Fisher, Deng, Pinals, & Siegfriedt, 2016).
In a Canadian sample of substance-using women released from incarceration at a one-year
follow-up, those who did not receive aftercare were 10 times more likely to return to custody —
one-third of whom were re-incarcerated within the first three months — than those who received
aftercare (Matheson, Doherty, & Grant, 2011). A program designed to assist federal offenders
with a mental disorder on release found that while the discharge planning component did not
appear to improve outcomes, participation in both the discharge planning and the post release
sessions did (Stewart, Farrell-MacDonald, & Feeley, 2016).

A critical access period was found for released offenders in Australia where physician
contact within one month of release from custody predicted greater likelihood of service access
within six months for mental health services by 1.65 times, and for alcohol or drug services by
1.48 times than those who had had no physician contact (Young et al., 2015). Women who
received monthly check-ups following release from an Illinois correctional institution were more
likely than those without such check-ups to return to treatment sooner and participate in
substance use treatment during a three month follow-up; once engaged in treatment, they were
also more likely to remain abstinent from drugs at follow-up than those who did not engage in
treatment (Scott & Dennis, 2012).

A separate Illinois transitional corrections program found increased engagement over a
three-year period following modifications to the treatment programs, such as more
communication to participants regarding the requirements and expectations of the program,
communication between parole officers, increasing the number of community-based service
providers, more effective referral and monitoring, and the addition of more trained staff. Though
it was not possible to isolate the effect of any one change to the program’s structure, compared to
the first cohort (2005), each successive cohort of releasees presented a higher likelihood of
retention in aftercare (OR: 1.43, 2007; OR: 2.02, 2008) (Olson, Rozhon, & Powers, 2009).

Other studies provided indications of preferences for certain types of treatment among substance-

using offender populations. For example, residential drug treatment for released substance-using
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women retained participants for a longer period of time (276 days) than other, less

comprehensive treatment programs (180 days) (Freudenberg et al., 2008).

Combined pre- and post-release interventions

Interventions providing both pre-release and aftercare treatment management have shown
the most consistent effects at minimizing negative post-release outcomes. Women with trauma
experiences who received continuing care (receiving in-custody and aftercare services) in
California reported less substances used, lower scores in psychiatric severity and higher self-
efficacy scores at follow-up than those who received either or no services (Saxena, Grella, &
Messina, 2016). Similarly, heroin dependent offenders who received methadone maintenance
therapy (MMT) in a Baltimore correctional institution and continued into community-based
treatment were more likely to actually enter treatment once released and less likely to be re-
incarcerated at three-month follow-up, and less likely at one-year follow-up to have urine tests
positive for opioids or cocaine than those who were passively referred or transferred to MMT
after release (Kinlock et al., 2007; Kinlock et al., 2009; Kinlock, Gordon, Schwartz, & O'Grady,
2008). Continuing care was shown to be effective at reducing recidivism, particularly in
comparison to receiving no treatment or dropping out of aftercare (Grella & Rodriguez, 2011;
Hiller et al., 1999; Knight, Simpson, & Hiller, 1999). Though there was no reduction in re-
incarceration among offenders who received only in-custody OMT in Australia, there was a 20%
reduction in the risk of re-incarceration if retained in treatment after release (Larney, Toson,
Burns, & Dolan, 2012). In a Canadian sample of female offenders, those who received in-
custody MMT and continued treatment in the community had less a 63% lower risk of return to
custody than who never received treatment (Farrell MacDonald et al., 2014).

A longitudinal study of a Delaware corrections population presented mixed results based
on length of follow-up. At six-month follow-up, those who received both in-custody and
transitional therapeutic community treatment reported less re-arrest and drug relapse than those
who received only in-custody treatment or no treatment at all; these results continued at one-year
follow-up (S. S. Martin, Butzin, & Inciardi, 1995; S. Martin, Butzin, Saum, & Inciardi, 1999).
At three-year follow-up, much of the effect faded; for arrest-free outcomes, there was no longer a
significant difference between offenders who received any type of treatment compared to those

who received no treatment at all (S. Martin et al., 1999). Further analysis revealed that those
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who actually completed the transitional therapeutic community treatment program and/or
aftercare were still more likely to be arrest-free than those who dropped out of the program, who
became as likely to be arrested on a new charge as the group who received no treatment (S.
Martin et al., 1999). In comparison of drug-free outcomes, those offenders who received in-
custody or transitional therapeutic community treatment — even if they dropped out of treatment
—were more likely to report being drug-free at three- and five-year follow-ups than those who
did not, though the effects were lesser than was observed at one-year follow-up (Inciardi, Martin,
& ButzlIn, 2004; S. Martin et al., 1999). Of that sample, a higher proportion of those who
received post-release transitional therapeutic community treatment for substance use disorders
were abstinent at a five-year follow-up (32.2%) than those who received standard post-release
supervision (9.9%) (Butzin, Martin, & Inciardi, 2005).

Informal efforts to ease transitions after release

Aside from formal interventions, indicators of social stability such as having a job and
health insurance decreased the likelihood of re-arrest in the year after release among adolescent
males and women released from New York City jails (Freudenberg et al., 2008). Among
substance-using women released from incarceration, having a committed partner protected
against crack smoking and injection drug use in a six-month follow-up (Hearn et al., 2015).
Systematic coordination of efforts between the mental health system, court, and offender’s
family were found to facilitate a successful connection and engagement with services after
release from detention (Aalsma et al., 2014). Similarly, engagement in mental health care
following release from custody was improved when relationships with service providers and staff
were created prior to release, especially when also engaging a third party such as a family
member (Angell et al., 2014). Health insurance or social healthcare coverage was also a
determining factor in access to services upon release; offenders with Medicaid were more likely
to access mental health services, accessed them more quickly, and received more days of
services in a 90 day follow-up after release in two U.S. offender samples than those without
(Morrissey et al., 2006).
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Discussion

Correctional populations exhibit a higher prevalence of chronic illness-related, including mental
health and substance use, care needs than the general population (Binswanger et al., 2009; Fazel
et al., 2016; Kouyoumdjian et al., 2016; Stewart et al., 2014; United Nations Office on Drugs and
Crime (UNODC), 2016). Incarceration has, at times, provided offenders a first opportunity for
assessment and initiation of treatment for a variety of health problems, including mental health
and substance use related problems. The majority of offenders will complete their sentences and
be returned to the community; the point at which they are released is a critical time of risk — an
Achilles’ heel — for negative health outcomes as evidenced by hospitalizations, worsened
psychiatric illnesses, and relapse to drug use, or even deaths (e.g., overdose). Without seamless
continuation after release of treatment initiated or received in correctional institutions, health or
treatment gains made in corrections (e.g., from MMT or HIV treatment) may be lost, and
offenders may revert back to pre-incarceration health status or worse, including fatal
consequences.

A combination of individual, structural, and systemic factors were found to inhibit
successful engagement and retention in mental health and substance use related treatment after
release from correctional institutions. Specific individual needs related to mental health or
substance use disorders (e.g., addictive behaviours, personality disorders) contributed to a
heightened difficulty to remain engaged in treatment services. Certain structural factors, such as
restrictive housing and employment policies or requirements, posed barriers that did not
accommodate the specific needs of mentally ill and substance-using inmate populations.
Systemic factors, including inadequate pre-release planning and unstable housing, further
contributed to a cycle of obstacles for attaining social stability and engaging in treatment during
the transition from incarceration to community. All of these factors hindered the successful
continuation of care and treatment that was received while in custody, thus putting offenders
with chronic illnesses — including mental health and substance use issues — at risk for poor health
outcomes and even death.

Three types of approaches were identified in the present review that sought to mitigate
some of the challenges faced upon release from correctional institutions: interventions that

provided treatment to offenders only while in custody, only once released, or that initiated

19



treatment in corrections and ensured continuity of care following release. Those that were most
consistently beneficial across all outcomes were those that provided in-custody treatment with
pre- and post-release care planning, arrangement and follow-up. It is evident that pre- or post-
release interventions alone usually lacked the ability to ensure consistent contact with and
engagement of offenders in treatment during the critical point of release to ensure uninterrupted
treatment during transition from incarceration to community. Specifically, some studies found
that initiating in-custody MMT was associated with higher retention in post-release MMT
compared to simply referring offenders to MMT upon release (Gordon et al., 2008; Gordon et
al., 2014; Kinlock et al., 2009; McKenzie et al., 2012; Zaller et al., 2013). Other studies found
that in-custody MMT alone did not result in any difference in risk of death in the first two weeks
after release, nor re-incarceration rates compared to those who received no treatment (Bird et al.,
2015; Farrell MacDonald et al., 2014; Marzo et al., 2009). Similarly, offenders engaged in post-
release mental health or substance use treatment experienced lower rates of hospitalization, drug
use, death, and re-incarceration (Matheson et al., 2011; McCoy et al., 2004), though the effect
declined over time and reduced drug use was limited to certain substances (Degenhardt et al.,
2014; Friedmann et al., 2012).

Therefore, while in-custody and post-release interventions demonstrated some benefits
for post-release outcomes of mentally ill or substance-using offenders, the strongest effectiveness
for retention in care and minimizing adverse health outcomes resulted from interventions that
provided both pre-release initiation of care and ensured continuation of aftercare through case
management or enrolling offenders in community programs before release from corrections.
These interventions were associated with less relapse to drug use and return to risky pre-
incarceration behaviour, lower likelihood of re-arrest and re-incarceration, and higher levels of
retention in treatment. Thus, the most effective way to meet the needs of offenders with chronic
illness needs, including those relating to mental health and substance use problems, would be to
initiate treatment services in correctional institutions and guarantee the uninterrupted
continuation of such services and treatment following release and during transition into the
community.

Importantly, many released offenders with mental health or substance use issues in
qualitative studies identified their most pressing needs upon release to be for support obtaining

housing and employment or other financial assistance (i.e., social stability). Yet, in our review
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we did not find evaluations of interventions aimed to meet these needs or mitigate the social
challenges of transition from incarceration to the community. Importantly, many offenders
revealed in these qualitative studies that their inability to access or remain in mental health or
substance use related treatment after release was due to their primary need to pursue social
stability (i.e., housing, employment). Consequently, at the point of release, continuity of
treatment received in corrections is jeopardized when other pressing social needs are prioritized
by released offenders. Further, the stressors identified by releases that often contributed to
adverse health outcomes (i.e., drug use, overdose death, and suicide) were those related to poor
social support and challenges in obtaining stability during reintegration. This indicates an
important area for study with implications for the allocation of resources and development of
interventions aimed at reducing these social stability barriers for those with mental health and

substance use care needs during transition out of incarceration.

21



References

Aalsma, M. C., Brown, J. R., Holloway, E. D., & Ott, M. A. (2014). Connection to mental health
care upon community reentry for detained youth: A qualitative study. BMC Public Health,
14(117).

Alan, J., Burmas, M., Preen, D., & Pfaff, J. (2011). Inpatient hospital use in the first year after
release from prison: A western Australian population-based record linkage study. Australian
and New Zealand Journal of Public Health, 35(3), 264-269.

Andrews, J. Y., & Kinner, S. A. (2012). Understanding drug-related mortality in released
prisoners: A review of national coronial records. BMC Public Health, 12(270).

Angell, B., Matthews, E., Barrenger, S., Watson, A. C., & Draine, J. (2014). Engagement
processes in model programs for community reentry from prison for people with serious
mental illness. International Journal of Law and Psychiatry, 37(5), 490-500.

Baillargeon, J., Black, S. A., Pulvino, J., & Dunn, K. (2000). The disease profile of Texas prison
inmates. Annals of Epidemiology, 10(2), 74-80.

Baillargeon, J., Penn, J. V., Knight, K., Harzke, A. J., Baillargeon, G., & Becker, E. A. (2010).
Risk of reincarceration among prisoners with co-occurring severe mental illness and
substance use disorders. Administration and Policy in Mental Health, 37(4), 367-374.

Beaudette, J. N., Power, J., & Stewart, L. A. (2015). National prevalence of mental disorders
among incoming federally-sentenced men offenders. (No. R-357). Ottawa, ON: Correctional
Service of Canada.

Beckwith, C. G., Nunn, A., Baucom, S., Getachew, A., Akinwumi, A., Herdman, B., . .. Kuo, 1.
(2012). Rapid HIV testing in large urban jails. American Journal of Public Health, 102
Suppl 2, S184-6.

Begun, A. L., Early, T. J., & Hodge, A. (2016). Mental health and substance abuse service
engagement by men and women during community reentry following incarceration.
Administration and Policy in Mental Health, 43(2), 207-218.

Betteridge, G., & Dias, G. (2007). Hard time: HIV and hepatitis C prevention programming for
prisoners in Canada. Toronto: Canadian HIVV/AIDS Legal Network, Prisoners' HIV/AIDS
Support Action Network (PASAN).

Binswanger, I. A., Krueger, P. M., & Steiner, J. F. (2009). Prevalence of chronic medical

conditions among jail and prison inmates in the USA compared with the general population.
Journal of Epidemiology and Community Health, 63(11), 912-9109.

22



Binswanger, I. A., Nowels, C., Corsi, K. F., Glanz, J., Long, J., Booth, R. E., & Steiner, J. F.
(2012). Return to drug use and overdose after release from prison: A qualitative study of
risk and protective factors. Addiction Science & Clinical Practice, 7(3).

Binswanger, I. A., Nowels, C., Corsi, K. F., Long, J., Booth, R. E., Kutner, J., & Steiner, J. F.
(2011). "From the prison door right to the sidewalk, everything went downhill," a qualitative
study of the health experiences of recently released inmates. International Journal of Law
and Psychiatry, 34(4), 249-255.

Binswanger, I. A., Stern, M., Deyo, R., Heagerty, P., Cheadle, A., EImore, J., & Koepsell, T. D.
(2007). Release from prison: A high risk of death for former inmates. New England Journal
of Medicine, 356(2), 157-165.

Bird, S. M., Fischbacher, C. M., Graham, L., & Fraser, A. (2015). Impact of opioid substitution
therapy for Scotland's prisoners on drug-related deaths soon after prisoner release. Addiction
(Abingdon, England), 110(10), 1617-1624.

Blank Wilson, A. (2013). How people with serious mental illness seek help after leaving jail.
Qualitative Health Research, 23(12), 1575-1590.

Butzin, C. A., Martin, S. S., & Inciardi, J. A. (2005). Treatment during transition from prison to
community and subsequent illicit drug use. Journal of Substance Abuse Treatment, 28(4),
351-358.

Calcaterra, S. L., Beaty, B., Mueller, S. R., Min, S. J., & Binswanger, I. A. (2014). The
association between social stressors and drug use/hazardous drinking among former prison
inmates. Journal of Substance Abuse Treatment, 47(1), 41-49.

Cepeda, J. A., Niccolai, L. M., Lyubimova, A., Kershaw, T., Levina, O., & Heimer, R. (2015).
High-risk behaviors after release from incarceration among people who inject drugs in St.
Petersburg, Russia. Drug and Alcohol Dependence, 147, 196-202.

Cepeda, J. A., Vetrova, M. V., Lyubimova, A. |, Levina, O. S., Heimer, R., & Niccolai, L. M.
(2015). Community reentry challenges after release from prison among people who inject
drugs in St. Petersburg, Russia. International Journal of Prisoner Health, 11(3), 183-192.

Chang, Z., Lichtenstein, P., Larsson, H., & Fazel, S. (2015). Substance use disorders, psychiatric
disorders, and mortality after release from prison: A nationwide longitudinal cohort study.
The Lancet Psychiatry, 2(5), 422-430.

Correctional Service Canada. (2012). Infectious disease surveillance in Canadian federal
penitentiaries 2007-2008: Pre-release report. Ottawa, ON: Correctional Service Canada.

Correctional Service Canada. (2014). National substance abuse programs. Retrieved from
http://www.csc-scc.gc.ca/correctional-process/002001-2009-eng.shtml

23


http://www.csc-scc.gc.ca/correctional-process/002001-2009-eng.shtml

Correctional Service Canada. (2015). Towards a continuum of care: Correctional service Canada
mental health strategy. Retrieved from http://www.csc-scc.gc.ca/text/pblct/health/tcc-

eng.shtml

Correctional Services Program. (2015). Adult correctional statistics in Canada, 2013/2014.
Ottawa, ON: Statistics Canada.

Cutcher, Z., Degenhardt, L., Alati, R., & Kinner, S. A. (2014). Poor health and social outcomes
for ex-prisoners with a history of mental disorder: A longitudinal study. Australian and New
Zealand Journal of Public Health, 38(5), 424-429.

de Voux, A., Spaulding, A. C., Beckwith, C., Avery, A., Williams, C., Messina, L. C., . . . Altice,
F. L. (2012). Early identification of HI\V: Empirical support for jail-based screening. PloS
One, 7(5), e37603.

Derkzen, D., Barker, J., McMillan, K., & Stewart, L.A. (2017). Rates of current mental disorders
among women offenders in custody in CSC. ERR- Research Report R-248. Correctional
Service of Canada.

Degenhardt, L., Larney, S., Kimber, J., Gisev, N., Farrell, M., Dobbins, T., . .. Burns, L. (2014).
The impact of opioid substitution therapy on mortality post-release from prison:
Retrospective data linkage study. Addiction (Abingdon, England), 109(8), 1306-1317.

Draine, J., Blank Wilson, A., Metraux, S., Hadley, T., & Evans, A. C. (2010). The impact of
mental illness status on the length of jail detention and the legal mechanism of jail release.
Psychiatric Services (Washington, D.C.), 61(5), 458-462.

Farrell, M., & Marsden, J. (2008). Acute risk of drug-related death among newly released
prisoners in England and Wales. Addiction, 103(2), 251-255.

Farrell MacDonald, S., MacSwain, M., Cheverie, M., Tiesmaki, M., & Fischer, B. (2014).
Impact of methadone maintenance treatment on women offenders' post-release recidivism.
European Addiction Research, 20(4), 192-199.

Fazel, S., Bains, P., & Doll, H. (2006). Substance abuse and dependence in prisoners: A
systematic review. Addiction, 101(2), 181-191.

Fazel, S., & Baillargeon, J. (2011). The health of prisoners. The Lancet, 377(9769), 956-965.

Fazel, S., & Danesh, J. (2002). Serious mental disorder in 23000 prisoners: A systematic review
of 62 surveys. Lancet (London, England), 359(9306), 545-550.

Fazel, S., Hayes, A. J., Bartellas, K., Clerici, M., & Trestman, R. (2016). Mental health of

prisoners: Prevalence, adverse outcomes, and interventions. The Lancet Psychiatry, 3(9),
871-881.

24


http://www.csc-scc.gc.ca/text/pblct/health/tcc-eng.shtml
http://www.csc-scc.gc.ca/text/pblct/health/tcc-eng.shtml

Fazel, S., & Seewald, K. (2012). Severe mental illness in 33,588 prisoners worldwide:
Systematic review and meta-regression analysis. The British Journal of Psychiatry : The
Journal of Mental Science, 200(5), 364-373.

Frank, J. W., Andrews, C. M., Green, T. C., Samuels, A. M., Trinh, T. T., & Friedmann, P. D.
(2013). Emergency department utilization among recently released prisoners: A
retrospective cohort study. BMC Emergency Medicine, 13, 16-227X-13-16.

Freudenberg, N., Daniels, J., Crum, M., Perkins, T., & Richie, B. E. (2008). Coming home from
jail: The social and health consequences of community reentry for women, male
adolescents, and their families and communities. American Journal of Public Health, 98(9
Suppl), S191-S202.

Friedmann, P. D., Green, T. C., Taxman, F. S., Harrington, M., Rhodes, A. G., Katz, E., . ..
Step'n Out Research Group of CJ-DATS. (2012). Collaborative behavioral management
among parolees: Drug use, crime and re-arrest in the Step’n Out randomized trial. Addiction
(Abingdon, England), 107(6), 1099-1108.

Gordon, M. S., Kinlock, T. W., Schwartz, R. P., & O'Grady, K. E. (2008). A randomized clinical
trial of methadone maintenance for prisoners: Findings at 6 months post-release. Addiction,
103(8), 1333-1342.

Gordon, M. S., Kinlock, T. W., Schwartz, R. P., Fitzgerald, T. T., O'Grady, K. E., & Vocci, F. J.
(2014). A randomized controlled trial of prison-initiated buprenorphine: Prison outcomes
and community treatment entry. Drug and Alcohol Dependence, 142, 33-40.

Grella, C. E., & Rodriguez, L. (2011). Motivation for treatment among women offenders in
prison-based treatment and longitudinal outcomes among those who participate in
community aftercare. Journal of Psychoactive Drugs, Suppl 7, 58-67.

Groot, E., Kouyoumdjian, F. G., Kiefer, L., Madadi, P., Gross, J., Prevost, B., . . . Persaud, N.
(2016). Drug toxicity deaths after release from incarceration in Ontario, 2006-2013: Review
of coroner's cases. PloS One, 11(7), e0157512.

Haley, D. F., Golin, C. E., Farel, C. E., Wohl, D. A., Scheyett, A. M., Garrett, J. J., . . . Parker, S.
D. (2014). Multilevel challenges to engagement in HIV care after prison release: A theory-
informed qualitative study comparing prisoners' perspectives before and after community
reentry. BMC Public Health, 14, 1253-2458-14-1253.

Hall, D. L., Miraglia, R. P., Lee, L. W., Chard-Wierschem, D., & Sawyer, D. (2012). Predictors
of general and violent recidivism among SMI prisoners returning to communities in New
York State. The Journal of the American Academy of Psychiatry and the Law, 40(2), 221-
231.

Hamilton, L., & Belenko, S. (2016). Effects of pre-release services on access to behavioral health
treatment after release from prison. Justice Quarterly, 33(6), 1080-1102.

25



Hartwell, S., Fisher, W., Deng, X., Pinals, D. A., & Siegfriedt, J. (2016). Intensity of offending
following state prison release among persons treated for mental health problems while
incarcerated. Psychiatric Services (Washington, D.C.), 67(1), 49-54.

Hearn, L. E., Whitehead, N. E., Khan, M. R., & Latimer, W. W. (2015). Time since release from
incarceration and HIV risk behaviors among women: The potential protective role of
committed partners during re-entry. AIDS and Behavior, 19(6), 1070-1077.

Hiller, M. L., Knight, K., & Simpson, D. D. (1999). Prison-based substance abuse treatment,
residential aftercare and recidivism. Addiction, 94(6), 833-42.

Inciardi, J., Martin, S., & Butzln, C. (2004). Five-year outcomes of therapeutic community
treatment of drug-involved offenders after release from prison. Crime & Delinquency, 50(1),
88-107.

Jacob Arriola, K. R., Braithwaite, R. L., Holmes, E., & Fortenberry, R. M. (2007). Post-release
case management services and health-seeking behavior among HIV-infected ex-offenders.
Journal of Health Care for the Poor and Underserved, 18(3), 665-674.

Johnson, S., Farrell MacDonald, S., & Cheverie, M. (2011). Characteristics of participants in the
methadone maintenance treatment (MMT) program. (No. 253). Ottawa, ON: Correctional
Service Canada.

Johnson, J. E., Schonbrun, Y. C., Nargiso, J. E., Kuo, C. C., Shefner, R. T., Williams, C. A., &
Zlotnick, C. (2013). "I know if I drink I won't feel anything": Substance use relapse among
depressed women leaving prison. International Journal of Prisoner Health, 9(4), 169-186.

Johnson, J. E., Schonbrun, Y. C., Peabody, M. E., Shefner, R. T., Fernandes, K. M., Rosen, R.
K., & Zlotnick, C. (2015). Provider experiences with prison care and aftercare for women
with co-occurring mental health and substance use disorders: Treatment, resource, and
systems integration challenges. The Journal of Behavioral Health Services & Research,
42(4), 417-436.

Jordan, A. O., Cohen, L. R., Harriman, G., Teixeira, P. A., Cruzado-Quinones, J., & Venters, H.
(2013). Transitional care coordination in New York City jails: Facilitating linkages to care
for people with HIV returning home from Rikers Island. AIDS and Behavior, 17 Suppl 2,
S212-S2109.

Kinlock, T. W., Gordon, M. S., Schwartz, R. P., Fitzgerald, T. T., & O'Grady, K. E. (2009).
Randomized clinical trial of methadone maintenance for prisoners: Results at twelve-months
post-release. Journal of Substance Abuse Treatment, 37(3), 277-285.

Kinlock, T. W., Gordon, M. S., Schwartz, R. P., O'Grady, K., Fitzgerald, T. T., & Wilson, M.

(2007). A randomized control trial of methadone maintenance for prisoners: Results at one-
month post-release. Drug and Alcohol Dependence, 91(2-3), 220-227.

26



Kinlock, T. W., Gordon, M., Schwartz, R., & O'Grady, K. (2008). A study of methadone
maintenance for male prisoners: 3 month postrelease outcomes. Criminal Justice and
Behavior, 35(1), 34-47.

Kinner, S. A., Forsyth, S., & Williams, G. (2013). Systematic review of record linkage studies of
mortality in ex-prisoners: Why (good) methods matter. Addiction (Abingdon, England),
108(1), 38-49.

Klein, S. J., Wright, L. N., Birkhead, G. S., Mojica, B. A., Klopf, L. C., Klein, L. A., . . . Fraley,
E. J. (2007). Promoting HCV treatment completion for prison inmates: New York State's
hepatitis C continuity program. Public Health Reports (Washington, D.C.: 1974), 122 Suppl
2, 83-88.

Knight, K., Simpson, D., & Hiller, M. (1999). Three-year reincarceration outcomes for in-prison
therapeutic community treatment in Texas. The Prison Journal, 79(3), 337-351.

Kouyoumdjian, F., Schuler, A., Matheson, F. I., & Hwang, S. W. (2016). Health status of
prisoners in Canada: Narrative review. Canadian Family Physician Medecin De Famille
Canadien, 62(3), 215-222.

Larney, S., Toson, B., Burns, L., & Dolan, K. (2012). Effect of prison-based opioid substitution
treatment and post-release retention in treatment on risk of re-incarceration. Addiction,
107(2), 372-380.

Lovell, D., Gagliardi, G. J., & Peterson, P. D. (2002). Recidivism and use of services among
persons with mental illness after release from prison. Psychiatric Services (Washington,
D.C.), 53(10), 1290-1296.

Luce, J., & Strike, C. (2011). A cross-Canada scan of methadone maintenance treatment policy
developments. Toronto, ON: Canadian Executive Council on Addictions.

Luther, J. B., Reichert, E. S., Holloway, E. D., Roth, A. M., & Aalsma, M. C. (2011). An
exploration of community reentry needs and services for prisoners: A focus on care to limit
return to high-risk behavior. AIDS Patient Care and STDs, 25(8), 475-481.

MacSwain, M., Cheverie, M., Farrell MacDonald, S., & Johnson, S. (2012). Characteristics of
women participants in the methadone maintenance treatment (MMT) program. (No. 12-2).
Ottawa, ON: Correctional Service of Canada.

MacSwain, M., Farrell MacDonald, S., Cheverie, M., & Fischer, B. (2013). Assessing the impact
of methadone maintenance treatment (MMT) on post-release recidivism among male federal
correctional inmates in Canada. Criminal Justice & Behaviour, 41(3), 380-394.

Magura, S., Lee, J. D., Hershberger, J., Joseph, H., Marsch, L., Shropshire, C., & Rosenblum, A.

(2009). Buprenorphine and methadone maintenance in jail and post-release: A randomized
clinical trial. Drug and Alcohol Dependence, 99(1-3), 222-230.

27



Martin, S. S., Butzin, C. A., & Inciardi, J. A. (1995). Assessment of a multistage therapeutic
community for drug-involved offenders. Journal of Psychoactive Drugs, 27(1), 109-116.

Martin, S., Butzin, C., Saum, C., & Inciardi, J. (1999). Three-year outcomes of therapeutic
community treatment for drug-involved offenders in Delaware: From prison to work release
to aftercare. The Prison Journal, 79(3), 294-320.

Marzo, J. N., Rotily, M., Meroueh, F., Varastet, M., Hunault, C., Obradovic, I., & Zin, A. (2009).
Maintenance therapy and 3-year outcome of opioid-dependent prisoners: A prospective
study in France (2003-06). Addiction, 104(7), 1233-1240.

Matheson, F. 1., Doherty, S., & Grant, B. A. (2011). Community-based aftercare and return to
custody in a national sample of substance-abusing women offenders. American Journal of
Public Health, 101(6), 1126-1132.

Maxwell, A. (2015). Adult criminal court statistics in Canada, 2013/2014. (No. 85-002-X).
Ottawa, ON: Statistics Canada.

McCoy, M. L., Roberts, D. L., Hanrahan, P., Clay, R., & Luchins, D. J. (2004). Jail linkage
assertive community treatment services for individuals with mental illnesses. Psychiatric
Rehabilitation Journal, 27(3), 243-250.

McKenzie, M., Zaller, N., Dickman, S. L., Green, T. C., Parihk, A., Friedmann, P. D., & Rich, J.
D. (2012). A randomized trial of methadone initiation prior to release from incarceration.
Substance Abuse, 33(1), 19-29.

Morrissey, J. P., Steadman, H. J., Dalton, K. M., Cuellar, A., Stiles, P., & Cuddeback, G. S.
(2006). Medicaid enrollment and mental health service use following release of jail
detainees with severe mental illness. Psychiatric Services (Washington, D.C.), 57(6), 809-
815.

Nolan, A., & Stewart, L.A. (2017). Chronic health conditions among incoming Canadian
federally sentenced women. Journal of Correctional Health Care, 23(1), 93-103.

O'Brien, P. (2007). Maximizing success for drug-affected women after release from prison.
Women & Criminal Justice, 17(2-3), 95-113.

Olson, D., Rozhon, J., & Powers, M. (2009). Enhancing prisoner reentry through access to
prison-based and post-incarceration aftercare treatment: Experiences from the Illinois
Sheridan Correctional Center therapeutic community. Journal of Experimental Criminology,
5(3), 299-321.

Pai, N. P., Estes, M., Moodie, E. E., Reingold, A. L., & Tulsky, J. P. (2009). The impact of

antiretroviral therapy in a cohort of HIV infected patients going in and out of the San
Francisco county jail. PloS One, 4(9), e7115.

28



Pettus-Davis, C. (2014). Social support among releasing men prisoners with lifetime trauma
experiences. International Journal of Law and Psychiatry, 37(5), 512-523.

Pratt, D., Piper, M., Appleby, L., Webb, R., & Shaw, J. (2006). Suicide in recently released
prisoners: A population-based cohort study. Lancet (London, England), 368(9530), 119-123.

Reitano, J. (2016). Adult correctional statistics in Canada, 2014/2015. Ottawa, ON: Statistics
Canada.

Rosen, D. L., Schoenbach, V. J., & Wohl, D. A. (2008). All-cause and cause-specific mortality
among men released from state prison, 1980-2005. American Journal of Public Health,
98(12), 2278-2284.

Salem, B. E., Nyamathi, A., Idemundia, F., Slaughter, R., & Ames, M. (2013). At a crossroads:
Reentry challenges and healthcare needs among homeless female ex-offenders. Journal of
Forensic Nursing, 9(1), 14-22.

Sapers, H. (2015). Annual report of the office of the correctional investigator 2014-15. Ottawa,
ON: Correctional Service of Canada.

Saxena, P., Grella, C. E., & Messina, N. P. (2016). Continuing care and trauma in women
offenders' substance use, psychiatric status, and self-efficacy outcomes. Women & Criminal
Justice, 26(2), 99-121.

Scott, C. K., & Dennis, M. L. (2012). The first 90 days following release from jail: Findings
from the recovery management checkups for women offenders (RMCWO) experiment.
Drug and Alcohol Dependence, 125(1-2), 110-118.

Seal, D. W., Eldrige, G. D., Kacanek, D., Binson, D., Macgowan, R. J., & Project START Study
Group. (2007). A longitudinal, qualitative analysis of the context of substance use and
sexual behavior among 18- to 29-year-old men after their release from prison. Social
Science & Medicine (1982), 65(11), 2394-2406.

Solomon, P., & Draine, J. (1995). One-year outcomes of a randomized trial of case management
with seriously mentally ill clients leaving jail. Evaluation Review, 19(3), 256-273.

Stewart, L.A., Farrell-Macdonald, S., & Feeley, S. (2016). The impact of a community mental
health initiative on outcomes for offenders with a serious mental disorder. Criminal
Behaviour and Mental Health. doi: 10.1002/cbm.2005

Stewart, L., Sapers, J., Nolan, A., & Power, J. (2014). Self-reported physical health status of
newly admitted federally-sentenced men offenders. (No. R-314). Ottawa, ON: Correctional
Service of Canada.

Stewart, L.A., & Wilton, G. (2014). Correctional outcomes of offenders with mental disorders.

29



Criminal Justice Studies, 27(1), 1-19.

Thomas, E. G., Spittal, M. J., Heffernan, E. B., Taxman, F. S., Alati, R., & Kinner, S. A. (2016).
Trajectories of psychological distress after prison release: Implications for mental health
service need in ex-prisoners. Psychological Medicine, 46(3), 611-621.

United Nations Office on Drugs and Crime (UNODC). (2016). World drug report 2016. (No.
E.16.X1.7). New York, USA: United Nations.

United Nations Office on Drugs and Crime (UNODC) Regional Office for South Asia. (2008).
Prevention of spread of HIV amongst vulnerable groups in South Asia. New Delhi, India:
United Nations Office on Drugs and Crime (UNODC).

van den Berg, J. J., Roberts, M. B., Bock, B. C., Martin, R. A, Stein, L. A., Parker, D.R,, ...
Clarke, J. G. (2016). Changes in depression and stress after release from a tobacco-free
prison in the United States. International Journal of Environmental Research and Public
Health, 13(1).

van Olphen, J., Eliason, M. J., Freudenberg, N., & Barnes, M. (2009). Nowhere to go: How
stigma limits the options of female drug users after release from jail. Substance Abuse
Treatment, Prevention, and Policy, 4(10).

van Olphen, J., Freudenberg, N., Fortin, P., & Galea, S. (2006). Community reentry: Perceptions
of people with substance use problems returning home from New York City jails. Journal of
Urban Health : Bulletin of the New York Academy of Medicine, 83(3), 372-381.

Wallace, D., Fahmy, C., Cotton, L., Jimmons, C., McKay, R., Stoffer, S., & Syed, S. (2016).
Examining the role of familial support during prison and after release on post-incarceration
mental health. International Journal of Offender Therapy and Comparative Criminology,
60(1), 3-20.

Walmsley, R. (2013). World prison population list (tenth edition). London, UK: International
Centre for Prison Studies.

Werb, D., Milloy, M. J., Kerr, T., Zhang, R., Montaner, J., & Wood, E. (2013). Injection drug
use and HIV antiretroviral therapy discontinuation in a Canadian setting. AIDS and
Behavior, 17(1), 68-73.

Wilper, A. P., Woolhandler, S., Boyd, J. W., Lasser, K. E., McCormick, D., Bor, D. H., &
Himmelstein, D. U. (2009). The health and health care of US prisoners: Results of a
nationwide survey. American Journal of Public Health, 99(4), 666-672.

Wilton, G., & Stewart, L.A. (in press 2017). Outcomes of offenders with concurrent substance

abuse and mental health disorders. Psychiatric Services.

68(7) 7, July 01, 2017, pp. 704-709

30


http://ps.psychiatryonline.org.psychiatryonline.org/toc/ps/68/7
http://ps.psychiatryonline.org.psychiatryonline.org/toc/ps/68/7

Winter, R. J., Stoove, M., Degenhardt, L., Hellard, M. E., Spelman, T., Jenkinson, R., . ..
Kinner, S. A. (2015). Incidence and predictors of non-fatal drug overdose after release from
prison among people who inject drugs in Queensland, Australia. Drug and Alcohol
Dependence, 153, 43-49.

Wood, S. R. (2011). Co-occurring psychiatric and substance dependence disorders as predictors
of parolee time to rearrest. Journal of Offender Rehabilitation, 50(4), 175-190.

World Health Organization Regional Office for Europe. (2007). Health in prisons: A WHO guide
to the essentials in prison health. Copenhagen, DK: World Health Organization.

Young, J. T., Arnold-Reed, D., Preen, D., Bulsara, M., Lennox, N., & Kinner, S. A. (2015).
Early primary care physician contact and health service utilisation in a large sample of
recently released ex-prisoners in Australia: Prospective cohort study. BMJ Open, 5(6).

Zakaria, D., Thompson, J. M., Jarvis, A., & Smith, J. (2010). Testing and treatment for human
immunodeficiency virus and hepatitis C virus infections among Canadian federal inmates.
Ottawa, ON: Correctional Services Canada.

Zaller, N., McKenzie, M., Friedmann, P. D., Green, T. C., McGowan, S., & Rich, J. D. (2013).
Initiation of buprenorphine during incarceration and retention in treatment upon release.
Journal of Substance Abuse Treatment, 45(2), 222-226.

Zelenev, A., Marcus, R., Kopelev, A., Cruzado-Quinones, J., Spaulding, A., Desabrais, M., . . .

Altice, F. L. (2013). Patterns of homelessness and implications for HIV health after release
from jail. AIDS and Behavior, 17 Suppl 2, S181-S194.

31



	Executive Summary
	Introduction
	Method
	Results
	Health and care challenges following release from correctional institutions
	Contributing factors to transitional challenges
	Interventions to mitigate harms associated with release

	Discussion
	References

