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Opening Comments from Dr. Koutsenok:  

 

If the only strategy we deploy is one of criminal justice sanctions, the outcome will be zero. 

There’s no evidence that pressure from the criminal justice system by itself will produce lasting 

change in the justice involved population. Sanctions give you compliance, but not little else. 

Previous behaviors will eventually return.  

 

On the other hand, using treatment only, the outcome is also zero. Neither system alone can 

produce the result we’re looking for. That result we’re looking for is a reduction in alcohol and 

substance use rates, getting patients into treatment, and making that treatment last. As a result of 

our intervention, we also hope that clients will be less likely to commit another crime. The 

criminal justice system and our therapeutic interventions must work together synergistically.  

 

Most treatment models for the justice involved population have been found ineffective. We do 

have good evidence that methods like CBT can have an impact, but if we truly want to make our 

efforts work, we need to first answer 4 questions: 

 

1. Who to treat? What subtype is best suited for our treatment?  

2. What are we treating? SUD or something else?  

3. How will we treat? What intervention will we use? 

4. How well can we do that? Quality and fidelity. 

If we answer these questions and assess well; if we provide solid referrals; it is likely that our 

efforts will be rewarded by reaching the result we are looking for. Previously, we hewed to the 

notion that any treatment is better than no treatment. However, looking at the data, we can see 

that not every treatment supports this idea. Targeting clients with treatments tailored to them is 

far more effective.  

 

 

 

 

 

 



Questions and Answers 

 

Question: What challenges can you identify in terms of facilitating connections with family and 

friends that a patient hasn’t seen in a long time? Relationships may have changed while they 

were incarcerated, and it seems like a delicate line to walk. 

 

Answer: Great question. Every prison in the world; every sanction in the world; has an 

incapacitating effect on people. Prisons are designed to incapacitate, and they do that very well. 

But this goal stands in opposition to that of addiction treatment, where we are trying to reinforce 

the positive and build upon strengths. Make no mistake – prisons work…just not in the way that 

best suits our needs from a SUD treatment perspective. We’re trying to add a therapeutic 

component to the criminal justice system, and that is a Herculean task. 

 

When we work with SUD and CJI populations, we find – no surprise here – that they have 

individual talents that should be built upon instead of viewed as liabilities. What are their 

strengths and why did they end up in the criminal justice system? Think about their skills and try 

to tap into them. Many folks used social and intellectual skills to break the law – why not put 

those skills to use for good and in a more productive manner? 

 
 

Question: Building on that answer, how do you suggest people facilitate family support? 

 

Answer: Family support in general is always very important. We see differences in this based on 

the gender of the incarcerated person. Men tend to get visits from a wide variety of family 

members and friends, while women tend to only be visited by their mothers. This makes for a 

dearth of social support, and that needs to be addressed. So in terms of family support, we try to 

promote different kinds of support based on gender and other factors. From a clinical 

perspective, it is quite common for a client’s family dynamics to be even more dysfunctional 

than the client themselves. Before reuniting them, it’s best to do a family analysis and see if they 

should be kept separate or reunited.  

 

 

 

Question: There’s a lot of pushback in criminal justice settings when it comes to putting people 

on medication for addiction treatment. Any suggestions on how to facilitate that? Research 

shows that overdose rates are highest when someone gets out of a criminal justice setting.  

 

Answer: The data is quite clear on this. Most of that data, however, is not from the United States. 

The U.S. is far behind other western European countries. Medication in prison settings has been 

available there for years, and it’s a very important part of recovery. Introducing medication in 

correctional settings is challenging here because of competing political agendas and the inertia of 

the system. Criminal justice leaders are concerned with the potential to create a black market for 

methadone in prison. It should be noted here that prisons are not drug free. Drugs are more 

expensive there and harder to come by, but folks are still able to get them. By offering MAT in 

prison settings, leadership must understand the reason it’s being done – to help clients with 



addiction and reduce rates of illicit use. The best strategy is to start slowly and to gradually 

introduce the idea of MAT so that administrative bodies and organizational hierarchies will get 

used to the idea of medicine in prisons and see its benefit. From a clinical perspective, there’s no 

doubt that MAT in prison is a vital component in the constellation of treatment options for 

justice-involved persons.  
 

 

Question: Very often prison settings make it difficult to provide MAT. We see high overdose 

rates when people get out of prison because they have high tolerance rates and essentially start 

over from scratch. Is it wise to put patients on buprenorphine after a long period of abstinence? 

 

Answer: It requires a common sense approach. If we have a patient in sustainable remission, I see 

no reason to start any medication. What I’d do instead is to start increasing the intensity of 

counseling during the two months prior to their release. If I get the impression that someone is 

unlikely to remain in remission after release, I might introduce medication before the release to 

ensure a smoother transition and reduce the likelihood of relapse.  

 

There is a difference between physical dependence and psychological dependence. If a person 

responds to triggers with significant cravings, it doesn’t matter if they have spent a year in 

remission within prison. Upon release, they’ll likely respond to those triggers and start using 

again, raising their likelihood of relapse and overdose.  

 

Buprenorphine can reduce the use of alcohol and other substances. A study from Kings College 

in London indicates that it decreases use of benzodiazepines, alcohol and meth-like substances.  

 

 

 

Question: Are there specific recommendations that we should include in our MAT program? 

 

Answer: Include criminogenic thinking. Who are your patients hanging out with? Medication is 

clearly needed in some cases, so assess what kind and how long. Pay attention to motivational 

interviewing strategies, because people’s motivation constantly fluctuates. Utilize some CBT 

strategies and give them homework assignments. Also, use contingency management.  

 

Make sure you understand your distal and proximal goals. Proximal – right now. Distal – long-

range. Medication can be very helpful to achieve distal goals. People who are on properly 

prescribed methadone or partial agonist meds, with no evidence of using anything else that’s 

controlled, should be considered totally abstinent (although legally this is not the case).  
 

 

Question: Can you list the risk factors for recidivism?  

 

Answer: Criminogenic thinking errors, criminogenic affiliations, lack of employment, family 

housing, history of criminal involvement, impulsivity, history of trauma, substance use.  

 



Risk factors for heart attack: Heart attack: high blood pressure, diabetes, smoking, poor stress 

management, poor nutrition, lack of exercise, no alcohol consumption.  

 

 

Question: Is the administration of ketamine justified during an arrest? Is its administration 

evidence-based?  

 

Answer: It depends on the purpose of the administration. If you use it while seeking to extract 

information from someone, it’s highly unethical and won’t be admitted in court. Under the 

circumstances of an arrest, there are far safer and more effective drugs that will achieve the same 

effect.  

 

 

Question: Ketamine has been touted as a potential treatment for affective disorders. Can you say 

anything about the research on ketamine? 

 

Answer: In therapeutically resistant bipolar patients, ketamine can reduce the intensity of 

depression. We still don’t have true evidence, but there are trends going in that direction that 

show promise and are interesting.  
 


