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1.  Introduction
1.1
Purpose of the report
The purpose of this report is to provide an overview of the literature and best clinical practices regarding substance-using offenders in the 14-25 year-old age group. 

Prior to 2008 there had been no formal review of practices in the Department of Human Services (DHS)-funded forensic alcohol and other drug (AOD) sector in Victoria, and individual agencies were encouraged to develop a model of care and treatment that provided the best match between their differing staffing profiles and the diverse client populations they serve. 

In 2008, reviews conducted across the DHS-funded AOD sector along with the Blueprint for AOD Services 2009-2013 identified a need to further enhance and develop Victorian responses to AOD problems.  One of the six areas identified in the Blueprint as being of particular significance involves practices around working with young people. 

The purpose of this review is to commence the process of developing a more thorough understanding of good practice in working with young offenders with substance abuse issues. This will be achieved by initially exploring the domestic and international literature, with a particular emphasis on developments over the last 10 years. More specifically, there will be a focus on findings relating to the capacity and opportunity for achieving therapeutic outcomes with this population group, along with clarifying and differentiating the essential but intrinsically distinct roles of case-management and counselling. The material drawn from the literature is supplemented by experiences of key stakeholders familiar with the Victorian experience. This local perspective takes into account the client population, service structure, policy needs and workforce capacity of relevant agencies.
The report concludes with recommendations around treatment and further investigation, as well as a range of considerations for the future development of this area of service provision.

1.2
An overview of the AOD forensic treatment system in Victoria

Substance-related treatment for forensic clients in Victoria is funded by the Victorian Government Department of Human Services with the treatment being purchased from a range of community-based AOD services. These include agencies that have a youth treatment component to their overall service model, as well as services where youth responses form the core business activity. Treatment for other offence-related issues such as violence or sex-offending is funded and brokered by the Department of Justice independently of this process, and so the expectation for the DHS-funded treatment is that it should focus upon substance use and related offending behaviour.

The funding is brokered to these services by the Australian Community Support Organisation (ACSO) through their Community Offenders Advice and Treatment Service (COATS). COATS does not provide treatment itself, nor does it set the targets and expectations around what agencies are expected to deliver in response to the purchased treatment. Rather, these ‘significant treatment outcomes’ have been determined by the DHS, and are a modified version of those utilised with voluntary treatment services.


In most cases, COATS conducts an initial assessment of the client to determine his/her treatment needs, and suggests in their assessment report which broad areas should be addressed. However the assessment report does not specify the treatment goals.

The nominated agency then provides the treatment to the client. When significant treatment goals are attained (or the client disengages from treatment), a Treatment Completion Advice (TCA) is sent to ACSO COATS specifying what goals have been achieved. This is then assessed by COATS along with the time spent around that referral in order to determine whether full or part payment can be made. 
Significant treatment outcomes are highly variable and range from case-management/linkage outcomes, to behavioural change, and participation in psycho-education programs. However, whilst linkage and psycho-education are seen as important in any treatment plan, there has been a tendency for a heavier emphasis within TCAs upon these types of goals, rather than actual behaviour change. Furthermore, where behaviour change goals are identified, they may often be very loosely described rather than in quantifiable or measurable terms. With regard to the case management/linkage category of goals, there is also a lack of clarity around which aspects are the responsibility of the DHS/ACSO funded outreach worker, and which are attended to by the client’s case manager. 

Whilst it is recognised by DHS and ACSO COATS that there is pressure upon workers to achieve adequate levels of throughput to cover the significant direct and ancillary costs associated with service delivery, there are several questions that these issues raise with regard to what level of behaviour modification can realistically be expected. As a result, ACSO commissioned this report to explore what realistic goals can be expected with these clients, which different types of goals can be expected from subgroups of this client population, and through which modality these can be achieved most effectively. 
1.3
Scope of this report

This report aims to examine the existing literature and formulate recommendations for best practices in community based AOD treatment models for young offenders between the ages of 14 to 25 years. Research investigating the effectiveness of drug treatment models for young offenders is drawn upon as the primary source of information. This is complemented by general adolescent alcohol and drug treatment outcome studies as well as some key effective interventions identified from the forensic literature for offenders (mostly for adolescents, with a few including adults). 

The report will not include treatment considerations for co-morbid psychiatric disorders that are also commonly associated with adolescent drug use, however they will be briefly discussed as a risk factor in treatment.

Since the review focuses on community-based treatments, outcomes of residential drug and alcohol treatments are not taken into account unless findings refer to relevant components of these modalities (such as aftercare).
 A final consideration relates to the experience that there are no ‘one-size fits all’ options when it comes to working with this population group, and the report recognises that young people are by no means a homogenous population. As a result, this report can be suggestive only, and cannot be definitive or prescriptive.
1.4 
Report Structure

The report proceeds in Chapter 2 to describe the methodology utilised and discuss the research questions.  Chapter 3 explores the question of case management and understanding its role within the context of AOD treatment, and this is followed by a more detailed analysis of the research around different treatment modalities in Chapter 4. 

Chapters 5 and 6 explore process-related factors, with those relating to the therapist being described in the former, and those pertaining to the client being discussed in the latter. Chapter 7 suggests areas for further investigation, followed by final recommendations in Chapter 8.
2.  Methodology

This chapter provides a brief outline of the methodology employed in this report.

2.1
Research Questions

The following key questions were identified and approved by the project manager.
1) What are the resources available for forensic community-based AOD treatment for young people (14-25) in Victoria?

2) What are the desired outcomes from treatment in this population group?

3) What are achievable treatment outcomes with this population of young people?

4) What modalities (inc. qualification/profession) best achieve those outcomes? 

5) What are the different roles of case management vs. drug and alcohol treatment with regard to behaviour change?

6) What client-dependant factors are the key barriers to behaviour change?

7) What considerations need to be made with regard to age, gender, and other factors?
8) In light of these findings, what other areas should be investigated relating to this field?
2.2
Literature Review

The literature review was conducted by consulting prior reviews of adolescent drug and alcohol treatment, outcomes of interventions with young offenders, and searches of the reference lists. Keyword searches for both meta-analyses and individual studies evaluating outcomes of Alcohol and Other Drug (AOD) programmes for young offenders were carried out on the databases Medline, PsychINFO, EMBASE, CINAHL , Social Science abstracts and Web of Science using the terms “adolescent”, “juvenile”, “offender”, “forensic”, “drug and alcohol”, “substance use”, “substance abuse”, “treatment”, “intervention”,  “therapy”, “effectiveness”, “outcomes” and “best practice”, combined by and/or. 

The focus was on studies from the past 10 to 15 years with the aim of detecting program elements that are connected to achieving best outcomes with young drug-using correctional populations. In addition, guidelines for practice were consulted that focused on “what works” in AOD treatment for the young offender population.

78 articles were reviewed in whole or in part for this report, with the 12 most significant and influential being listed in Appendix A.

2.3
Stakeholder Interviews

A variety of key stakeholders were identified for this report. The selection was suggested by the project manager, with a view to gaining a variety of different perspectives from policy, operational and clinical areas, with a particular emphasis upon exploring practices outside of the current AOD youth sector.  Interviews were conducted with representatives of: 

Department of Human Services: Mental Health & Drugs Operations Branch x 1

ACSO COATS: Justice Services x 1

Children’s Court Clinic x 2 (2 Psychologists)

Centre for Adolescent Health x 2 (1x Social Worker, 1x Nurse Practitioner)

Caraniche: Senior Psychologist (Child/Adolescent) x 1

Swinburne University: Senior Lecturer x 1

Whilst the second source of information for this report was interviews with key stakeholders, it was beyond the scope of the report to interview young offenders themselves. This is also acknowledged as one of the key limitations in the reviewed literature and is therefore included in the recommendations for further research. Focus groups would allow a better understanding of the needs, goals for treatment and barriers to treatment from the perspective of the target group.

2.4
Limitations in the examined literature

When examining the available literature some issues become apparent discussed below. It is important that these are discussed as they could have implications for any policy decision-making that may arise from this review, as well as explaining why there may be limitations around the scope of some of the recommendations.
2.4.1 
Defining treatment “effectiveness”
When evaluating the success of Youth AOD treatment programs a major problem continues to be defining and measuring “effectiveness”.  According to Dowden (2003) the effectiveness of programs needs to be assessed by reviewing a range of outcome measures rather than just one single outcome measure such as re-offending. 

In reference to the Treatment Outcome Working Group from the Office of National Drug Control Policy (ONDCP) it was suggested that the criteria for treatment success should not be limited to reduction in overall drug use, rather successes can be achieved in the following dimensions: reduction in primary drug use, improved employment and educational situation, improved interpersonal relationships, improved medical status and health, improved legal status, and improved non-criminal public safety.

2.4.2 
Measuring treatment success

Following on from the issue of defining treatment effectiveness is the question of reliable measurement.  Service providers utilise a wide range of instruments for measuring treatment effectiveness such as: self report, clinician rating, psychometrics, biological tests, and official records, many of which provide inconsistent and often contradictory results.  Inconsistencies can stem from a variety of sources reaching from distortions in self-reports, to gaps in official records and inaccurate measurements. The lack of long term follow up data and the ethical issues around the use of control or comparison groups in which some participants are denied access to treatment (Williams & Chang, 2000) further reduces the reliability of treatment outcome data, and the conclusions that can be drawn. 

Flanzer (2005) brought attention to the fact that relapse should not be associated with negative treatment outcomes since drug abuse is seen as a “chronic, relapsing disease” (p. 897). Therefore it is important to include the frequency of relapse when evaluating outcomes over a long period of time, and to differentiate between short relapses without consequences and long relapses. Flanzer (2005) argued that less frequent relapses with short durations per episode can be seen as part of the healing process.
2.4.3 
Inherent bias in the literature

A third consideration is recognition of an inherent bias within the literature. Research is more likely to be funded into areas that are currently in vogue with funding bodies and the academic community. In addition to this, certain modalities, treatment outcomes and therapist characteristics are more readily quantifiable than others so will be more appealing to researchers. For example, CBT is a more measurable and readily manualised intervention, and so will lend itself to a greater degree of quantitative empirical analysis. Absolute abstinence is a clean variable that can readily be objectively measured, whereas a more abstract outcome such as improved social skills does not lend itself as readily to quantification. As a result, there is likely to be an inherent bias in the literature and so the methodology attempts to balance this with qualitative findings from interviews from stakeholders in the field.
2.4.4 
Differences in effectiveness within diverse population groups 

Few studies have concentrated on isolating specific factors, such as what treatment works best for which drug type, age group, etc.  The comparability of treatment types is also limited by the fact that young offenders are usually not randomly assigned to different groups but these are conditions imposed by the justice system. The fact that high-risk offenders are usually treated in controlled environments affects the treatment outcomes, since the amounts of time spent in varying controlled environments like prison, detention and residential treatment limits the access to substances (Chassin et al., 2008). 
Flanzer (2005) emphasized the need for services that match treatment type and intensity to the severity of dependency, the type of drug used, and the frequent co morbid conditions in the adolescent drug user. He criticized the implementation of behavioural treatments regardless of the type of drug. For example, alcohol abusers are more likely to offend when intoxicated, whereas heroin abusers are quite the opposite, and more likely to offend when in withdrawal. Alcohol is often used by people without social confidence to give them additional courage, whereas heroin is less likely to be used for this, and more likely to be used to manage emotional and physical pain More general difficulties were encountered when reviewing the literature specific to adolescents and young adults aged 14-25 years, in that most studies on drug-using young adults consider participants aged 14-18, with a lack of research targeting young adults from 18-25 years. Instead these are incorporated in the adult AOD literature; hence some studies including adult populations are included in parts of this report.  
2.4.5 
Discrepancies between researched and “real-life” treatment services
Several authors have criticized the gap that exists between AOD treatment programs studied in research and those being received by this group in real life (Chassin et al., 2008). It is argued that research on intervention types does not always represent treatment actually received by young drug dependent youth with studies showing that only the minority of these individuals actually receive treatment at all (Muck et al., 2001). In Australia, Lennings et al. (2006) found that in their sample of 712 young offenders on community orders with the New South Wales Department of Juvenile Justice, only 18.2% reported receiving drug and alcohol treatment although 40 % of the sample were dealing with significant substance abuse problems. The study consulted official records that confirmed these numbers stating that from 4,156 young offenders on community orders only 607  (14,7%) had seen an AoD counsellor on at least one occasion. The main barrier for treatment seems to lie in the motivation for treatment with only 10.3 % stating that they were in need of, or wanting treatment.  
2.6
Summary

It is clear from this chapter that there are significant shortcomings in the available literature on AOD treatment effectiveness with young people. Where possible, these issues relating to localisation and other factors have attempted to be compensated for by interviews with a range of stakeholders from the Victorian community. Chapter 3 provides analysis of the findings of the literature review and stakeholder interviews around the role of case-management in treatment service provision.
3.  Case management 
3.1
Chapter overview
This chapter gives an overview of approaches in case management, its role in achieving behaviour change with young offenders and how its role differs from AOD treatment. Case management is the most commonly used approach in Australia, the United States, Canada and some European countries when working with drug using populations (Vanderplasschen, Rapp, Wolff, & Broekaert, 2004).  

The goals of case management when working with substance-using populations differ from country to country. In most countries abstinence is promoted, whereas in others a harm-reduction perspective is adopted (e.g., Australia and Europe). Since it is more common for case management to act as a tool linking clients with a network of other services, it is difficult to determine whether case management itself is effective in achieving behaviour change such as reducing substance use or recidivism. Nonetheless, depending on the model of case-management employed, positive results have been found in terms of access to services and retention in treatment resulting in varying effects on AOD treatment outcomes.
3.2
Approaches in case management

Case management can be broadly defined as the “part of substance abuse treatment that provides ongoing supportive care to clients and facilitates linking with appropriate helping resources in the community” (Vanderplasschen et al., 2004, p. 913). Case management can also be defined by its basic functions which are assessment, planning, linking, monitoring and advocacy. The most common approach in case management is a sequence of engagement, assessment, planning, goal setting and implementation, linking, monitoring, advocacy and disengagement (McBride et al., 1999).

There is very little research into the effectiveness of case management in AOD treatment and even less in the area of AOD treatment for Youth Justice-involved clients. This is surprising given that case management appears to be the most common practice in the rehabilitation of young offenders on court orders. One explanation for the lack of research in this area could be that case management is not uniformly defined and can consist of varying approaches and practices.
Healey (1999) described how the original role of a case manager was to function as a broker who would coordinate multiple services if required, whereas currently the role of the case manager may be extended to include the provision of treatment such as informal counselling. This has resulted in a blurring of roles between brokerage/coordination as defined above and treatment roles (Healey, 1999).

There are several different approaches in case management with the main two approaches employed in the criminal justice system being combinations of the strengths-based and the assertive case management approach (McBride, VanderWaal, Terry, & VanBuren, 1999). Strengths-based case-management concentrates on the strengths and talents identified by the client when planning treatment with the assumptions that the client can use these strengths to work towards desired goals (McBride et al., 1999). This is compared with Assertive case management, which adopts a more active approach in seeking out and delivering services to the client (McBride et al., 1999). 
3.2.1 
Assertive Case management

The approaches in case management range from passive approaches that solely provide the client with referral information, to more active approaches such as the assertive case management (McBride et al., 1999). Research on the impact of the assertive case management approach in continuing care has shown that, in comparison with the usual continuing-care approach, adolescents were significantly more likely to initiate and receive more continuing care, with higher rates of abstinence from marijuana and reduction of alcohol consumption three  months post-discharge (Godley et al., 2001). The assertive continuing care protocol included: analysing substance using behaviours as well as social activities, using the client’s assessment to develop treatment goals, and ongoing self-assessment ratings to modify treatment goals. Therapeutic techniques such as relapse prevention, problem solving and communication training were provided, as well as case management strategies such as linkage to services, monitoring relapse cues, advocacy and social support (Godley et al., 2001). What about the role of identifying adaptive substitutes for the drug using behaviour?
3.2.2
 Case-management in the criminal justice system

It is important to note that in a forensic population, AOD treatment is commonly mandated by court which is a different premise than working with clients who seek treatment voluntarily. Studies comparing the effectiveness of voluntary versus coerced treatment show contradictory results (see 5.6 “voluntary vs. mandated treatment”) with some even suggesting that the outcomes are not affected by levels of coercion (Anglin, Brecht, & Maddahian, 1989).

The motivation of forensic clients is mostly determined by external pressure, which has implications for case management strategies. As interviewees pointed out, this is generally the case for AOD involved youth, whose motivation for treatment seeking is created by the negative effects of drug use in other domains of their lives or other forms of external pressure (typically legal issues, pregnancy, housing, financial difficulties, health problems or a new relationship).

Depending upon the model employed, clients in the criminal justice setting may be appointed one or more case managers whose roles can overlap. Probation or parole officers have adopted case management approaches involving primary service brokerage such as AOD treatment and housing, court liaison, monitoring and supervision, as well as implementing sanctions when violations occur. 

A second case manager is often associated with substance abuse programmes and the client’s other health related needs, and who provides counselling and treatment as well as referrals to other appropriate services. This approach is the common practice in forensic youth AOD treatment services in Victoria today.

Several interviewees suggested that, because AOD issues rarely exist on there own in this client group, rather than an AOD-specific case manager a generic outreach case-manager should be involved who encompasses all their welfare needs. These workers should be trained in assessing the client’s broader needs such as physical and mental health, social connectedness, family, housing etc. Some of the interviewees recommended using the HEADSS assessment tool (Goldenring & Cohen, 1988) to cover the key risk areas in the assessment of young people. Furthermore, it was identified that the skill sets  of effective outreach case managers were quite specific, and differed from those skills required to be an effective Youth Justice worker, or youth AOD counsellor, with a different focus around assessment and risk assessment, engagement, motivational enhancement, assertive referral and harm reduction (such as vaccination information).

3.2.3 
Health/Welfare Needs vs. Forensic Case Management

It is recommended in the literature and supported in the interviews that case management be located within a treatment program so that it becomes an element of treatment in attaining the defined goals (McBride et al. 1999). The interviewees recommended addressing AOD issues in holistic agencies such as a Community Health Centres because AOD needs are rarely independent of other needs, especially in younger populations. It was also pointed out that the receptiveness to AOD treatment was not just dependent on factors related to the client, but also to characteristics of the treatment setting and organisation, especially in terms of accessibility for the client. This principle includes the importance of bringing the treatment centre to the clients, rather than the other way round. Frontyard, a successful initiative targeting homeless youth in Melbourne, operates such a service where health services are co-located with welfare, housing and financial assistance and the office is based in an area frequented by homeless youth. Another new initiative are youth services located in local shopping centres, such as the Northland Gateway Youth Service which will be situated in the Northland shopping centre providing employment training that is easily accessible in a context where young people spend their time.
It is important that case management programmes provide clear communication and cooperation guidelines between probation/parole and treatment staff since the different philosophies of criminal justice services and treatment services can result in tension (Healey, 1999). While the main concern of criminal justice services is maintaining public safety while supervising the offender through their order, treatment systems are more focussed upon the individual client’s well-being and recovery which leads to a very different relationship to the client (Hussain & Cowie, 2005).  

This affects the different styles of interventions, such as the reaction of the treatment staff or Youth Justice Worker to incidents such as relapsing. Healey (1999), who conducted interviews overseas with probation and parole officers as well as therapists and substance treatment providers, reported that while the criminal justice caseworkers perceive the treatment providers as “lax” in reporting violations, out of fear of losing clients in their programmes, treatment providers consider probation policies inflexible in relation to relapse, which they consider unrealistic.  The different training, roles and responsibilities of these two groups contributes to their different perspectives on the behaviour of clients and the difficulty around finding a shared or common approach.

McBride et al. (1999) noted that in criminal justice case management there is often a blurring of roles between case managers, mental health professionals, alcohol and drug counsellors, and other services. They recommended that the role expectations need to be clearly negotiated before the beginning of service provision to avoid gaps or doubling up. This could be achieved through regular network meetings of services to indentify and clarify these gaps and overlaps. 
Furthermore, McBride et al. (1999) emphasised transparency in terms of the different philosophical approaches of criminal justice personnel, and alcohol and drug treatment and other Health Services. Reports from interviews suggested that networking and close relationships between treatment provider and the Youth Justice worker are essential for effective treatment. Transparency also needs to extend to the client in terms of knowing the limits of confidentiality, and that everyone will be working together and communicating on a regular basis. This can be therapeutic in its own right for adolescents because it provides an experience of being important enough to be thought about and knowing that everyone is working towards the same treatment goals. It also provides a sense of containment or structure, which many of these young people need even though they push against it.  

3.3 
Effects on drug using behaviour

Studies have shown that case management, which is structurally located within a treatment program, is more effective and provides faster access to services, higher levels of goal attainment, and longer lengths of attending treatment than case management which sits alongside a treatment program. This results in improved AOD outcomes and improved employment functioning as well as improved connection to needed resources over time (McBride et al., 1999, McLellan et al., 1999).
Needels et al. (2005) reported on a study investigating how case management impacted on rearrest, drug use and HIV risk in 1,400 former adult jail inmates.  The participants were divided into two groups, one receiving intensive discharge planning as well as post-release case management and the other group receiving less-intensive discharge planning with no case-management.  The authors came to the conclusion that case management increased the participation in drug treatment programs, and there was also some evidence of reduced rates of drug use. The major focus of case-management was seen as encouraging clients who were in need of drug treatment to enter treatment programs.
3.4 
Effects on criminal offending/recidivism

The few studies that have investigated the impact of case-management on recidivism rates have not found much evidence for effectiveness of either conventional or assertive case management approaches in this area. Needels et al. (2005) found that conventional case management alone showed no impact on the reoffending rates and HIV risk taking in former adult prisoners. Early research on assertive community case management has yielded inconsistent results regarding its impact on reducing arrests/jail time, social adjustment or substance abuse. The adaptation of the assertive case management approach to forensic populations (FACT- Assertive Community Treatment) has also failed to provide strong evidence of reducing arrests or preventing prison sentences  since there has only been two recent studies published on FACT of which non were randomised studies (Morrissey et al, 2007). 
3.5 
Summary

Generally the role of case management is seen as creating a linkage between the individual and the eligible services as well as keeping the clients engaged in the treatment process (McBride et al., 1999). In forensic settings, there are often two tiers of case management with a Youth Justice case manager and an AOD-related needs case manager. This practice can result in confusion of boundaries where roles have not been clearly delineated, as well as create a void where targeted treatment interventions may become neglected. McBride et al. (1999) summarise recent research in the area stating that case management should not be expected to have a direct impact on substance using behaviour, but it should be seen as an indirect way of improving treatment by retaining the client in treatment.  Since outreach case management seems to be most effective in combination with other treatment types, it should be regarded as an instrument in treatment rather than a treatment approach in its own right (Roeg, Connolly, & Lee, 2003).


4.  Models of D& A Treatment 

4.1
Chapter Overview 

This chapter addresses the question of which therapies have been shown to achieve the best results with young offenders, what outcomes can be achieved with this population group, and what the role of AOD treatment is as distinct from case management.

There is no consistent framework across different agencies in Victoria regarding service delivery to this population group. Rather, specific practices are reported to be more derived from the particular skill-set of the worker and/or team than a broader paradigm. Therefore, it is important that any assessment of models of treatment in the literature be interpreted in the context of the specific strengths and limitations of the local workforce, many of whom in the youth sector do not have formal tertiary qualifications in a psycho-therapeutic discipline.

The four most widely studied therapeutic approaches in AOD treatment for young offenders are: Family-Based therapies, Multi-Systemic Therapy, Cognitive-Behavioural Therapies (both individual and group-based) and Group Therapies. Other treatments shown to be effective for this population and, which are commonly used are: pharmacotherapy, 12-step recovery, and therapeutic communities (Flanzer, 2005). Emerging research examining the efficacy of juvenile drug court (Henggeler et al., 2006, Belenko &  Dembo, 2003) and therapeutic communities (Jainchill et al., 2005, Jainchill et al., 2000) has also reported positive effects on young drug using offenders. The practice of (adult) drug courts has gained particular interest from Australian researchers (Makkai, 2003, Heale, 2001).

The literature does not identify an optimal style of therapy that is most effective with this diverse population group.  However, it is clear that treatment is more effective than case management alone (Holloway, Bennett, & Farrington, 2005, Williams & Chang, 2000).
4.2
Family based therapies
Family-based therapies are the most frequently researched modality of substance treatment for adolescents and are found to be one of the most effective approaches in drug treatment programs for young offenders (Dowden & Andrews, 2003, Terry et al., 2000). For example, Williams and Chang (2000) reviewed 53 drug treatment outcome studies and concluded that family therapy appeared to be the most effective out of all the outpatient programmes (mostly with a focus on individual counselling, with a few studies including group and family therapy approaches) investigated for conduct-disordered adolescents (of which 90% were aged between 15 and 17 years – how many of these were substance using?).  Family based interventions are not restricted to cases where the family is supportive. Rather, they also play a role where the family may be modelling maladaptive behaviours, and contributing to the young person’s substance use.

There are different models of family therapy that are all influenced by family systems theory but also incorporate elements from cognitive behaviour therapy, attachment theory, and developmental theory (Austin et al., 2005). They all include the adolescent as well as one or more family member in therapy, targeting a range of familial factors such as communication skills, contingency management and conflict resolution and problem solving (Austin et al., 2005).

Although all forms of family therapy are associated with positive results, those extending their intervention beyond the family system to include multiple domains of the client’s life, such as peers and school functioning, seem to be the most successful in reducing substance use as well as recidivism (Becker & Curry, 2008). A meta-analysis comparing Brief Strategic Family Therapy (BSFT), Family Behaviour Therapy, Functional Family Therapy, Multi-Dimensional Family Therapy (MDFT) and Multi-Systemic Therapy (MST) found only MDFT to produce significant changes in reducing substance use both at post-treatment and subsequent follow-up (Austin et. al., 2005).

 4.2.1
Multi-dimensional Family Therapy

Multidimensional family therapy (MDFT) was developed specifically for adolescents with substance use problems and related behavioural or emotional difficulties and is an outpatient, family-based treatment that can be delivered both at home or in the community. It includes various domains of the adolescents’ support networks, concentrating on risk and protective factors. It comprises three stages: engagement with the youth and family, behavioural change elements, and implementing new learned skills with youth and family. However, it does not include aftercare (Austin et al., 2005).  

4.2.1.1
Effects on drug-using behaviour

Liddle, Rowe, Dakof Henderson and Greenbaum (2009) compared MDFT with a peer group therapy and found MDFT to be significantly more effective in reducing risk and promoting positive processes in the individual, family, peer and school domains as well as reducing substance use over the course of treatment

This study concentrated on early interventions evaluating outpatient, relatively brief interventions (12-16 weeks) that were manual-guided and delivered by community drug therapists. Of the 83 participants who were aged 11-15 years old, 45% had been referred by juvenile justice. MDFT sessions were conducted at home, whereas peer group therapy was provided at clinic offices. Although the peer group treatment showed good outcomes, decreasing marijuana consumption by 46 %, the MDFT participants showed significantly better results with 56% decrease of marijuana consumption (Liddle et al., 2004). At 1-year follow-up,8.5% of the peer group reported substance use in the past 30 days, whereas only 7% of the MDFT reported substance use in the past 30 days (Liddle et al., 2009)
4.2.1.2
Effects on criminal offending/recidivism

In the same study, Liddle et al (2004) reported comparable results for reducing offending behaviour for both MDFT and peer group therapy. MDFT treatment resulted in a decrease of 59%, whereas a decrease of 50% was recorded for the peer group therapy group at discharge.  At a one year follow-up peer group participants were found to have increased their criminal activities whereas MDFT- participants showed a decrease in delinquent behaviour (23% vs. 44%) (Liddle et al., 2009).
4.2.2 Multi-Systemic Therapy (MST)

Currently, the most extensively examined approach in family-based drug and alcohol treatment particularly for young offenders is MST, which is an integrative community-based approach that matches treatment intervention to client needs on several levels (individual, family, peers, school and social networks). As opposed to MDFT, MST was developed and evaluated specifically with serious and violent young offenders and has only recently been extended to substance using youth (Curtis, Ronan, & Borduin, 2004). It is an individualised, home-based therapy based on strategic and structural family therapy, behavioural parent training and cognitive behaviour therapy (Austin, McGowan and Wagner, 2005). Studies have demonstrated MST to have better outcomes than usual community services in terms of its effects on criminal activity and illicit drug use (Henggeler et al., 2002, Henggeler et al., 2006). MST incorporates several evidence-based practices such as strategic family therapy, structural family therapy, and behavioural parent training and cognitive behaviour therapies. If biological contributors are identified, psychopharmacological treatment is integrated. MST intervention is focused on broad environmental risk and protective factors especially on the caregivers who it sees as a key to desired outcomes.

4.2.2.1
Effects on drug using behaviour
A four-year follow up of a MST drug abuse trial was conducted by Henggeler et al. (2002) with 68% of the original sample of 118 substance abusing young offenders (on average 19.6 years of age).  
Assessments of decrease in illicit drug use provided mixed results. Although marijuana abstinence was increased by 100%, which was found to be significant, cocaine abstinence only had a 33 % increase which was not significant. No effects could be determined for psychiatric symptoms.
4.2.2.2
Effects on criminal offending/Recidivism
Henggeler et al. (2002) revealed that although MST had lasting effects on reducing aggressive criminal behaviour (based on records and self-report) no treatment effects could be detected for property crimes at the four-year follow-up. Borduin et al. (1995) investigated the long-term effects of MST vs. individual therapy on the prevention of offending behaviour and violent reoffending in 176 serious young offenders aged 14 to 17 years – unfortunately drug-use was not one of the reported variables in this study. Completing the MST treatment resulted in an overall recidivism rate of 22.1% which was a third of the overall rate of the group receiving individual therapy (71.4%) at a four-year follow-up. 
These findings are supported by Curtis et al. (2004) in their meta-analysis of seven MST outcome studies that found MST to result in overall offending rates being reduced to less than 70% of comparison groups. The average effect was larger if studies involved closely supervised graduate student therapists in controlled studies than when carried out in the community setting (Curtis, 2004). This could be interpreted as meaning that the amount of training and supervision received by therapists results in better outcomes.
4.3
Cognitive Behavioural Therapies 
Meta-analyses of adolescent AOD treatment not specific to young offenders have concluded that family-based therapies, Multi-Systemic or Multi-Dimensional family therapies, and Cognitive Behavioural Therapies achieve the best results for the substance-using adolescents (Becker and Curry, 2008, Vaughn and Howard, 2004, Deas & Thomas, 2001). When comparing MDFT and CBT it was found that they both showed comparable results in terms of reducing frequency of alcohol and cannabis use.  MDFT was found to have favourable results on substance use severity and other drugs with the results being more sustainable at a 12-month follow-up (Liddle et al., 2008).

However, there is often an overlap between general drug using adolescents attending treatment, and court-mandated drug using youth in treatment, since only a very small percentage of young drug users seek treatment voluntarily (Muck et al., 2001). 
Cognitive Behavioural Therapy (CBT) in the adult and youth justice setting typically consists of a range of elements such as cognitive skills, cognitive restructuring, interpersonal problem solving, social skills, anger control, moral reasoning, victim impact, substance abuse, behaviour modification, relapse prevention and individual attention. CBT incorporating anger control as well as interpersonal problem-solving but not victim impact and behaviour modification, was associated with higher reductions in recidivism (Landenberger & Lipsey, 2005).  Another form of CBT developed in the 1980s for working with aggressive offenders is Aggression Replacement Training (ART) which is made up of three components: Skillstreaming, Anger control Training and Moral Reasoning Training (Hollin, 2004). Evaluations of its effectiveness report that it was found to enhance prosocial skill competency and prosocial behaviour and decrease acting out behaviour in incarcerated juveniles. Recidivism could be decreased significantly when it was used in an outpatient community setting with gang members, with only 13% of ART participants being re-arrested as opposed to 52% of the control group in an 8-month tracking period (Goldstein, 2004). 
A meta-analysis of 58 studies evaluating the effectiveness of CBT on adult and young offenders (the average age of adults being 41 years and the average age of youth participants being 17 years) concluded that no differences in the effectiveness of CBT were found when applied in a manual-based or generic form. CBT which was mainly carried out in group settings integrating elements of individual attention showed the best results in reducing recidivism for high-risk offenders when the treatment was of high quality and the program included anger management, interpersonal problem solving but not victim impact and behaviour modification components (Landenberger & Lipsey, 2005). Lipsey, Chapman, & Landenberger (2001) conclude from reviewing 14 meta-analyses on both juvenile offenders ranging from 15 to 18 years and adult offenders aged 20 to 30 years of age that CBT treatment programs that are structured, directive and skill-oriented were particularly effective in reducing re-offense rates. They found that the most effective CBT programmes achieved a reduction of recidivism by one third of the rate achieved by the control group. 
4.3.1
Effects on drug using behaviour
The effect of CBT on drug-using behaviour was evaluated in a study (Liddle, Dakof, Turner, Henderson, & Greenbaum, 2008) which compared an adolescent-focused version of CBT (incorporating elements of dialectal behaviour therapy) with MDFT. The participants were 12 to 17.5 years old with 75 % meeting DSM-IV criteria for cannabis dependency and 13% meeting criteria for abuse. The effects of both interventions, MDFT and CBT, were found to be comparable at discharge from treatment with 39 % of the participants who had received CBT reporting minimal substance use (zero or one occasion of drug use in the past 30 days) in comparison to 42 % in the MDFT group. The percentage of participants with minimal drug use at a 6 month follow-up increased to 45% for the CBT group and stayed stable at 42% for the MDFT group. Only at a 12 month follow-up were there significant differences in the treatment effects, with 64% of MDFT-participants reporting minimal use as opposed to 44% of the CBT-clients (Liddle et al., 2008).

These results suggested that the MDFT treatment results improved over time, while the effects of CBT stay stable over time, with both treatment showing significantly positive effects on drug use. One possible explanation for this is that MDFT is in itself creating an ongoing therapeutic environment where change can continue independently of the therapist, where as CBT is dependant upon the clinician for further changes. 
4.3.2
Effects on criminal offending/Recidivism
The meta-analysis by Landenberger and Lipsey (2005) found CBT approaches to result in an overall reduction of recidivism by 25% and 50 % in adult and youth offenders under the most favourable conditions (high-quality implementation, high risk offenders, including anger control and interpersonal problem solving and excluding victim impact and behaviour modification elements). Quality of the implementation of CBT was determined by whether the study was carried out on a routine basis in the real-world criminal justice context, a demonstration program or by researchers for research purposes. There is an assumption that CBT performed for research purposes results in a better quality implementation as a consequence of greater treatment integrity. These studies generally resulted in lower drop-out rates, which are assumed to be connected to the closer monitoring of quality and integrity as well as adequate CBT training for the providers. Quality of implementation was considered to have the strongest impact on the effectiveness of CBT programs. Again, this indicates that results of research based outcomes of treatment are not necessarily representative for treatments implemented in the “real world”.

4.4
Group Therapies
Although group therapies are one of the most commonly used treatments for adolescents with AOD issues in the international literature, overall outcomes studies show ambiguous results. A meta-analysis comparing outcomes of family based therapy, brief motivational interventions, CBT, adolescent group therapy and parent skills training found the adolescent group therapies to be inferior to all the other treatments in methodological strong studies with adolescents (age groups were not specified). The only exception was group therapy incorporating elements of CBT (Becker & Curry, 2008).

Kaminer and Burleson (1999) on the other hand found CBT-based group therapy to be just as effective as Interactional Treatment based group therapy in the long run even though the outcomes in the short-term showed the CBT based version to be superior.  Thirty-two dually diagnosed adolescents aged 13-18 had been treated in these two short term outpatient group therapy settings within 2 randomised groups. The 3-month follow-up showed a significant reduction in the severity of substance abuse only for the group assigned to the CBT treatment. In the 15-month follow-up, the outcomes of both treatment modalities showed similar long-term gains. 
There have been concerns relating to contamination effects; where in the past group therapy targeted at young offenders could result in adverse effects for participants with low deviancy, which could be negatively influenced by high-risk offenders. This may result in an increase in substance use and legal problems amongst low-risk participants (Dishion, McCord, & Poulin, 1999).  Whilst one study involving 400 youth did not support this finding (Burleson, Kaminer, & Dennis, 2006, Kaminer, 2005) it is nonetheless important to remain mindful of individual differences, impressionability and other factors when considering mixed groups.
4.4.1
Effects on drug using behaviour

When comparing MDFT with Peer group treatment, which was based on social learning principles and group CBT, Liddle et al. (2004) found that peer group therapy resulted in a decrease of 46% in alcohol and cannabis use at discharge compared to the significantly better results of MDFT as reported earlier (56%). Whilst 66% of the adolescents participating in the peer group treatment initially reported weekly or more use of these substances, only 20% reported the same amount at discharge. Of the 58 males and 22 females, aged 11 to 15 years, 45% had been referred to treatment via the Youth Justice system, with 39% meeting the diagnostic criteria for conduct disorder. These results showed that peer group therapy which was based on social learning principles and CBT and carried out by masters-degree clinicians, who were trained in this modality and supervised throughout treatment, reported effective treatment. However, the results were not as good as the participants of the MDFT group. It needs to be noted that both treatment conditions were carried out in affiliation with case managers who could be accessed as needed. 
4.4.2
Effects on criminal offending/Recidivism

The same study by Liddle et al. (2004) found that peer group therapy produced a 50% decrease in offending acts when compared to intake and discharge rates. At intake, 72 % of participants reported committing acts of delinquency in the previous month. At discharge this rate had decreased to 22% of youth reporting being involved in offending acts within the past 30 days. These findings were comparable with the results of Multidimensional Family Therapy. Both therapies resulted in significant outcomes relating to the reduction of re-offending.
4.5
Other short-term interventions/12-step treatment/DBT/ACT

Other intervention models that are currently in use and have been investigated in research are short term interventions such as 12-step treatment, Motivational Interviewing (MI) and newer behavioural approaches such as dialectic behaviour treatment and mindfulness-based approaches. All of these approaches have been shown to be effective in reducing substance use and recidivism in young offenders, as described below.
4.5.1
12-step treatment
When comparing 12-step treatment in the Minnesota model approach to no treatment or incomplete treatment, significant positive effects of completing treatment were found. Fifty-three of the participants aged 12 to 18 years who had received treatment involving group and individual counselling, as well as family therapy and lectures on the 12 steps of AA showed abstinence or minor relapses in the 12 months following treatment as opposed to 15% in the group not receiving treatment (on a waiting list) and 28% of those who had dropped out of treatment (Winters, Stinchfeld, Opland, Weller, & Latimer, 2000). These results suggested that the 12-step model can be an effective treatment element in supporting the reduction of substance use in adolescents with the achievement of desired outcomes being two to three times more likely if treatment was completed. No differences in the outcomes were shown in relation to treatment setting (residential or outpatient).  
4.5.2
Motivational Interviewing 
One brief therapy which is not considered a treatment per se, but rather precursor to treatment, is Motivational Interviewing (MI). MI is often referred to as a client-centred, directive method for enhancing intrinsic motivation to change (Feldstein & Ginsburg, 2006). Since motivation is one of the key barriers in adolescent substance use treatment as illustrated in the high amount of drop-out rates and particularly precarious in coerced treatment this approach appears to be a good fit. Feldstein and Ginsburg (2006) state MI to be an “excellent theoretical match with Juvenile Justice population” (p. 228) after reviewing MI use and efficacy with adult offenders and adolescent substance users, where it has shown to be effective. 

Becker and Curry (2008) conducted a review of adolescent AOD treatments and found only brief Motivational Interventions to achieve superior results in methodologically strong studies, next to ecological (multi-dimensional) family therapy and CBT.

In a meta-analysis of brief-interventions adapted from Motivational Interviewing across several behavioural domains, significant effect sizes could only be found in the substance abuse treatment domain (Dunn, Deroo, & Rivara, 2001). Interestingly, these positive results were achieved by clinicians who were not specialists in substance abuse treatment but specialist in MI techniques.
You might consider adolescent day programs as a treatment modality - these provide a more intensive multi-modal treatment, where groups comprise adolescents with a mixture of problems some of which might be substance use. While there can be the concern of contamination effects in such groups my experience of working in such a program was that these were not significant. With in this program – adolescents have access to family therapist, individual therapist, and group therapist as well as any external professionals such as a case manager. The other group treatment modality to consider is wilderness adventure therapy.  

4.5.3
“Third Wave” Therapies
New models of behaviour treatments also known as the “third wave” such as Dialectical Behaviour Therapy (DBT), Acceptance and Commitment Therapy (ACT) or mindfulness-based cognitive behaviour therapy has been shown to have promising effects in treating forensic populations and substance use issues (Berzins & Trestman, 2004, Hayes, Masuda, Bissett, Luoma, & Guerrero, 2004, Witzkiwitz, Marlatt, & Walker, 2005). These therapies place  significant emphasis on learning to regulate and accept the intrapersonal and interpersonal experience, something commonly identified as a significant need in young people with AOD issues many of whom lack emotional regulation skills. However, because these modalities are still relatively recent, adequate research into their efficacy in more specialist populations is yet to be conducted.

Dialectical behaviour therapy which is more commonly used in the treatment of individuals diagnosed with Borderline Personality Disorders is suggested to be particularly effective with female offenders, who demonstrate higher rates of mental health problems than males (Trupin, Beach, & Boesky, 2002). 
4.6
Summary
Taken together, the research findings indicate that the treatments achieving the best outcomes for AOD young offenders are family-based therapies and cognitive behavioural therapies. It needs to be noted that these therapies were the most researched, with studies examining other generic psychotherapy approaches in this population group being almost non-existent.

Of the family-based therapies, those integrating wider networks into treatment as well as risk and protective factors, were shown to be the most effective. Specifically Multi-dimensional Family Therapy as well as Multisystemic Family Therapy showed favourable results for this population group.   Studies evaluating outcomes of CBT applied both in an individual as well as in a group setting, showed equally positive results when treating young offenders with AOD issues.

Chapter 5 moves on from the modality of therapy to process related factors around therapy and their impact upon treatment outcomes for young people.
5.  Process-Related Factors 

5.1
Chapter Overview

Regardless of treatment type a number of process-related factors have been found to have an impact on treatment outcomes. Process-related factors include the length and intensity of treatment, therapist characteristics, whether family is involved and treatment is voluntary or not, setting, as well as the arrangements made for the time period following treatment.

Flanzer (2005) names key process-related ingredients that effective interventions have in common. These include:  
· A core group of services pertaining to comprehensive assessment, primary therapy, family involvement, and aftercare, 
· A minimum standard for duration and intensity treatment,
· Diversity in professional training and specialisation of staff.
5.2
Assessment and Risk-Need Responsivity
In a meta-analysis of family interventions for young offenders, Dowden and Andrews (2003) suggested that the core components of effective interventions were responsiveness to both the young person’s risk and needs. In the risk-need responsivity model, risk is determined by the risk of re-offending such that high-risk offenders should receive more intensive treatment than low-risk offenders.  Needs are divided into criminogenic and non-criminogenic needs. Criminogenic needs are defined as dynamic risks that have been found to be directly related to recidivism such as drug and alcohol use, anger and violence problems, and antisocial beliefs or attitudes that support offending (Day et al., 2004). Programs that target criminogenic needs are thought to be the most effective in reducing recidivism.  

Non-criminogenic needs are dynamic needs that are not directly linked with recidivism but could indirectly affect offending, such as anxiety or self-esteem.  The need principle therefore relates to the specific goals that should be targeted in treatment to produce desired outcomes in terms of behaviour change (Dowden & Andrews, 2003). Interviews have highlighted that benefits connected to drug use, such as social networks, need to be taken into account in assessments when looking at motivation and needs of the clients in treatments. It may be the only way that many adolescents feel accepted and experience a sense of belonging in a peer group, which is central to this developmental period. 
The responsivity principle describes the idea that factors which either enhance or impede the client’s response to treatment need to be considered in treatment planning and delivery (Dick, Elkadi, & Pollard, 2008). General responsivity is concerned with the style of program delivery, whereas specific responsivity relates to the matching of the mode and strategies with the learning styles, motivation, strengths and demographics of the clients (Andrews & Dowden, 2007).

The risk, needs, responsivity model is widely used within Victoria’s criminal justice system and underpins the delivery of treatment program to offenders.  The risk needs assessment for juveniles has also been successfully adopted by the New South Wales Department of Juvenile Justice in form of the Australian Adaption of the Youth Level of Service/Case management Inventory (Thompson, 2003). 

In one example from the current practice in Victoria, in which assessment is provided by an AOD clinician, the young client is assessed in the context of his/her life which can include the additional assessments of family members. The assessment is not manual-guided and rarely uses psychometric tools (in some cases the Jesness Inventory of Adolescent Personality and Rohde sentence completion test are used).  It follows a humanistic approach which is interested in the client’s perspectives and goals for treatment.  Areas that are covered in the assessment process are mental state, past trauma, AOD history, levels of risk, engagement with other services and attendance of mainstream education. Other services employ the specifically developed DHS AOD specialist assessment tool, or, as has already been described, the HEADSS assessment framework.
Particular attention is given to family dynamics especially the parental relationship, pre-birth parental history, dynamics at the birth of the client, early attachments, protective factors and guidance, parental dysfunctions and parental complicity with and attitude towards the child’s substance use. 

The core objective of the assessment is to learn about the client’s implicit or explicit desire for treatment and his/her capacity to engage, which is seen as the main determinant for successful treatment completion and outcome. By implementing treatment at the appropriate time when the adolescent is ready to commit and engage, treatment retention is more likely to be achieved. Engagement is seen as the key to successful treatment and is therefore given priority. The assessment also helps to identify other key factors that might server as barriers to change as well as provide an understanding of the client in context of his/her history & clients’ strengths. Many adolescents might not indicate a willingness to engage or commit to treatment – however, this should not necessarily be a contraindication to providing treatment because in some instances, it might reflect an entrenched pattern of relating to the world/issues with trust, as well as part of adolescent development. It then often comes down to the experience, skills, and persistence of the clinician to work through this initial barrier, build trust and gain the respect of the client. The clinician also needs to be able to tolerate the adolescent’s negative feelings, which, for example, might include hate towards therapist.  
What is critical to understand is that by assessing the multiple dimensions of the young person’s life, the underlying, individual and systemic aspects related to drug use and offending can be addressed in a holistic treatment approach and targeted in interventions tailored to the specific needs of the individual client.

Recommendations for treatment should map onto an individual formulation for each client including their own desired goals for treatment and communicated to the Youth Justice worker and ACSO. 

5.3
Duration of treatment

Studies agree that the length of treatment is crucial for long-term positive outcomes (Hser et al., 2001, Latimer et al., 2000). Chassin et al. (2008) compared treatments that were received by a group of male serious young offenders (aged 14-17 years) with a group not receiving treatment, and suggested that treatment must last for at least 3 months for treatment to be effective, with a marker for severity of drug use being the use of illegal substances. 
This time frame constituted the only circumstance under which marijuana use could be reduced significantly. The treatment types received represented the “usual” treatments for this population group ranging from seeing a mental health professional (psychologist, therapist or counsellor) attending community support groups (AA or NA), hospitalization, day programmes in hospital or receiving court-ordered drug and alcohol treatment.
5.4 
Family Involvement
Meta-analyses and reviews continually report that involving family members in AOD treatment of young offenders increases the likelihood of a positive outcome (Catalano et al., 1991, Dowden & Latimer, 2006) For example, Chassin et al. (2008) found that family involvement in the treatment of 429 serious young offending males (aged 14 to 17 years) was the only condition that significantly reduced cigarette smoking and criminal offending. 

 Since most of the serious offenders received services in institutional rather than community settings only 25% of the group had received treatment including family involvement. These findings are further supported by the extensive research into the effectiveness of family therapy as mentioned above. Considering that family conflict is one of the factors showing the strongest correlation with reoffending (Onifade et al., 2008) the involvement of the family in treatment should be obligatory when working with young offenders. However, many adolescents are disconnected from their families, particularly those on orders, which make this recommendation hard to implement in practice. 
5.5
Aftercare/continuing care
Given that a large percentage of adolescents relapse after treatment termination with an average of two-thirds (66%) relapsing 6 months after discharge (Cornelius, Maisto, Pollock, Martin, Salloum, Lynch, & Clark, 2003) many authors recommend after-care and continuing care programs to support the adolescents in the time post-treatment (Vander Waal et al., 2001,  Winters, 2003). Aftercare has been consistently mentioned as a variable significantly affecting positive outcomes (Dowden & Latimer, 2006, Latimer et al., 2000, Williams & Chang, 2000). However studies into the effectiveness of aftercare are rare, concentrating mostly on adult offenders (Brown, Grady, Battjes, Farrell, Smith, & Nurco, 2001, Chanthatasilpa, MacKenzie, & Hickman 2000) or young drug users discharged from treatments in residential settings (Duroy, Schmidt and Perry, 2003, Sealock, Gottfredson, & Gallagher, 1997). In this setting the role of aftercare is to ensure that the gains made in treatment are transferred to a community setting.  

Results from a study investigating the effectiveness of a stand-alone aftercare program in conjunction with an outpatient drug free treatment program for adult drug involved offenders (average age  34.5 years) were positive (Brown et al., 2001). At a six-month follow-up, the group who received aftercare showed significantly lower levels of criminal activity and frequent drug use than the control group. 

Overall positive results of aftercare in different settings (residential, outpatient) and for different age groups (youth and adult) suggested that continuing care is a promising approach for the young offender population in the prevention of relapsing post-AOD treatment. Part of the therapeutic effect of this is that it maintains a connection with the adolescent, giving him/her the message that someone cares about them – often an experience that they have not had in terms of their early attachments. 

5.6
Voluntary vs. mandated treatment
Meta-analytic studies on the comparing the effectiveness of mandated versus voluntary treatments for adult substance users and offender-populations have drawn inconsistent conclusions (Klag et al., 2005, Stevens, 2005, Parhar et al., 2008).  The problem being that the offending population is highly heterogeneous, and therefore almost all smaller scale studies are likely to be inconclusive or unreliable, and the findings cannot necessarily be transferred to other population groups.

For example, one meta-analysis found mandated treatment to be ineffective, especially when located in custodial settings, whereas voluntary treatments produced significant treatment effects regardless of setting (Parhar et al., 2008). However, an important point is made by the authors who bring attention to the fact that truly voluntary participation does not exist in the criminal justice system since there is always a degree of external pressure. This is why levels of coercion are differentiated. 

An international literature review that included offender literature in five languages (English, German, French, Italian and Dutch) defined Quasi-Compulsory Treatment (QCT) as treatment that is “motivated, ordered, or supervised by the criminal justice system and takes place outside regular prisons” (Stevens et al., 2005, p. 269). The findings from this international comparison suggested that QCT did not necessarily produce worse outcomes. An Australian overview and analysis of 30 years of research into the use of legal coercion in treatment of substance abusers concluded that the findings in this area are inconsistent and inconclusive (Klag, O’Callaghan, & Creed, 2005). This reinforces the earlier comment relating to heterogeneity of the population group.

The main issue that discussion about mandated treatment comes down to is the client’s motivation for treatment.  Practitioners working in the field of forensic AOD treatment highlight the importance of the client’s motivation and engagement in treatment as a precondition for achieving desired outcomes. However, as interviewees point out, it is very rare for a client to present to treatment where there is an internal, established and persistent desire for abstinence. Rather, by default, those that end up in treatment often have inconsistent motivation or are motivated to reduce the consequences of the substance use, rather than their substance use itself.  Therefore, since young drug users’ in contact with treatment services or the justice system have highly labile motivation for seeking treatment and their desire for abstinence is generally quite low, motivational enhancement approaches which are well documented in the literature to be effective, are a crucial precursor to treatment whether the client be voluntary or mandated. 

5.7
Clinician characteristics
Therapist skills identified by various authors to be crucial in the effective treatment of young offending drug users include: knowledge about adolescent development, being able to relate to adolescents, and knowledge in navigating the criminal justice and health system (Flanzer, 2005). This is backed up by interviews from key stakeholders, who identified different skills-sets required for Outreach Case Managers and centre-based counsellors.

Interpersonal and counselling skills that enhance the therapeutic alliance have repeatedly been found to be a key factor in accomplishing successful outcomes in therapy (Flanzer, 2005, Najavits & Weiss 1994). Empathy, respect for client as individual – separating behaviour from individual , supportiveness, valuing of intellectual goals, warmth, affirmation and understanding, helping and protecting, effort, support of client’s autonomy and effective use of resources outside of therapy are all reported to be related to positive outcomes in general psychotherapeutic praxis (Najavits and Weiss, 1994). Adolescents themselves have reported that the therapeutic relationship is the most important aspect of the therapeutic process. As one stakeholder put it, clinically it could also be argued that being able to “hang in there with an adolescent” over the longer term is critical, being with them as they struggle through the ups and the downs. As mentioned previously, continuity of care provides them with a sense of having a stable and constant figure that is able to think about them and their needs in a meaningful way. This could be something that many of these clients have not experienced in their family of origin. With adolescents, change can come years down the track, which again suggests the need for a longer term treatment model, and while at least 3 months is sometimes suggested, many clinicians would argue that the clients need longer than this. 
Other factors that are associated with better outcomes are therapist experience (Williams & Chang, 2000) and training (Hussain & Cowie, 2005). Curtis et al. (2004) who investigated the effect of Multi-systemic therapy on re-offending rates in young persons found that the average effect on reducing re-offending was larger if studies involved graduate student therapists as opposed to therapists from the community. 

The importance of professional training and expertise in a therapeutic technique was also emphasized by practitioners and supported by existing research, suggesting that well-trained AOD professionals identify problems earlier and intervene more effectively (Hussain &  Cowie, 2005). 

Whilst certain skills were universal for working with young people, such as appropriate boundary setting, consistency, and appropriate use of incentive/material assistance, the interviews also emphasized the difference of skill-sets vital to the counselling role as opposed to an outreach case manager’s role. Skills and qualifications that were mentioned as essential for counselling were the ability to engage and motivate the client, training in psychotherapeutic techniques, qualifications in psychology or social work and a more formal role as a professional with clearer boundaries in relation to the client to prevent blurring of roles.

Skills and roles of outreach case managers were named as providing general assessments of mental health, suicide risk and housing as well as treatment planning, crisis intervention, motivational work and harm reduction. Good knowledge and relationships with other services, appropriate role modelling and boundary setting, appropriate use of incentives and working closely with the appointed counsellor were also seen as essential. 

5.8
Summary 
When investigating process-related factors that determine best outcomes independent of treatment approach, one overarching principle that has gained attention recently is the risk- needs-responsivity model. Treatment approaches are tailored to the client’s risk of reoffending and criminogenic needs show the best outcomes. Other factors that have been linked to successful treatment and sustaining treatment outcomes are the length of treatment (exceeding 3 months), involving the client’s family as well as providing aftercare post-treatment. Findings for the effectiveness of coercion in treatment are mixed. A few findings on therapist characteristics suggest that tertiary qualifications, specialist training and supervision are connected to better outcomes with the quality of the therapeutic alliance being considered a key factor.
6.  Client-Dependant Factors 
6.1
Chapter Overview

According to the responsivity principle, effectiveness of treatment is determined by how well client-dependent factors are matched to characteristics of the treatment programme. In their meta-analyses of 200 studies of institutionalized and non-institutionalized serious and violent offenders, Lipsey and Wilson (1998) found that differences in treatment outcomes were most related to characteristics in the young person receiving treatment.

Client-dependent factors that affect receptiveness to intervention come under the heading of responsivity (Hubbard, 2007).  In general these can be divided into static factors (such as drug initiation age, criminal history) and dynamic factors that can be influenced in treatment. It has been recommended by researchers to concentrate on dynamic factors when assessing risk and delivering treatment (Dowden & Latimer, 2006).

This chapter focuses upon these client dependant factors, and highlights those that have been found to create barriers to successful treatment and need special attention when planning interventions.
6.2
Age
Most studies acknowledge that the age of the client needs to be considered in treatment as developmental challenges encountered by young drug users involved in the criminal justice system differ from those of adults. There might be also differences between younger and older adolescents & the degree to which they have mastered the developmental tasks of adolescence, in particular separation-individuation. Adolescents do not have as much pressure to change drug-using behaviour through less need for employment, fewer family or parental obligations, or a shorter history of criminal behaviour. Instead their pressure is usually made up of a judge’s order of treatment. Thus, there is a different motivation for treatment seeking. Other differences are feelings of invincibility, denying their need for treatment as drug taking is seen as a part of youth culture or not fully understanding their cognitive abilities and physical reactions. Adolescents also show higher rates of binge and opportunistic drug use compared to adults (Flanzer, 2005).  
As a result, the majority of studies either focus on young people ranging from 14 to 18 years of age (which varies in international research to up to 21 years) or on adult offenders, with only very few studies conducting research across all age groups. 

Young adults aged from 18-25 years are incorporated in the adult offender and drug using population which makes it difficult to assess if this age group has any specific needs when admitted to treatment. Although all studies on adolescent drug treatment programs mentioned the importance of acknowledging differences in developmental stages when carrying out treatment with younger clients, a meta-analysis including both young and adult samples could not find any effects of the age on the effectiveness of treatment (in this case CBT) (Landenberger & Lipsey, 2005).

Information from the interviews indicated that psychotherapeutic interventions and counselling could be more effective for young people over 18 years whereas family-based approaches could be more appropriate for adolescents under 18 years. However, interviewees agreed that there were no hard and fast rules, and that there were exceptions to the case. For example, maturity and capacity to engage in counselling were not always correlated with age, with some young clients able to engage in formal counselling from early teens, whereas others in their late teens were still unlikely to be able to benefit from a centre-based approach. This can depend on their level of insight and cognitive capacity.  
Age needs to be considered, especially in group treatment settings in which one year difference can result in a wide-ranging divergence in developmental challenges faced. It is therefore suggested to not only consider chronological age but also consider developmental age in assessment and treatment planning.

6.3
Age of onset
The age at which drug use was first initiated is discussed by several authors as a risk factor affecting treatment outcomes as well as levels of recidivism (Dowden & Latimer, 2006, Catalano, Hawkins, Wells, Miller, & Brewer, 1991).  Catalano et al. (1991) suggested that the later adolescents had started using drugs the more likely they were to complete treatments. Because the behaviour has had less chance to become entrenched – it might represent more of a transient lifestyle issue or experimentation. This would seem to parallel research on early and late-onset conduct disorder.  

The Drug Abuse Treatment Outcome Study for Adolescents (DATOS-A) interviewed 1013 participants (average age 15.7 years) from several drug treatment settings (residential, outpatient and short-term inpatient programs). An effect relating to the age of initiation was only found in short-term inpatient programs in which earlier initiators without a diagnosis of conduct disorder were found to stay in treatment for the shortest amount of time. The age of onset did not affect the outcomes of treatment, although adolescents who had engaged in drug use earlier in life had higher rates of alcohol and drug use at intake. This suggests that this group are at higher risk of substance-related relapse and would benefit from increased level of intervention. The authors found that there were interaction effects between early onset and conduct disorder with conduct-disordered adolescents reporting earlier initiations of substance use and conduct disorder-symptoms occurring at a younger age, the earlier they had started using drugs (Hser, Grella, Collins, & Teruya, 2003). 

These results highlight the importance of early interventions as well as the implementation of retention strategies for clients with a history of early onset of drug use. If treatment is missed at the early stages of substance use then it will take much longer to change the maladaptive behaviour patterns. Early adolescence is therefore a critical window in which to intervene, helping to prevent the pattern becoming entrenched and possibly avoid more serious conduct disturbance (see Liddle et al., 2009 for this argument) 

6.4
Gender
The majority of studies examining AOD treatment-outcomes for young offenders are made up of participants who are predominantly, if not exclusively, male. This makes it difficult to evaluate the effects of gender on treatment outcomes as well as accounting for specific treatment needs of female drug using forensic clients. There are a small amount of studies concentrating only on female offenders (Dowden and Andrews, 1999, Dowden and Blanchett, 2002 and Project WORTH ) with even less focusing on the particular needs of  adolescent female offenders (Molidor et al., 2002).

As in other studies the risk-need responsivity is highlighted as effective (Dowden and Andrews, 1999) as well as the positive effect of drug-treatment on recidivism rates (Dowden and Blanchett, 2002). Treatment programs focusing on female offenders’ history of victimization (such as incest and domestic violence) as sources of criminal activities and substance use were suggested to be more effective than punitive approaches (Project WORTH, 1998). 
Taking into account histories and effects of sexual abuse in treatment are also recommended by Molidor et al. (2002) together with providing staff trained in working with girls and using assessment tools and treatment approaches that have been validated on adolescent females populations.
A systematic review of studies into the effectiveness of criminal justice and treatment programmes in reducing drug-related crime by Holloway, Bennett and Farrington (2005) found that males showed greater reductions in offending and more successful treatment outcomes than females. These findings were only based on a small amount of studies due to the lack of studies focusing on females.

In a meta-analysis examining the effectiveness of CBT in adult and young offenders, gender was not shown to have an effect on the outcomes, but then again only a small amount of studies had even included females (16 out of 52) (Landenberger & Lipsey, 2005).

However, the reasons behind males’ and females’ use of substances are thought to be different. Therefore, treatment programs/approaches would need to address these different reasons. For example, females are thought to engage in high risk drinking to improve mood state, reduce stress whereas males are more likely to use it as a means of risk taking (Kenny & Schreiner, 2009)
6.5
Cultural background
As mentioned in Chapter 2 of this report, discussion of the variations in recommended approaches for different cultural groups is beyond the scope of this report; however some key points are listed below.
6.5.1 
Minority groups

Another factor that needs to be accounted for when assessing treatment needs is the cultural background of the client. Being of a minority group can pose a risk for successful treatment completion if the specific needs of the client groups are not appropriately responded to in treatment.

For example, American studies found that treatment outcomes are correlated with ethnicity (Catalano et al., 1991). There are a raft of explanations around this, such as the prevalence of other social issues and opportunities available, and the cultural specificity of both the content and modality of the treatment program itself. 

Similar findings are described by workers in Victoria who have experience with Anglo-Australian, South-East Asian, and Koori clients. In Australia, high percentages of drug using offenders come from culturally and linguistically diverse (CALD) backgrounds, with people from Vietnamese/South East Asian backgrounds making up the second largest group engaged in youth alcohol and drug treatment services after Australian-born clients (DHS, 2008).

The specific needs of clients from CALD backgrounds, such as language proficiency and cultural predispositions need to be acknowledged in alcohol and drug services provided to young offenders. Non-responsiveness to culture- and language specific needs can result in limited access to services as well as higher drop-out rates of non-English speaking clients in treatment.

6.5.2 
Indigenous population

Substance use and criminal justice involvement in indigenous populations in Australia is generally higher than in the non-indigenous population, with indigenous youth incarceration rates being 23 times higher than in non-indigenous youth (Clough, San Lee, & Conigrave, 2008). Although about 40% of all intervention projects in Australia are specifically targeted at indigenous people (Gray & Saggers, 2005) many indigenous clients are involved with mainstream services (DHS, 2008). The main difference between these two types of services is that indigenous programs incorporate indigenous cultural elements, especially focusing on the family and its importance in indigenous culture and social organisation (Gray & Saggers, 2005).

Elements that have found to be successful in indigenous intervention projects by Gray and Saggers (2005) are: 

· Indigenous community control, good governance and accountability

· A clear set of principles, plan and strategy, such as a realistic time-frame

· Well defined management structures, strong leadership and support

· Appropriate staff (if appropriate native speaking staff), staff development and support

· Holistic, multi-strategic, flexible interventions

· Intra- and inter-agency collaboration

· Adequate resourcing

· Reporting and monitoring

There are almost no evidence-based studies into the effectiveness of drug treatment programmes for criminal justice-involved indigenous youth in Australia. Only one study was found that evaluated a community-based diversion programme in the Northern Territory which involved 35 indigenous youth, who had committed offences and were involved in drug use. Out of these, 89% completed the programme and only one client re-offended after treatment (Clough et al., 2008). Considering the large percentage of indigenous clients in AOD treatment services, outcome studies are necessary that determine appropriateness and effectiveness of services in order to learn more about the treatment needs of this population group. It is also important to note that aboriginal youth typically don’t start drinking heavily until after age 18 years. Prior to this, their alcohol consumption is actually less than non-aboriginal youth (Kenny & Schreiner, 2009). This would have implications for resource allocation and also opportunity for early intervention/prevention work. 
6.6
Drug type & severity of drug use

Williams and Chang’s (2000) review of the adolescent AOD literature found that lower pre-treatment substance use was consistently related to better treatment outcomes. Latimer et al. (2000) whose study comprised 225 adolescent drug users aged 12- 18 years did not find that the severity of drug use pre-treatment predicted elevated post treatment substance use. Instead it was suggested that youth with greater substance-use problems have the same likelihood of profiting from treatment as adolescents with less severe drug using behaviour. Latimer et al. (2000) recommended in accordance to the risk-need-responsivity model that the intensity of treatment should be matched to the level of risk that is assessed rather than being determined by the severity of the drug use.

Although some studies have focused on specific drug types (e.g. heroin-injecting population) no studies could be found that compared differences in treatment effects for different drugs used by adolescents. Frequently cigarettes, alcohol and marijuana are singled out and results are listed in comparison to heavier drugs. 

A study comparing the effects of program modality and client drug dependence history in 2,966  adult drug-users in several modalities (residential, inpatient and outpatient) found that treatment showed the least success for clients dependent on cocaine and heroin as well as for clients being treated in an outpatient methadone maintenance programme (Hser, Anglin, & Fletcher, 1997).

6.7
 Severity and category of criminal activity
Interestingly, Landenberger and Lipsey (2005) who examined factors that affected outcomes of CBT with young and adult offenders found that offenders who were considered being of high-risk showed higher reductions in recidivism after treatment. These findings were supported by Lipsey and Wilson (2000) and also by the risk principle (Andrews & Dowden, 2007) according to which treatment of offending behaviour is most effective when it is provided to youths who are at highest risk of re-offending. 

Andrews and Dowden (2006) explain this with an easy example: “if the base rate of recidivism is only 7%, the most you can possibly affect is a percentage point reduction of 7” (p. 89) meaning that if there is low baseline of criminal activity there is also only a small range for improvement.  They further argue that studies should report on the effectiveness of intervention separately for high versus low risk cases. 

6.8 
Key Barriers to Treatment

A number of client characteristics can have a negative effect on treatment outcomes. These barriers can be either static or dynamic, which determines whether they can be influenced by treatment or not (Dowden & Latimer, 2006). This final section of client-related factors gives a brief overview of the most commonly found client-dependent risk-factors in treatment.
6.8.1 
Comorbid psychiatric disorders

Comorbid conditions have gained a lot of attention in the AOD literature seeing as 75% of substance using adolescents show symptoms of other psychological disorders (Winters, 1999). Comorbid conditions, especially attention deficit hyperactivity disorder and conduct disorder, are associated with higher relapse rates (Flanzer, 2000). These findings indicate the importance of considering co-existing psychological disorders as a risk factor in assessment and treatment planning. 

The presence of a mental health issues can be a risk factor for the onset of substance use as well as a barrier for treatment, as one stakeholder identified. For example, children with early onset conduct disorder are more likely to be at risk for substance use than those with late-onset CD. Also children with ADHD and CD are more at risk for substance use than those with ADHD alone. The presence of a comorbid condition can therefore complicate assessment and treatment because if they are not taken into consideration or acknowledged then treatment might be misdirected / misguided. For example, if the adolescent has a diagnosis of ADHD and is taking psycho stimulant medication, and also using marijuana – this has implications for what recommendations you would make – it also has implications for understanding his/her current behaviour.  Or alternatively, if the assessment data indicated the diagnosis of an  attention deficit disorder and the adolescent is using substances or at risk of; you would be unlikely to recommend medication treatment for the ADHD at least in the first instance. For many of these kids, who have an undiagnosed attention disorder/learning disorder and/or depression, the substance (particularly marijuana) is often used to self medicate. It has been a way to manage their symptoms. The question is then, what do you treat first? 
6.8.2 
Family
Interestingly, family substance use patterns are found to be one of the major risk factors for young people with substance use problems. Both parental and sibling substance use pose as much of a drug abuse risk factor as deviant behaviour and impulsivity (Latimer et al., 2000). The result is that the messages being delivered by the treatment service are being contradicted by ongoing messages received at home. This emphasises the need for involving family members of drug-using adolescents in treatment programs. 
6.8.3 
Drop out from treatment

Treatment completion is mentioned as the main predictor for successful outcomes throughout the literature on adolescent AOD treatment and by experts from the field. In their review of substance abuse treatment outcomes for adolescents, Williams and Chang (2000) found that treatment completion was the most consistent variable that was related to positive outcomes. However they speculated that this could reflect the level of motivation in the client rather than the impact of treatment itself. The importance of the client’s motivation and engagement as a key factor to desired outcomes is mentioned by professionals working in the field who consider engaging the client in treatment as one of the main difficulties when working with adolescent drug users. 
Drop-out rates, no matter what the cause, are therefore considered one of the main barriers in successful treatment of AOD issues in adolescents. This is especially concerning since research findings suggest that nearly half of adolescents never complete substance abuse treatment (Austin et al., 2005). Therefore addressing strategies of retention in treatment planning are essential to ensure effective intervention.
6.8.4 
Peer-influence

Although recent research agrees that drug using peers are one of the most potent factors confounding positive treatment outcomes. Latimer et al. (2000) suggested a stronger association between abstinent friends and reduced substance use than drug using friends and elevated substance use.  These findings are supported by Williams and Chang’s (2000) review of adolescent substance use treatments, who found peer and parental support as well as non-use of substances to be one of the variables consistently associated with successful outcomes.

These outcomes highlight the importance of concentrating on protective factors as much as considering risk factors in treatment. Other protective factors that result in reduced substance use in adolescents between 12- 18 years were school-based and other types of social connectedness as well as goal directedness. Latimer et al. (2002) concluded that a lack of psychosocial protective factors (e.g. parental support at home) is a better relapse predictor than the presence of psychosocial risk factors (e.g. substance-using peer groups).

These findings emphasize the importance of accounting for, and integrating, the multiple dimensions of the young person’s life in goal-setting and treatment planning, recognising the positive role that the substance use plays in their life (such as providing a peer group and associated sense of connectedness).
6.9
Summary
When tailoring treatment approaches to match client characteristics, it is important to understand which variables can affect treatment outcomes and therefore need to be accounted for in successful treatment planning and implementation. The existing literature has identified several dynamic and stable client-dependent factors that are associated with positive and negative effects on the outcomes of AOD interventions. The age of the client, chronological as well as developmental, the age of onset of drug use and offending behaviour, gender, cultural background, ethnicity, severity and type of drug use and offending all need to be considered in client assessment and intervention planning. Client-dependent barriers to positive treatment outcomes such as co-morbid psychiatric conditions, family drug use, and drop-out from treatment and peer influence post-treatment should be given special attention in assessment and treatment planning.


7.  The need for further investigation…

The findings of this literature review show that there is a dearth of existing studies into effective community based AOD treatments exclusively targeting young offenders who are on court orders. Specifically young adults aged 18-25 years are underrepresented in the existing research. 

Another gap is the lack of research into the effectiveness of treatments that are actually received by this population group in real life, internationally as well as in Australia. 

Selecting client or treatment factors to determine which elements contribute to successful treatment is needed since client-treatment matching is a highly recommended and promising approach in targeting the diverse needs of the young drug-using offender population.

 Research on the special needs of adolescent female offenders as well as on young offenders from diverse cultural and ethnic backgrounds are more or less nonexistent.
Given the high relapse rates of adolescents following treatment, further research is needed to establish if the benefits of aftercare shown in the adult population will also apply to young people.  

The most important area that needs to be addressed in further research are the client’s own perspectives on treatment, treatment goals, motivation for treatment, needs, barriers and theories of change as these are the strongest predictors for behaviour change. 

8.  Recommendations
Although implicit within the research questions underpinning this project was the issue of what sort of behaviour change can be expected from young AOD-using offenders and how can this be achieved, the literature and feedback from interviewees points more towards structural and clinician-dependant factors being of greatest significance, rather than preference for individual psychotherapies and goals. Indeed, amongst those interviewed, orientations included humanistic, psychodynamic, narrative and cognitive, with most clinicians preferring to utilise a hybrid approach tailored to the needs of the particular young person.

As a result, the recommendations summarised from the report in this final chapter will explore all aspects of service delivery to this population group, including overall framework, clinician characteristics, assessment and client characteristics as well as modality.

8.1    Framework of intervention

The framework of intervention for successful outcomes with young AOD-using offenders has to consist of several elements. The literature indicates that outreach welfare-orientated case management approaches and psychotherapeutic treatment should not be alternative options; rather they work well to complement each other when combined effectively for this population group.  For example, underneath a broad umbrella of the Youth Justice Case manager should sit a generic health/welfare outreach case manager responsible for assessment, based upon the client’s level of risk/needs, treatment planning and referral/linkage. This would be complemented by harm reduction information and motivational interviewing to help engage and retain the client in treatment whether it is for their AOD use, mental illness, school, or other related issue, as well as providing aftercare following treatment to prevent relapse. This case manager is best placed within youth health/welfare services so that a greater degree of cooperation is possible.

Because AOD issues rarely occur in isolation with young people, health/welfare orientated case management should encompass all areas, rather than a specific area such as AOD use or mental health. A thorough bio/psycho/social assessment that focuses upon areas of risk common to this population group (such as AOD use, housing, mental health, sexuality, sexual health and pregnancy, education/employment, and relationships) needs to be completed by a qualified clinician familiar with all needs and adolescent development rather than a specialist in one area. The assessment should also take into account the strengths / areas of mastery and resilience throughout the client’s development not just in adolescence. These strengths can be taken into account in the planning of treatment goals. This enables a comprehensive formulation and treatment plan to be developed, which might include referring on to expert clinicians and specialist workers to support and/or address issues as identified. Recommendations of the assessment based on the risk-needs-responsivity approach should be followed as an overarching principle by all involved parties. The client needs to be able to access the relevant therapeutic services based on his/her individual needs (family therapy, CBT etc.).

Psychotherapeutic interventions are the primary way of achieving significant reductions in drug use and criminal offending and are therefore an integral part of treatment. However, these are best provided by people with a high degree of qualification, training and supervised expertise in that area.  Practice also suggests that although families should be involved in treatment, such interventions may be best delivered by a third party, and not the young person’s case manager or counsellor.

The Youth Justice worker’s role consists of monitoring and supervision to ensure that the client is attending treatment and that court ordered requirements are met. It is important that the youth worker and Youth Justice worker are in close contact to ensure treatment planning is carried out as well as having a clear understanding of their different roles in the process. The figure below illustrates one such way how these elements may fit together.
8.2
Profile of the workforce

Professionals working with adolescent drug users in the forensic setting need to hold qualifications and training in this area as well as receiving supervision. These needs are quite different to those in an outreach / case management role when compared to those delivering specific treatment needs. Those providing treatment need to hold tertiary qualifications in related fields.  Specific forensic expertise and additional training is required to enable adequate assessment and treatment planning.  Case managers working in this field should hold more generic qualifications relating to the AOD sector as well as qualification for working with and comprehensively assessing young people. Familiarity with the Youth Justice setting and health services system as well as the developmental needs of this age group have shown to be an advantage.
8.3
Modality
When looking at community-based treatment approaches, research has almost exclusively evaluated psychological approaches even though these are not as commonly used in real life settings. This is because more of a supportive and welfare-orientated approach is commonly taken when working with young people rather than targeted psychotherapeutic interventions. The result is a gap between recommendations from research and practices applied in real-life. 

Research has found positive results for all of the therapeutic interventions mentioned in this review, showing that psychological treatment is more effective than no treatment. Favourable AOD treatment approaches for young offenders tend be Family-based Therapies, especially when incorporating larger networks such as school and peers (Multisystemic Therapy) as well as risk and protective factors (Multidimensional Family Therapy).  Cognitive Behavioural techniques (both applied in an individual as well as a group setting) were found to have equally good results in terms of reducing drug use and recidivism.  As a result, effective counselling can be effective and should be provided within the broader framework of a formal psychotherapeutic technique by persons trained in that modality.

Since the main concern in the treatment of this population is the high rate of drop-out, studies have recommended combining case-management approaches with discrete psychological treatment models as the most effective way of achieving retention in treatment resulting in better outcomes. Particularly the assertive case management approach has shown to achieve good results with this population group.

8.4
Assessment
The current findings from research into AOD treatment for young people indicates client-therapy matching considering the risk- needs-responsivity model as a promising approach for effective treatment in the future. In assessing young offenders, one of the key assessments should evaluate the level of risk of re-offending to determine the intensity of treatment needed, as well as severity and type of drug use. 

When investigating criminogenic needs linked to delinquency, broader areas of the adolescent’s life need to be taken into account, such as family dynamics, peer relationships and educational difficulties. This focus should not only be in terms of identifying problems and issues, but should also explore for client strengths and other protective factors. One of the main findings of current studies is that high-risk clients need the most intensive treatment to achieve treatment success, whereas high intensity treatment for low-risk clients can be counter-productive. Another important finding from the practical field was that matching treatment planning to the motivation and goals of the client leads to higher levels of retention.
8.5
Goal-setting

Apart from being responsive to the clients-own desired goals, key treatment goals need to target behaviour change to domains related to criminal offending (also known as “criminogenic needs”) in order to reduce recidivism. Reducing substance use, which has shown to be linked to adolescent criminal offending, is one of the most promising criminogenic needs that should be addressed according to the risk-needs responsivity model and this does not have to be client initiated for it to be effective. Rather appropriately skilled use of motivational interviewing with even teenage clients can assist in their progression through the stages of change.  

Reducing drug use alone results in significantly reducing the likelihood of committing crimes in a follow-up period of 12-months after treatment (Farabee et al., 2001). Other promising intermediate targets mentioned by Andrews et al. (1990) are changing antisocial attitudes, feelings and peer associations, promoting familial connection together with enhancing parental monitoring and supervision, promoting identification with positive role models and increasing self-control and self-management skills. 

Setting goals that are realistic to achieve for this population group is important in order to enhance motivation. This can mean targeting the reduction of drug use rather than complete abstinence, as well as considering relapsing as part of the recovery process.

8.6
Process Factors
8.6.1
Length of time 
The existing literature has consistently shown that the length of treatment is directly linked to the reduction of drug use over time. The length that was established to be the minimum for providing effective treatment in some cases was 3 months. However, given adolescent’s developmental needs and the complex histories that many of these young people present with, this would be absolute minimum with much longer durations being more realistic.  Interviewees with expertise in this field emphasise the long term nature of this treatment, particularly in light of the issue of comorbidity.  Once drug use has reduced or ceased then treatment of underlying mental health issue is likely to become targeted in treatment. 

8.6.2
Involving family
Involving the family in treatment is one of the most established factors linked to the successful implementation of drug treatment programs with adolescents. Including the adolescent’s families in treatment resulted not only in superior outcomes of family-based therapies but also shows positive effects in reducing substance use and recidivism when included in other treatment approaches. This is true whether the young person’s family are a supportive factor, or a perpetuating factor however discretion should be used where family involvement may be seen as a risk factor. The reality is, however, that many families are not available or willing to be involved in treatment. As mentioned above, this is more the norm for these clients particularly on custodial sentences, which makes the role of the therapist/case manager/worker even more critical. 

8.6.3
Aftercare
Considering that relapsing post-treatment can be seen as one of the major risk factor in sustaining long-term treatment success and given that young people in particular show high relapse rates post-treatment, after-care and continuing care strategies need to be considered in treatment planning and implemented as a part of every intervention. 
8.6.4
Therapist Factors

The findings into characteristics of the therapist that enhance treatment results in AOD offenders are scarce since they are very rarely isolated in research. A few studies suggest that graduate therapists with more experience receiving training and supervision show better treatment outcomes when compared to less trained community therapists. A key factor in effective treatment is the quality of the therapeutic alliance and interpersonal and counselling skills that are related to enhancing the therapeutic relationship. 

8.7
Client Factors

8.7.1
Motivation and engagement

One theme that ran through the research literature and the stakeholder interviews was the importance of the level of motivation of drug-involved youth to change their habits and engage in treatment. Engaging and motivating the client in treatment seems to be the underlying theme targeted by effective treatment strategies. These strategies comprise assertive case management techniques, motivational interviewing, and levels of coercion, involving the domains relevant to the client’s life as well as matching treatment to the client’s needs and goals, and gaining the respect of the young person.
8.7.2
Demographic factors

Although demographic factors of the clients (gender, age, cultural background etc.) have been widely ignored in research and there is no evidence of their relevance in determining effects on outcomes of AOD treatments so far, it is recommended to consider specific needs that might be related to these client characteristics.

8.7.3
Key Barriers to behaviour change

One of the key barriers to behaviour change is the presence of co-morbid conditions such as ADHD and conduct disorder. Other barriers include family drug involvement, drop out from treatment and peer influence. These factors need to be an integral part of assessment, treatment planning and treatment implementation.

8.8
Conclusion

This paper supports what is well known in the treatment community, that there is no way to guarantee positive outcomes when working with young AOD offenders and that time plays a very significant role in their recovery. However, there is plenty of evidence to support the role of formal therapy in this population group, suggesting that behaviour change is possible, just that it can take a considerable period of time as delayed development in multiple domains can significantly reduce the young person’s responsiveness to therapy.  The workers involved with these young people need to be specialised and adequately skilled up and trained to be able to perform their role effectively, however the skill set needs to be specific to the role undertaken. There is also support for diversification of roles, separating outreach case management from counselling, and young people from all age groups can benefit from a combination of these two reasources.

However, the range of models trialled and evaluated is still quite limited, and as such, it is recommended in this report that novel and innovative approaches be considered based around the core principles outlined above, building into them adequate mechanisms for evaluation so that practice in Victoria may contribute to what continues to be an area of treatment about which we still know only a little, and in which there is so much more to be learned.

Simone Schuetz     BSc DiplPsych
Dr Matthew Berry     BSc DPsych
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Problems in evaluating successful treatments include defining and measuring “effectiveness”. Criteria for treatment success should not be limited to reduction in drug use.





Relapse should not necessarily be associated with being a negative treatment outcome.





Some modalities or treatment outcomes are more quantifiable than others resulting in a bias in the literature.





Treatment outcomes vary depending on differences in the client population and the setting which makes it difficult to generalise results from one particular subgroup in a specific setting to others.





Generalizing from the outcomes achieved in treatment studies to treatment received in “real-life settings” is problematic as treatments studied in research are not representative of treatment actually received by this population.





The role of the case manager may be extended to include the provision of treatment and this has resulted in a blurring between coordination and treatment roles.





Assertive case management is shown to be the most effective with this population group when compared to other models of case management.





HEADSS (Goldenring & Cohen 1988) 


Home


Education/Employment


Activities


Drugs


Sexuality


Suicide/Depression





Case management programmes should provide clear communication and cooperation guidelines between justice and treatment staff since the different philosophies of criminal justice services and treatment services can result in tension.





Transparency in differing philosophical approaches and role expectations of the different providers is essential in effective rehabilitation.





Case management that is located within a treatment program is the most effective.





Recommendations


The most effective way of providing case management includes:


Inclusion of a tier of generic outreach health/welfare case management for young people on orders.


Clarification and standardisation of the different roles of the Justice case manager and the Welfare case manager


Outreach case management to be offered in addition to centre-based treatment rather than instead of treatment. 


Outreach case management to be differentiated from specific targeted treatment provision such as AOD counselling, trauma counselling or mental health issues.


The location of case management within a treatment program as a part of a broader holistic team approach.


Training for outreach welfare case managers to be targeted to assessment around issues such as HEADSS, engagement, harm reduction, motivational interviewing and linkage rather than counselling and psychotherapy.


Strong relationships and networks between Justice case managers and health/welfare case managers.


Applying the assertive case management approach.


Cross training, networking and other strategies to clarify differing philosophies, roles, and requirements of juvenile justice workers, youth outreach worker and treatment provider.





There exists no one optimal style of therapy that has shown to be the most effective. Instead several types of therapy result in good outcomes.





Overall, therapy is more effective than no therapy





All forms of family therapy result in good treatment outcomes. Forms that include multiple domains of the client’s life beyond just the family structure (peers, school…) and focus on risk and protective factors achieve superior outcomes.





Multi-dimensional family therapy (MDFT) achieved better outcomes than a group-based therapy in terms of decreasing substance use and recidivism as well as impacting positively on peer relationships, school performance and family functioning.





Comparable results for reducing offending behaviour were reported for both, MDFT and peer group therapy





MST showed outcomes of increasing marijuana abstinence by 100% and decreasing recidivism to less than 70% of the comparison group.





MST delivered a reduction in overall offending recidivism rates.





CBT has been found to lead to minimal   substance use in 39% of participants at discharge.





CBT was found to reduce recidivism by 25% to 50%.





Adolescent group therapies were found to be inferior to all the other treatments in methodologically-strong studies





Group therapy was more effective when carried out by masters-degree clinicians trained in the modality and under supervision.





12-step recovery programs can be an effective element in AOD treatment of adolescents.





Brief motivational interviewing has resulted in good outcomes when applied in adolescent AOD treatment population.





New models such as DBT, ACT or Mindfulness-Based Cognitive Therapy show promising results when working with forensic clients.





Recommendations


The research suggests that formal therapy is effective with many young people with AOD issues; however there is no definitive preference for any particular modality. An eclectic model is usually what happens in clinical practice. 


There is more evidence to support individual therapies, rather than group-based ones.


Motivational Interviewing is often useful or necessary as a prerequisite for treatment. 


Treatment should be carried out by tertiary-qualified professionals and under supervision for best outcomes.  The skills-set is significantly different from Outreach Case Management.


Treatment needs to consider all domains of the young person’s life.


Family interventions are important whether the family is a protective or perpetuating factor.


Linkage with 12-step programs can enhance recovery outcomes.





Responding to the risks and needs of juvenile offenders in treatment produces best outcomes:


High-risk offenders are the most receptive to high-intensity treatment.


Targeting criminogenic needs has shown to be the most effective in reducing recidivism.





Treatment needs to last at least 3 months to produce significant impacts on drug-using behaviour.





Family involvement in therapy consistently leads to superior outcomes in young offender treatment.





Aftercare shows promising results with adult drug-involved offenders after completing outpatient treatment as well as for adolescent discharged from residential AOD treatment. 





Studies into the effectiveness of voluntary vs. mandated treatment report mixed results.  The main factor that needs to be considered is the client’s motivation for treatment and achieving desired outcomes.





The quality of the therapeutic alliance and associated factors are central when considering therapist characteristics that positively impact on therapy outcomes. Interpersonal skills that enhance the therapeutic relationship such as empathy, supportiveness and warmth have shown to be associated with high-quality outcomes.





The interviews emphasized the difference of skill-sets vital to the counselling role as opposed to an outreach case manager’s role.





Recommendations


Best outcomes are achieved by the following process-related factors:


Tailoring treatment to match the clients risk and needs


Higher risk clients should receive more intensive treatment


The length of treatment should exceed 3 months


Treatment should involve the client’s family where appropriate


The treatment plan should providing aftercare/continuing care


High levels of clinician qualification is needed for higher outcomes


All staff need skills around appropriate boundary, incentive, and modelling.





Although it is assumed that client age affects outcomes due to differing developmental challenges, this association could not be validated in studies.


 








There are no hard and fast rules regarding the relationship between age and ability to benefit from centre-based formal counselling. 








The age of onset of drug use is linked with earlier occurrence of conduct-disorder symptoms as well as higher levels of drug and alcohol use at intake to treatment as well as drop-out from treatment.





Studies focusing on females are underrepresented in the AOD treatment literature for young offenders. 





Although high percentages of minority groups, such as people from CALD backgrounds and indigenous people are involved in AOD services, little research has been carried out investigating the appropriateness and effectiveness of services for these groups





It is suggested that rather than matching the intensity of treatment to the severity of drug use, matching it to the client’s risk of recidivism is likely to show better outcomes.





High-risk offenders show the best outcomes when provided high-intensity treatment.





Factors that negatively affect AOD treatment with adolescents are:


Comorbid psychiatric conditions (especially diagnoses of attention deficit hyperactivity disorder and conduct disorder)


Family substance use patterns


Drop out from treatment


Peer influence (association with drug –using peers)





Recommendations


Although no definite results have been found as to whether the following factors impact on treatment effectiveness they need to be considered when matching style and mode of treatment to the client:


Age of the client, 


Age of onset of drug use and offending behaviour, 


Gender, 


Cultural background, 


Ethnicity


Severity and type of drug use and 


Severity and type of offending 


Results concerning risk factors are less ambiguous with the following dimensions shown to affect treatment negatively:


Co-morbid psychiatric conditions


Family drug use 


Drop-out from treatment 


Peer influence 


It is recommended that:


Outreach case-managers play a role in retaining the client in treatment


Treatment be tailored to the risk/needs of the client


Clients with early age onset substance use receive more intensive treatment resourcing 











There generally exists a lack of research on community-based AOD treatment for young drug-involved offenders. Gaps within this literature are research on the effectiveness of treatment received in real-life and client-dependent factors influencing the effectiveness of treatment.


The perspective of this population group is very rarely considered in research.


Knowledge about the needs of female, indigenous and CALD AOD forensic clients is more or less non-existent.





Role expectations should be clearly negotiated before the beginning of service provision to avoid gaps and overlap.
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