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Chapter 1 Introduction

The Beat Drugs Fund (BDF) exists to promote anti-drug programmes and address drug abuse problems
in Hong Kong. Funded by BDF, this research project aims to explore the characteristics of offenders
with drug-abuse behaviour, examine the rehabilitation process for offenders with drug-abuse
behaviour, identify potential mechanisms to improve the rehabilitation outcomes and estimate the
reduction in social costs relating to potential improvements in the rehabilitation process. This report
provides an overview of the complex problems of drug-related crime and relapse, and details our work
in the project, concluding with recommendations. In the first chapter, the background of the problem
and its complexity is introduced.

1.1 Background

The problem of drug abuse has been recognized as a key global challenge of the next decade and is
acknowledged in the United Nations’ Sustainable Development Goals. In particular, there is seen as a
need for enhanced coverage of treatment interventions, including pharmacological, psychosocial, and
rehabilitative?. This may be especially important in adolescence and early adulthood, critical transition
periods in which cognitive and emotional development take place, and when individuals may be more
vulnerable to the initiation of drug use (UNODC,2020). According to statistics provided by the United
Nations Office on Drugs and Crime (UNODC,2018), in many countries, drug prevalence rates are
highest among those aged 18-25. Furthermore, the drug problem is not only affecting marginal youth
but also students and employed young people who may use or abuse drugs as part of social trends
and rave culture (Duff, 2003; Narcotics Division & ACAN, 2018).

Evidence suggests that the earlier a young person starts taking drugs, the higher the likelihood that
the individual will develop a drugs-related problem (Clark, Kirisci & Tarter, 1998). Besides health risks
such as infectious disease through contamination of tools, risky sexual behaviours, and overdoses, the
use of certain drugs during adolescence may affect the maturation of the brain and have negative
impacts on brain functioning and crucial social developmental transition (NIDA,2020; Grant et al., 2004;
de Graaf et al., 2002). For early to mid-adolescents, drug use is also associated with exclusion from
school, broken relationships, and less involvement with family, as well as involvement in criminal acts
(Hoffmann, 1993; McCrystal, Percy & Higgins, 2007). For older adolescents and adults in their twenties,
there are associations between drug use and social exclusion such as unemployment and
homelessness (Kipke et al.,, 1997; MacDonald, 2006). Hence, prevention and early intervention in
individuals displaying symptoms of drug abuse are essential.

The relationship between drug use and criminality is complex. Studies have identified the
interconnectedness between drug use and criminal activities, and the majority of offenders serving
sentences in correctional institutions are susceptible to the complication of illicit drug use (European
Monitoring Centre for Drugs and Drug Addiction, 2012). These risks create a vicious cycle since those
engaging in both illegal drug use and criminal activities appear to have poorer treatment and
rehabilitation outcomes and a higher likelihood of re-entering correctional facilities (May, Sharma &
Stewart, 2008). Drug-using individuals may also face greater hurdles when re-entering the community,
such as risks of unemployment and homelessness, and exposure to unhealthy social circles, which act
as contributors to relapse to drugs and crime (NIDA,2020). Repeated incarceration due to drug relapse

2 https://sdgs.un.org/goals/goal3



is a concerning social phenomenon that has far-reaching economic and social impacts on the criminal
justice system and society (Vander Waal, 2001).

Since 2008, the total number of drug abusers reported in Hong Kong has been reducing steadily, a
54% drop was recorded from 14,241 in 2008 to 6,752 in 2018 (Central Registry of Drug Abuse Sixty-
ninth Report). Despite the general declining drug cases reported, a shift to hidden drug abuse is
suggested by the rise in age and drug history from the newly reported case in these ten
years. According to the figures of the Central Registry of Drug Abuse (CRDA) in 2018, there were 6,752
reported illicit drug users and only 4,240 (60%) of those were detected by the police. This suggests
more than 40% were undetected by law enforcement. The median history of drug abuse from newly
reported abusers (i.e. the period from first drug abuse to the time abusers report to reporting agencies)
was 4.7 years in 2018, which is more than twice of that in 2008 which recorded 1.9 years. Worryingly,
the longer the history of drug abuse before treatment, the worse the prognosis due to the brain
damage that sustains addiction leading to relapse (Substance Abuse and Mental Health Services
Administration, 2016). Notably, the Hong Kong Council of Social Service (HKCSS) has released a
position paper addressing the growing hidden drug use and proposing respective interventions to
better the drug treatment and rehabilitation service in the future three years (HKCSS, 2019). In
reference to international practices, the report advocates more comprehensive aftercare services on
employment, emotional management, and social networking to tackle the continuous nature of drug
abuse.

Multiple interactive reasons are thought to have contributed to the hidden drug trend. One reason
may be that the zero-tolerance drug policy and the punitive approach have scattered large-scale
parties (i.e. rave parties) into smaller groups (i.e. private parties, home-based), making it more difficult
to be detected (Tam et al. 2018). Another may be the growing trend of psychotropic substances in
replacement of heroin with less visible withdrawal symptoms and physical signs. This may reduce their
motivation or urgency to seek help until chronic drug use has induced damage to one’s health and
everyday life (Narcotics Division 2015). The prolonged use of psychotropic drugs causes physiological
and psychological complications that force abusers to retreat into social isolation, resulting in hidden
drug abuse (Tam et al. 2018). The changing drug preferences and the respective lower awareness of
the drug impact hence reduce help-seeking inclination. On top of that, spatial displacement, substance
displacement, and marginalization of drug users were some of the unintended adverse consequences
that have been reported globally (Ariel, 2017; Weisburd et al., 2006).

Approximately 11,000 persons in Hong Kong are admitted into correctional institutions annually
(Correctional Services Department, 2017), and the cost for each criminal case is estimated at
HKS239,054 (Chui, Cheung & Cheung, 2017), highlighting the substantial financial burden incurred by
reoffending individuals (Chui et al.,, 2017). With multiple correctional institutions providing
compulsory treatment programmes for convicted drug addicts, it is evident that histories of drug
abuse are prevalent among this group of institutionalized population (Correctional Services
Department, 2018). Those who are relatively younger in age are particularly vulnerable; statistics from
Hong Kong’s CRDA showed that approximately 45% of offenders with a history of drug abuse
readmitted to Correctional Services Department (CSD) institutions are aged under 41. Furthermore,
in a report from the Task Force on Youth Drug Abuse published in 2008, 41.8% of young drug users
under 21 had previous convictions. Data from Hong Kong’s CRDA suggests that while the overall
number of reported drug users in Hong Kong has seen a downward trend, there has been an upsurge
in illicit drug use among Hong Kong young people in recent decades (Legislative Council Secretariat,
2019). As drug users may have high risks of reoffending, finding ways to reduce drug abuse behaviour
among this lower-aged group is crucial to reduce the overall medical, social, and judicial costs related
to drug abuse in Hong Kong. Equally, for those dealing with substance abuse issues, exploring



measures to improve drug rehabilitation outcomes for those admitted to correctional institutions
repeatedly due to relapse should be a top priority.

There is considerable evidence for the effectiveness of drug addiction treatment (Moore et al., 2019;
Kinlock et al., 2009; Prendergast et al., 2002). However, drug treatment and rehabilitation services
tend to be more focused on achieving short-term outcomes for relapse prevention instead of long-
term abstinence from drug use (Mckeganey et al., 2006; Werb et al., 2016). According to one study in
Malaysia, approximately 70-90% of individuals with addiction problems who underwent compulsory
inpatient rehabilitation programmes were likely to return to the habit of drug use within the first year
after being discharged (Reid, Kamarulzaman & Sran, 2007), while the US National Institute on Drug
Abuse puts the relapse rate of drug addiction at 40-60%, similar to that of asthma (50-70%) and adult-
onset diabetes (30-50%). To ensure long-term impact, there is therefore a pressing need for more
exploratory and systematic research into the effectiveness of treatment and rehabilitation services to
help guide policymaking.

1.2 Study Objectives

The central aims of this study are to explore the drug treatment and rehabilitation process among
offenders, particularly the younger age bracket (under 41), and identify potential improvements in
drug rehabilitation programmes in Hong Kong. Our aims are to:

1. Examine the profiles and characteristics of offenders with drug abuse behaviour;

2. Explore the rehabilitation process of the offenders with drug abuse behaviour and
identify potential mechanisms to improve rehabilitation outcomes;

3. Estimate the potential reduction in social costs relating to the potential improvements
in the rehabilitation process.

This report will focus on addressing the objectives sequentially across the chapters.

1.3 Data and methodology

The research study is a mixed-method study. The research team gathered data mainly through three
activities, as follows.

i We conducted in-depth desk research to review the relevant information. The research
team collected data from various sources, including government papers, research reports,
past studies, government articles and pampbhlets, and websites.

ii. We obtained data from CSD which was the dataset of drug addiction treatment centre
(DATC) offenders aged from 15 to 30 at the time of admission during the year of 2013 to
2019 to analyse the recall rate of offenders.

iii. To elicit comments from drug users and relevant stakeholders on the existing drug abuse
treatment and rehabilitative services, focus group interviews and one-on-one discussions
were carried out. In total, the research team interviewed 130 individuals, consisting of
100 drug users and 30 stakeholders. A qualitative study using a thematic analysis
approach was adopted to analyse the data and address the objectives mentioned above.
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1.4 Structure of the report

The report is organized into six chapters. The first Chapter introduces the background, objectives,
study methodology, and structure of the report. In Chapter 2, the evolution and current situation of
the treatment and rehabilitation (T&R) system is presented, and the rationale for following a Complex
Adaptive Systems approachis laid out based on local and international literature. In Chapter 3, findings
on factors affecting the effectiveness of DATC and T&R services are revealed, including the influence
of family visitations and participation in rehabilitation programmes, and the high-risk period for recall
following discharge. In Chapter 4, key findings from interviews about the current T&R system are
detailed, including perceptions of disconnection between stages of T&R, needs assessment, and the
role of personalization and tailoring of services. For Chapter 5, the potential cost reductions of
improvements are set out, with calculation methodology. In Chapter 6, based on all of these findings,
recommendations for improving the T&R system are presented.

The research in this report examines gaps and opportunities in the drug rehabilitation and
rehabilitation system of young offenders in order to improve the efficiency in the system, tracing from
entering the criminal justice system to sentencing, correctional services, and community re-
integration. The ideal scenario of achieving such interconnections has been described as “integrated
care” in academic literature (Grone and Garcia-Barbero, 2001; Kodner and Spreeuwenberg, 2003). In
the real world, inefficiency is inevitable given the complex nature of systems. However, with
appropriate measures, consensus, and cooperation between agencies and understanding of the
system, it is suggested that substantial improvements can be made to reduce the burden of drug use
and criminality.



Chapter 2 Landscape of drug treatment and rehabilitation system

This chapter provides a detailed review of the emergent properties that have informed the current
T&R system. The historical development of the system is presented, and an overview of the T&R
system as it is now. The relative roles of the criminal, punitive and rehabilitative components of the
T&R system are presented, and how the various agents and stakeholders inform the complex system,
resulting in risks of inefficiencies unless well managed. To optimize the system and to bring effective
rehabilitative outcomes, it is apparent that stakeholders need to communicate and coordinate
activities in a manner that acknowledges the interdependence of detection, law enforcement,
treatment and rehabilitation, consistent with a complex adaptive system approach.

2.1 A Complex Adaptive System

The appropriate policymaking response to illicit drugs has been described as a challenge of high
complexity due to interlinking patterns of addiction, criminality, and the transnational drugs trade
(Alford & Head, 2017). These factors, coupled with the persistence of drug relapse, recidivism and
drug crime, have led the issue of illicit drug use to be described as an example of a highly ‘wicked’
problem (Alford & Head, 2017), posing difficulties for the treatment and rehabilitation system at a
number of levels.

At the individual level, the interacting processes and feedback loops of crime and substance use can
lead to conflicts between actors, aggravated by addiction, abuse, and marginalization. At the meso-
level, dynamic change is present within the self-organized criminal justice system and public health
system with competing methods and goals for penalizing and rehabilitating drug abusers respectively.
At the macro-level the economical and societal cost of drug-related crimes and rehabilitation are
matters of continuous political debate, informed by an evolving transnational moral and scientific
understanding of the nature of the drugs problem and the market forces that fuel the drugs trade
itself.

With an understanding of the complexity of the problem, there is an opportunity to engage and
consult stakeholders in a conversation about how the T&R system can best manage this complexity.
The study team suggests that the Complex Adaptive System (CAS) framework provides a useful tool
for framing and responding to the problem. Most studies use the CAS to understand the complexity
of health care settings (Nurjono, Yoong, Yap, Wee & Vrijhoef, 2018; Hodiamont, Jinger, Leidl, Maier,
Schildmann & Bausewein, 2019). As with drug rehabilitation and treatment, a lack of cross-disciplinary
and inter-organizational coordination can present problems, and the tendency for particular
healthcare professionals to practice only with reference to their own individual mental models has
contributed to, amongst other issues, fragmented mental health services (Xyrichis & Lowton, 2008;
Rosenberg & Hickie, 2013). A CAS addresses fragmentation by acknowledging the interaction within
and between levels of the nested system that a complex system largely depends on (Pisek & Wilson,
2001).

A complex adaptive system can be defined based on three characteristics. First, the system is the
composition of a number of independent agents and each agent is providing services in their own way
(Rouse, 2007). Second, the agents within the system interact with each other. The interrelated and
non-linear components of a system are what make the system complex (Simon, 1991; Kannampallil,
Schauer, Cohen & Patel, 2011). Within such a system, agents have heterogeneous incentives or



perspectives and so their expectations are often poorly alighed with one another. Third, the
interaction between agents creates emergence. Emergence occurs when an entity is observed to have
behaviours or properties its individual components (i.e., agents) don’t have on their own. It is
suggested that in a properly functioning Complex Adaptive System, the dynamic whole is greater than
the sum of its components (Plsek & Greenhalgh, 2001).

By contrast, a system that is non-adaptive in the face of a wicked problem is likely to suffer from
fragmentation and inefficiencies. Traditional administrative-based directives and linear planning in a
hierarchical structure such as the health care system are indicative of fragmentation, inefficient
resources allocation, and ineffective system performance (Yip & Hsiao, 2020). Fragmentation refers
to decisions affecting a system made by multiple independent decision-makers that would be better
made through consensus decision-making (Elhauge, 2010). Fragmentation in healthcare delivery
means the systemic “misalignment of incentives, or lack of coordination, that spawns inefficient
allocation of resources” or harm to patients (Enthoven, 2009), with the effect of adversely impacting
quality, cost, and outcomes (Shin, Davis and Gauthier,2008; Bodenheimer, 2008).

In drug treatment and rehabilitation, fragmentation risks lead to information loss and inefficient
allocation of resources due to a failure to coordinate among different agents and communicative
effectively (Stange, 2009). Specialist services such as imprisonment in CSD usually use more intensive
high-value services that require fixed costs as compared to community residential treatments, while
procedural processing through the criminal justice system after every recall includes repetitive court
costs and incarceration costs that may overutilize the legal procedures. (Born, Kool & Levinson 2019;
Agha, Frandsen & Rebitzer, 2019; Schulman Dolan & Abougergi, 2021). In different systematic settings,
there is a tendency for patients to be treated according to their symptoms, neglecting their individual
needs (Maculan & Gil, 2020). For example, in application to the drug rehabilitation system for
offenders, offenders may be sentenced and confined according to the crimes committed irrespective
of personal rehabilitative needs informed by their history of illicit drug abuse. This may negatively
influence the offenders’ motivation to recover and disincentivize rehabilitation, ultimately resulting in
relapse and reoffending (Prangley, Pit & Rees, 2018).

The rationale for evaluating systems using a CAS framework is to identify the impacts of fragmentation
so as to better understand and optimize system effectiveness with CAS. Previous studies have
illustrated three main areas to optimize system effectiveness. First, the foundation of successful
functioning of the system is the coordination and balance of the independent and interdependent
nature among different intuitions (Mintzberg, 2011). An integrated approach is critical to facilitate
system communication while benefiting from the specialization of the uniqueness of different agents
(D'Aunno, 2001; Glouberman & Mintzberg, 2001). Particularly for drug abusers, the high connectivity
of positive support between and within the agents is crucial to facilitate system efficiency (Randle,
Stroink & Nelson, 2015). High connectivity between agents refers to the collaboration of stakeholders
of the system, which includes professional support such as psychologists, social workers, community
support groups, and positive relationships with families to support patients (Kodner, &
Spreeuwenberg, 2002). In addition, functional support such as informing and connecting patients for
financial support, education, and job opportunities are helpful to facilitate better treatment
effectiveness. Especially for offenders with illicit drug abuse histories, positive support helps to build
a stronger self-identity, which is positively reinforced by external support. Also, improved self-control
enhanced one’s ability to avoid relapse (Randle, Stroink & Nelson, 2015). Therefore, both internal and
external system capital has to be highly interconnected during the transition from brief abstinence
under the institution back to the community as the individuals’ abstinence is hugely dependent on the
stability of the system.
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Second, taking advantage of the adaptive nature of the interconnected system helps to maximise
system effectiveness by adapting to the changing needs of patients (Karemere, Ribesse & Marchal,
2015; Kuziemsky, 2016). A good design of a health care system or systems with CAS characteristics is
that the service designs must be congruent with the contextual differences and uncertainties (Penny,
Nahid, Leykum & Pugh, 2018). In other words, a strict application of a new command or process may
not be successful as local adaptations have to be allowed to fit the different needs of individuals. In
application to the drug treatment and rehabilitation system, it is addressing whether the interventions
provided are in line with the current drug trend and rehabilitation needs.

Finally, the CAS suggests an effective system has to be person-centric. This means the needs of
patients will be catered beyond treatment, but also their overall mental, physical and social health
and well-being during and after treatment (Sturmberg, O'Halloran, & Martin, 2012). For example,
doctors, social workers work across and outside of the ward to support patients’ reintegration needs
such as securing housing, substance abuse support even after the inpatient days, visiting and
supporting the families of patients. In other words, holistic and continual support should be given to
patients to prevent readmission and full recovery.

In Hong Kong, the question of how to optimize the drug rehabilitation system for young offenders has
been a subject of much discussion. The Action Committee Against Narcotics (ACAN) hosts annual
meetings with multidisciplinary departments such as the CSD, Hospital Authority (HA), Social Welfare
Department (SWD), to consult and disseminate information for future drug policies and
implementation of the drug rehabilitation system. In the next section, the historical development of
drug rehabilitation is explored in more detail, outlining the emergent properties that have made the
system complex and adaptive.

2.2 Historical overview of drug treatment and rehabilitation in Hong Kong

There are two main types of drug treatment services in Hong Kong: compulsory and voluntary (Cheung,
1996), wherein the former is in institutional settings, while the latter is in community settings. The
contemporary drug treatment and rehabilitation system in Hong Kong adopt a multimodality
approach, which can be broadly categorised into three main groups: 1. Compulsory in-patient (e.g.
Drug Addiction Treatment Centres), 2. Voluntary in-patient (e.g. Society for the Aid and Rehabilitation
of Drug Abusers) and 3. Voluntary out-patient (e.g. Methadone Treatment Programme, Substance
Abuse Clinics and drug counselling centres such as PS33) (Cheung et al., 2003). This chapter introduces
the historical development of rehabilitation services and outlines the overall judicial and rehabilitative
system for offending drug users.

2.2.1 Compulsory drug treatments

Incarcerating drug abusers was the only option to curb the growing problem of narcotics misuse in
earlier time, not least during the "The Prohibition Era" (1946-1960) coined by Cheung, & Ch’ien (1996).
The very first compulsory treatment programme was introduced and launched in one of the prisons
for treating drug-dependent prisoners in 1958 (Cheung & Ch'ien, 1996). Upon the passing of Drug
Addiction Treatment Centres Ordinance in 1969, convicted drug offenders can be sentenced to
involuntary drug addiction treatment centres which are run by the Correctional Services Department
(ibid.). It allowed convicted drug offenders to be detained in a correctional centre specifically for
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inmates with drug use behaviours instead of a conventional prison setting. This compulsory placement
programme aimed at assisting drug abusers who have been sentenced to imprisonment in a DATC by
requiring patients to undergo medication, counselling, and work therapy treatment aiming at total
detoxification. The average length of stay is six months. DATCs also require the dischargees to
participate in a one-year aftercare supervision programme (Legislative Council Secretariat 1996:4).
The rationale behind the establishment of DATCs may require one to look at the macro-political
environment in Hong Kong at that time. One of the justifications for this transformation may be based
on policy and practical consideration, just on par with the rationale of establishing community
sentences, which is a diversion from custody. It was acknowledged widely by the government and the
public that it is unlikely to put all criminals in prison because of the huge costs involved, and some
crimes are simply not serious enough to justify imprisonment (Chui, 2008:203). Consequently, in 1975,
Hei Ling Chau Addiction Treatment Centre was the first DATC established. It accommodates adult male
drug abusers. In 1982, the "Prisons Department" was renamed as "Correctional Services Department"
to reflect the expanding programme of activities and emphasis on offenders' rehabilitation. One can
then observe an expansion of DATCs, including Lai Sun Correctional Institution which was established
in 1984 to accommodate both adult and young male drug abusers. Thereafter, adult and young female
drug abusers are accommodated at Nei Kwu Correctional Institution (Established in 2002) and Lai King
Correctional Institution (Established in 2008) respectively. Presently, an offender undergoes the
treatment programme for 2 to 12 months, which is based on discipline and open-air physical activities
including work programmes and therapy and is supported by one-year post-release statutory
supervision.

Offenders with drug use problems generally appear to have a difficult time reintegrating back into
society as, according to the Audit Commission, 86% of all recall orders during 2013 to 2014 were issued
to persons discharged from DATCs. Similarly, the success rate of DATCs for drug-abusing offenders in
2014 was the lowest among the ten supervision schemes provided by CSD, with only 51.4% of DATC
offenders not being recalled due to reconviction or relapse one year after discharge. Among those
being recalled, 75% were due to relapse during the supervision period (Audit Commission, 2015). This
concerning situation did not improve much throughout the years. Until recently in 2020, the DATC
success rate still remained low with only 57.6% of offenders successfully reintegrated back into the
community and were free from illicit drugs one year after discharge. The high percentage of recall
cases of the DATCs due to relapse into drug abuse is a concerning issue.

2.2.2 The emergence of voluntary treatment services

The Citizens’ Working Committee, which was made up of community leaders and Hong Kong citizens,
had proposed the set-up of treatment centres in the community, expanding beyond prison settings
since 1959 (Cheung & Ch'ien, 1996). Voluntary community treatment services have begun to emerge
and were first introduced in the Castle Peak Mental Hospital in 1959 followed by the passing of the
Drug Addicts Treatment and Rehabilitation Ordinance in 1958 (ibid.). Thereafter, the Committee was
granted a lease of Shek Kwu Chau to establish a voluntary treatment centre in 1961. In the same year,
one of the largest inpatient treatment and rehabilitation centres in Asia, The Society for the Aid and
Rehabilitation of Drug Abusers (SARDA), received financial support from the Hong Kong government
to provide a variety of psychosocial intervention strategies to help drug users to rehabilitate
voluntarily. In 1965, the Hong Kong government established a non-statutory advisory body, named
The Action Committee Against Narcotics (ACAN). The body was chaired by a non-official member
comprising experienced community stakeholders from the fields of social work, education, medical
and community service to, primarily, advise the Government on the drug policies and to keep these
policies under regular review. Thus, in addition to the punitive element, the government set out to
investigate the prevailing drug norms and needs of users and incorporate evidence-based policy to
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tackle the drug use problem in Hong Kong. Moreover, in response to the identified needs for housing
and the risk factor in relation to drug-using peers at the neighbourhood level, New Life House, the first
half-way house for the rehabilitation of ex-drug offenders, was opened in 1968. One of the most
notable events was the adoption of harm reduction strategy, the Methadone treatment programme
provided by SARDA outpatient services in 1972, which was thereafter spread in 22 methadone clinics
all over the territory. In the same year, Siu Lam Psychiatric Centre was opened for offenders and
detainees who require psychiatric observation, treatment, assessment or special psychological care.

The rise of rehabilitation ideology

In earlier times, most of the treatment programmes were delivered in the forms of residential and
involuntary treatment which appear to uphold the element of punitiveness or lack of self-control.
Since 1961, however, we can see that Hong Kong is moving from a punitive and coercive manner to a
health dominant paradigm. There has been a growing emphasis on rehabilitation with increasing
resources to support this; while the court tends to opt for alternative sentencing, such as fines, drug
addiction treatment centre orders, bound over and probation orders over imprisonment for drug
offences, especially first-time offenders or summary drug offences, such as low-dosage possession of
illicit drugs. The probation system was basically an overseas import during colonial times (Chui,
2008:205). Its inception was due to the belief in giving the offender a chance to reform through
welfare advice, education, and counselling (ibid.). The offender can return to the community and work
which could then be an asset to society by taking an economic point of view (ibid). Also, the offender
is helped to obey the law under the supervision of a probation officer, thus saving the government
any expense involved in holding the offender in an institution (ibid.). Furthermore, whether
prohibition and incarceration are the best solutions for drug-using problems has been hotly debated
in the West for decades (Cheung & Ch'ien, 1996), which likely influences the attitudes of various key
stakeholders towards illicit drug users and treatments in Hong Kong.

Figure 2.1 The emergence of voluntary treatment services in Hong Kong

“Enlightened Prohibition"
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The growing importance of Rehabilitation and the expansion of Voluntary treatment services

The Hong Kong government established the Beat Drugs Fund (BDF) in 1996. The BDF operates the
Regular Funding Scheme on an annual basis to provide financial support to different organizations,
including but not limited to hospitals, non-governmental organizations (NGOs) and universities, to
address the problem of drug abuse in Hong Kong. According to the open data source on the BDF
website, 864 projects targeting drug T&R had been funded by BDF from 1997 to 2019. In 1998, a new
Rehabilitation Division, headed by Assistant Commissioner (Rehabilitation), was set up to focus on
rehabilitation services for prisoners and offenders in CSD. It consists of (1) Rehabilitation Unit 1
(Assessment & Supervision); (2) Rehabilitation Unit 2 (Welfare and Counselling & Supervision); (3)
Education Unit; (4) Industries & Vocational Training Section; and (5) Psychological Services Section. A
year after, CSD promoted their new objective and service direction and presented a new service
emblem with an imprinted motto "We Care & {3138l % 2E" which conveys the message that CSD
rehabilitates offenders through the process of custody and care. The reformation of CSD has shown
that the direction and attitude towards offenders, in general, have transformed from retributive to
rehabilitation-centred. In 2004, CSD has launched a voluntary aftercare support project, the
"Continuing Care Project" (1L & [# 1551 #1), wherein supervisees can receive support from designated
NGOs after the expiry of statutory supervision.

In April 2007, 5 Counselling Centre for Psychotropic Substance Abusers (CCPSAs) were given additional
manpower and resources from the Hong Kong government to expand their services to include
outreaching services. In the same year, SWD funded NGOs to support their court outreach services in
assisting arrested drug users. Subsequently, in 2008, 2 new CCPSAs were set up in December. In 2010,
4 additional CCPSAs were opened which makes a total of 11 CCPSAs which fall under the 11
administrative districts of the SWD. Since July 2009, T&R has been one of the key directions of the
Chief Executive’s community-wide campaign. It aimed to provide more rehabilitation facilities for
young drug abusers and invited proposals from NGOs to formulate new and effective modes of service
and treatment programmes. In 2017, the rehabilitation division in CSD continued to use the theme
“Give Rehabilitated Offenders A Chance” to develop diversified and yet appropriate rehabilitation
programmes to help offenders rehabilitate and reintegrate into society.

Figure 2.2 The expansion of voluntary treatment and rehabilitation services in Hong Kong
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Interactions between institutional and community treatment services

One can see that the scale and role of community treatment services are gradually expanding, while
the ideology of rehabilitating drug users has been growing in importance significantly within the
institutional setting. It is also observed that courts have become more reluctant to put drug abusers
behind bars, especially young, first-time drug offenders or summary drug offenders, who are usually
being fined solely. For repeated and serious offenders, the court may consider other more severe
sentencing options as appropriate. For reference, the court sentences among 2,227 young drug
offenders from 2005 to 2007: 801 (36%) fined; 685 (31%) on Probation Order (PO); 657 (29%) on
custodial sentences administered by the CSD, including detention in DATCs, Rehabilitation Centres,
Detention Centres and Training Centres and incarceration in young prisons; and 84 (4%) on other
sentences such as Community Service Orders, suspended sentence, bound-over, etc. It is noted that
there has been a significant plunge in sentencing drug offenders to imprisonment; while probation
order is the second significant sentencing option after a fine. A probation order is a significant
sentencing option, providing intervention measures for drug offenders in lieu of a custodial sentence.
Underpinned by the Probation of Offenders Ordinance (Cap. 298) (the Ordinance), probation
supervision has been well-established in Hong Kong for over 50 years. It is administered by officers of
SWD under judicial oversight. Furthermore, the total number of drug-related arrests in 2018
decreased by 12% (from 4,798 in 2017 to 4,240 in 2018).

2.3 The current drug treatment and rehabilitative system in Hong Kong

This study examines the drug treatment and rehabilitation system for young offenders in Hong Kong
from a CAS perspective. Suspects withiillicit drug use will go through a process from arrest, prosecution,

15



trial, sentencing to different rehabilitation settings and finally under supervision (see Figure
2.3). There is an assumption that incarceration and recovery is a linear process, however as we have
shown in the rehabilitation process, it is a series of complex sub-systems with stakeholders
interactively impacting one another, that exist within a more cyclical process indicated by the blue
arrows. Stakeholders are required to communicate and coordinate activities in a complex manner, as
indicated by the orange arrows. The complex cyclical process reveals the dynamic and interdependent
nature of the system, each stage featuring very different patterns. To avoid offenders going through
the cycle multiple times, it is likely that improvements will require full recognition of these complex
dynamics. In the subsequent sections, each of the individual stages with their respective
fragmentations and respective recommendations will be explored in more depth to facilitate greater
effectiveness of the drug rehabilitation system.

Figure 2.3 The drug treatment and rehabilitation system in Hong Kong
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Briefly, the first stage is the entry system to the drug rehabilitation and treatment system. It is where
frontline support and publicly accessible treatment are available for early intervention. In other words,
community members i.e. schools, hospitals, outreach teams, community centres etc. are most likely
to detect at-risk and occasional drug abusers to provide and direct them to suitable interventions and
treatments. Currently, not much collaboration is placed between police and community members due
to the legal consequence of drug abuse. However, more severe drug abusers should be referred to
more in-depth treatments by other stakeholders such as law enforcers to the criminal justice system
if necessary. Suspects may enter the criminal justice system after being detected and arrested by law
enforcers through the direct discovery of illicit drug activities by law enforcers such as Police Force
and Custom and Excise (C&E) or indirectly (i.e. community members report illicit drug activities to
police). C&E is more concerned with cross-border drug trafficking cases whereas police focused more
on local level cases and so, this study will focus more on the involvement of police with individuals
with illicit drug use activities. As the community members may not be most informed about the
appropriate services available and the severity and drug type of drug abusers, appropriate public
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education and training can help empower and equip the public to discover and facilitate their
knowledge on the drug treatment services available in the community.

Prosecution

Next, the suspect will be brought to the prosecution system to be determined by the police whether
to be charged or not depending on the evidence available. Police work with CSD puts people under
custody for more severe charges. Police will also consult the Department of Justice (Dol) for legal
advice in some cases. For simple cases, police will decide to press charges within 48 hours or allow
bail until further notice, whereas for heavy cases such as possession or trafficking of a large amount
of illicit drug, suspects will be prosecuted and sent directly to remand under CSD reception centre
after seeking approval of the court. The prosecution may last for months, with no drug-specific
treatment for those on bail or remand under CSD. Despite being another entry point to detect possible
illicit drug consumption, the police have no ability to conduct drug testing of those that have
committed other ‘trigger’-type i.e. theft offences or trafficking cases due to a prevailing view that this
would be detrimental to human rights. The law has no flexibility for suspects who are arrested on
suspicion of drug trafficking who may or may not be carrying drugs. The accused will proceed to trial
for conviction by the judge at the court.

Trial

The trial phase mainly concerns the Dol for conviction. During the pre-trial period, which could last
for 1-3 months, those who are on bail will enter the community until the court day while others will
be detained at the reception centre of CSD. In some cases, HA in the community coordinates with Do)
when detainees need medical attention. Defendants should be informed and supported equally by
the joint effort between DoJ, duty lawyer scheme and social workers to provide legal consultation,
emotional and health support during pre-trial. This includes having well-informed channels to access
legal support, and counselling services provided by NGOs in the community as an intervention
opportunity. At the court, if the defendant pleads not guilty, then the defendant will wait for the next
hearing. Those without sufficient evidence to put forward the case will be acquitted out of the criminal
justice setting. Those who plead guilty will then proceed to the sentencing stage.

Sentencing

The sentencing stage is when the judge decides the sentencing based on the suitability reports from
the CSD officers and probation officers for the respective sentencing institutions. In other words, Do)
work with CSD and SWD to evaluate sentencing options. The suitability reports are gathered within
14-21 days during the pre-sentencing period when offenders are either on bail or detained under the
custody of CSD. Solely based on the decision of the judge and defending lawyer, the type of suitability
reports about the offenders will be gathered. The common type of reports called for are probation
reports and DATC reports, medical reports will only be requested if the judge or defending lawyer
raised the concern. There is a standardized sentencing guide for minimum charging period specific to
the amount and type of drug involved regardless of the reason for offending.

Correction and rehabilitation

After sentencing, offenders will enter the correctional and rehabilitation stage where they will either
receive compulsory in-patient T&R services under the custody of CSD (i.e. imprisonment, DATC etc.),
voluntary in-patient T&R services (i.e. Residential Drug Treatment and Rehabilitation Centres under
probation order) or voluntary out-patient T&R services (i.e. Substance Abuse Clinics and drug
counselling centres under probation order). In the existing system, community stakeholders such as
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trainers and NGOs will enter CSD institutions to provide career training or rehabilitative services. The
programmes and services during the correctional and rehabilitation stage should be preparing
offenders to reenter the community in healthier lifestyles to maintain abstinence. This requires a joint
effort between CSD, HA, SWD or NGOs in providing formal biopsychosocial treatments for offenders
based on their needs as well as providing clear referral pathways linking informal care such as parents
and family support in the community with offenders during incarceration.

Community re-entry

Finally, after serving the sentence, offenders under DATC will be under one-year supervision whereas
other offenders may or may not be under supervision, depending on the case. The supervision is
coordinated between CSD and SWD following ten to thirteen supervision requirements.
Biopsychosocial needs should be addressed during the supervision period. For offenders sentenced to
receive voluntary in-patient T&R service, there is also a one-year aftercare service upon release
catering for housing, social, and health issues.
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Chapter 3 The treatment and rehabilitation support for younger-age
drug users in CSD: effectiveness and determinants

This chapter examines the multiple factors that affect treatment and rehabilitation outcomes during
a compulsory rehabilitation period. The present study explored the recall and reoffended risk of
offenders with drug use behaviour aged 30 or below in Hong Kong. The results indicated that
approximately 58% of the DATC offenders were recalled during the 12 months supervision period. Of
those recalled, about 78% are recalled due to drug relapse. The regression results suggest that age,
marital status, conviction history, attendance of rehabilitation programmes and visitation during
incarceration are closely associated with recall and/or reoffending. In addition, having been recalled
due to relapse is a predictor of drug-related reoffending. To highlight, we found that indicators of a
strong social support network (i.e., greater visitation from family and friends) showed an association
with reduced risk of recall. Offenders with more previous convictions were more likely to be recalled,
indicative of stubborn patterns of drug offending. We also found a higher risk of recall for those who
have attended more rehabilitation programmes. While this seems counter-intuitive, it may be that
the participants were at higher risk before attending the programme, and that these programmes
could not fully negate this heightened risk. The CSD may consider conducting an analysis of
rehabilitation programmes to better understand their effect and how they may be improved. An
increased risk of recall during the first few months after discharge was also found.

3.1 Correctional T&R support for younger-age drug users

The combination of drug and crime is a concerning problem as populations engaging in illegal drug use
and criminal activities are suggested to have poorer T&R outcomes and a higher likelihood of re-
entering correctional facilities repeatedly because of relapse to drugs. In general, this group
experiences multiple complications other than drug addiction, including family issues, negative social
networks, low education, employment problems, financial matters, and medical issues. Therefore,
repeated incarceration due to drug relapse is considered a concerning problem that seeks attention
for its economic and social impacts on the criminal justice system and society (Chui, Cheung & Cheung,
2017).

CSD's correctional institutions offer one of the mainstream T&R supports provided to young offenders
with drug use problems in Hong Kong. Correctional facilities present an ideal setting and offer valuable
opportunities to quit drugs because there is no access to drugs. Emerging evidence indicates that
effective and tailored T&R support for offenders with illicit drug use problems is crucial in reducing
subsequent and repeated offending (NTORS, 1996). Drug-related correctional institutions in Hong
Kong (i.e. DATCs) adopt a multi-modality approach in providing T&R services to assist offenders with
drug abuse problems in quitting drugs. According to the 6™ Three-year Plan on Drug Treatment and
Rehabilitation services in Hong Kong, a series of steps including redeploying resources and
reorganizing institutional regimes have been adopted to tackle the problem of drug use among
younger offenders. Resources will be distributed according to the re-offending risks and rehabilitation
needs assessed through Risks and Need Assessment. For younger offenders being admitted to DATCs,
services catering for needs from different aspects will be provided. The major components of the DATC
programme cover medical services, counselling services (e.g., Relapse Prevention Group),
psychological services (e.g., mindfulness-based psychological treatment programme and PSY GYM),
work therapy and vocational training, education (e.g., DSE) and physical education and recreation. A
"Pre-release Reintegration Orientation Course" assist offenders in their reintegration back into the
community. This course conveys information on social welfare services, legal assistance, employment
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services, and the labor market. Offenders after being discharged from DATCs will be put under 12
months of statutory aftercare period. During the supervision period, the supervisees must meet with
CSD officers regularly and have urine tests to make sure they are not relapsed into drug use. If
supervisees are found in breach of any supervision conditions, they will be recalled for a further period
of detention. Those who need accommodations and intensive supervision will be arranged to stay in
a halfway house operated by CSD after release from DATCs. Each offender will be arranged for job
placement when reintegrating into the community through family and friends, supervising officers,
NGOs and potential employers.

Not many studies have been conducted to evaluate the effectiveness of T&R support provided by CSD.
The current study examines the efficacy of CSD T&R support and factors associated with T&R
effectiveness. The more effective the T&R support is, the fewer people will return back to correctional
facilities for relapse to drugs. This study will address two research questions:

1. What is the effectiveness of the T&R support in CSD for younger-age drug abusers?
2. What factors influence the outcome of the T&R support in CSD for younger-age drug
abusers?

There are certainly multiple and diverse ways to come up with the evaluation of the outcome
effectiveness of drug T&R services, including a reduction in drug use, reduction in criminal acts and
improvements in an individual's physical and psychological health (Gossop, Marsden, Stewart, & Rolfe,
2000; Hough, Clancy, McSweeney, & Turnbull, 200; Hubbard, Craddock, & Anderson, 2003). Since
reducing re-offending is one of the most critical objectives for correctional institutions, measuring
reconviction and re-imprisonment rates is regarded as a crucial performance indicator. In the current
study, the recall rate will be used to reflect the performance and effectiveness of the rehabilitation
programmes as many persons in custody (PIC) were recalled due to their relapse to drug abuse (Audit
Commission, 2015). After the PIC are being discharged from DATC, there will be a 12-month
supervision period. During the supervision period, supervisees are required to comply with the
Supervision Order which include not breaking any laws of Hong Kong, not taking dangerous drugs and
meeting with the supervision officer, etc. If a person break any requirement of the Supervision Order,
the Commissioner of Correctional Services may decide to issue a Recall Order to require the person to
return to the correctional institution so as to prevent them from committing crimes again and
protecting the safety of the general public (Correctional Services Department, n.d.; Drug Addiction
Treatment Centres Ordinance, 2019). . Thus, the recall rate can be used to assess the shorter-term
effect (i.e., one year) of CSD's T&R support. Recall leading to re-incarceration (i.e., DATCs) reflects
additional costs of sentence administration.

Addictive drug use can be considered a multifaceted behaviour impacted by various factors that
cannot be explained by a single theoretical framework (Yip et al., 2011; Griffiths, 2005). Problematic
drug use often results from the interaction between many factors, including biological and
pharmacological properties of the drugs, psychological constitution (e.g., motivation, attitudes,
expectations and beliefs), and social environment (e.g., social network). Previous studies have also
looked at relapse prevention through a biopsychosocial perspective (Marlatt & Gordon, 1985). This
study looks at predicting factors from three main aspects: biological properties of illicit drugs,
individuals' internal attributes, and their external social environment.

Biological

Drug use patterns help predict relapse from a biological perspective. Different types of illicit drugs and
drug use frequency are crucial key features in predicting relapse. Different types of drugs have
different pathways in impacting the brain. Heroin is suggested to be one of the most addictive drugs
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to treat because it creates deterioration of the white matter, which might affect decision-making
abilities and responses to stressful situations making the individual more vulnerable to retaking drugs
(Lietal., 2013). The high frequency of repeated drug use in heroin creates a disorder that goes beyond
physical dependence that leads to uncontrollable drug-seeking (Kreek et al., 2012). Multiple studies
suggested that higher levels of addiction severity will negatively affect the rehabilitation outcome
(Simpson, 2001; Smyth, Keenan & Ducray, 2010; Ternes, Richer & Farrell MacDonald, 2019).

H1: Offenders with a high level of addiction severity (i.e., type of drugs and frequency) before
incarceration are more likely to relapse

Psychological

Internal attributes are also mentioned in previous studies as the predicting factors of relapse.
Individuals with high efficacy and effective coping strategies are less likely to relapse than
counterparts lacking those skills (Greenfield et al., 2000; Larimer, Palmer & Marlatt, 1999).
Rehabilitation programmes in the drug abuse domain provided by CSD involve group counselling and
activities which improve offenders' efficacy in dealing with drug abuse problems. The interventions
aim to increase motivation to change, identify high-risk situations related to relapse, and develop
coping skills to deal with risk factors. It is hypothesized that individuals who attend more rehabilitation
programmes, especially drug-related ones, during incarceration are less likely to relapse when
compared to offenders with no or few rehabilitation programmes (Knight, Dwayne, Chatham &
Camacho, 1997; Olson & Lurigio, 2014).

H2: Offenders who received more rehabilitation programmes are less likely to relapse

Social environmental

The external factor of the social environment also acts as a crucial predictor of relapse. Multiple
aspects of life such as living environment and social networks link closely to form the social
environment. According to social capital theory, interpersonal relationships are valuable as they
provide resources to help individuals achieve desired goals (Machalek & Martin, 2015). The density of
the support network is critical as it can represent the number of support sources. Visitor history
represents the social network and social support the offenders will receive during reintegration back
to the community. Hence, it is hypothesized that offenders with less favourable visitations (i.e.,
reflected by types of visitors and frequency of visits) are more likely to relapse. Individuals with low
socioeconomic status (i.e., educational attainment and unstable employment) are more likely to have
a negative social network and poor living environment, making them more susceptible to drug use.
Conviction history is found to be associated with the lack of positive environmental contingencies such
as inadequate parental supervision, a social circle with negative impact and unemployment (Chung et
al., 2002; Kinlock, Battjes & Gordon, 2004). Poor environmental contingencies induce negative social
pressure, temptation and stressors that enhance the risk of relapsing to drugs (McKay, Rutherford,
Alterman, Cacciola & Kaplan, 1995). Those with more conviction records are also suggested to have
less motivation to change since they repeatedly failed to learn from past mistakes. Several studies
suggest that offenders with a higher number of previous convictions and those who committed more
violent crimes have poorer rehabilitation outcomes (Simpson, 2001; Ternes, Richer & Farrell
MacDonald, 2019).

H3: Offenders with more visitation (type of visitors and frequency of visit) are less likely to
relapse

H4: Offenders with lower socioeconomic status (i.e., less education, unstable employment)
are more likely to relapse

H5: Offenders with lengthier/more previous convictions are more likely to relapse
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Demographic characteristics

Other than the variables mentioned above, specific demographic characteristics such as age and
gender are also suggested to be associated with the tendency to relapse. Some studies found few or
no differences between gender in treatment outcomes. However, when gender differences have been
found, studies have suggested that females are more likely to relapse, perhaps because the experience
greater sensitivity to stress or the cues associated with the drug and experience greater stigma,
leading to less social support. Younger age is suggested to be a predictor of relapse in multiple studies
(Smyth, Barry, Keenan & Ducray, 2010; Fishman, Wenzel, Scodes, Pavlicova, Lee, Rotrosen & Nunes,
2020). Younger individuals have substantial and unique developmental vulnerabilities. They lack
economic and social independence from their families and have low motivation to change, making
them more susceptible to relapse.

H6: Female offenders are more likely to relapse
H7: Younger offenders are more likely to relapse

3.2 Methods

Sample

Data were obtained from CSD. The data set includes the data of DATC offenders aged from 15 to 30
at the time of admission from 2013 to 2019. Specifically, CSD collected information on demographics,
socioeconomic status, drug use history, conviction history, rehabilitation programmes attendance,
and visitation during incarceration. There are in total 2,031 offenders being included in the dataset.
Each offender can be admitted to DATC more than once from 2013 to 2019 (i.e., one offender can
have multiple cases). Hence, 2,295 cases are included for the purpose of analysis for the current study.

Measures
Effectiveness of DATCs' T&R services

As mentioned earlier in this chapter, previous studies have used Recidivism as one of the indicators to
reflect the effectiveness of T&R services. Recidivism in previous studies was measured through various
indicators with ranges of follow-up periods (Gossop, Marsden, Stewart, & Rolfe, 2000; Hubbard,
Craddock, & Anderson, 2003; Evans, Huang & Hser, 2011; Spohn & Holleran, 2002). Because this study
is using DATC data only, we will use recall rate. During the supervision period, supervisees are required
to comply with relevant supervision conditions which include not breaking any laws of Hong Kong, not
taking dangerous drugs and meeting with the supervision officer, etc. If a supervisee breaches a
supervision condition during the supervision period, the Commissioner of Correctional Services (C of
CS) may issue a Recall Order to require the young person to return to the correctional institution (CSD,
2019). As mentioned above, relapse to drugs is the major concern for DATC, the recall rate is thus used
to measure the short-term effects of T&R services provided to the offenders with drug abuse as the
critical factor to rehabilitation. The recall rate, under this consideration, may reflect the incidence of
relapse while recidivism reflects the re-offending covering factors not only drug abuse.

Offenders' characteristics

We used data from offenders' sociodemographic profiles (i.e., age, gender, marital status, educational
attainment, employment status), drug use history (i.e., number of drugs used, the total cost on drugs,
duration of drug use) and conviction history (i.e., number of previous conviction). Our analysis also
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included data on offenders' attendance of rehabilitation programmes from five domains (i.e.,
Employment, Marital/family, Associates/social interaction, Substance abuse and Community
functioning) and visitation history during incarceration (i.e., from three groups of visitors: siblings,
friends and relatives; parents and grandparents; sons and daughter).

Drug-use profile

Latent class analysis (LCA) was used to classify the drug use profile of offenders based on their
reported type of drug use 24 months before their incarceration. Multiple fit statistics with conceptual
meaning were used to select the appropriate numbers of latent classes. Lower Bayesian Information
Criterion (BIC) indicated better model fit and a model with entropy above 0.8 were considered
acceptable (Weller, Bowen, & Faubert, 2020; DOI: 10.1177/0095798420930932). Based on the 19
types of drugs, a four-factor solution was classified, including ketamine-user, cocaine-ketamine-ice
user, ice-user, and diverse user. The latent class model and fit statistics are summarized in Table 3.1
and 3.2 respectively.

Table 3.1 Four-class model of drug use profile in the past 24 months before incarceration

Class 1 Class 2 Class 3 Class 4
Ketamine-user Cocaine- Diverse user Ice-user
ketamine-ice
user

Cocaine 0.2633 0.5033 0.4278 0.0864
Dormicum / 0.0000 0.0000 0.0210 0.0014
Midazolam
Ecstasy 0.0062 0.1742 0.0027 0.0000
Five Chai/ 0.0040 0.1745 0.0094 0.0107
Nimetazepam
Ghb 0.0000 0.0000 0.0118 0.0000
Halcion 0.0000 0.0283 0.0150 0.0014
Heroin 0.0046 0.0666 0.1108 0.0276
Ketamine 0.9922 1.0000 0.0000 0.0000
Mandrax 0.0000 0.0000 0.0000 0.0016
Marihuana / 0.0230 0.4351 0.1814 0.0497
Cannabis
Mb Cough Mixture 0.0150 0.0579 0.0932 0.0195
Mdma 0.0000 0.0425 0.0000 0.0000
Methadone 0.0000 0.0142 0.0148 0.0000
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Methedrine

Methylamphetamin
e/lce/

Amphetamines
Opium

Rohypnol /
Flunitrazepam

Triazolam

Zopiclone
(Imovane)

0.0000 0.0000 0.0030
0.1739 0.8452 0.0408
0.0000 0.0000 0.0030
0.0011 0.0000 0.0000
0.0011 0.0000 0.0000
0.0017 0.0620 0.0210

0.0000

1.0000

0.0000

0.0000

0.0016

0.0046

Table 3.2 Summary of full latent class model identification and fit statistics

No. of BIC Smallest Entropy
classes class, %

2 1042.85 40.13 0.69

3 1084.09 3.33 0.92

4 974.51 3.58 0.93

5 990.00 3.02 0.89

6 1132.71 2.34 0.87

Table 3.3 Variables

Variables Descriptions
Age (1) Younger than 18
18 to 25 years
26 to 30 years
Gender Male
Female

Marital status

Married/Cohabiting
Separated/divorced/widowed
Single

Educational attainment

Primary or lower
Secondary
Post-secondary

Employment status

Employed
Unemployed
Economically inactive

Number of drugs

0
1
2
Polydrug (>2)

Cost

Average daily cost

Attendance of rehab services Attended

Not attended

Visitor type frequency

Visited
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Not visited

(1) At time of admission

Statistical analysis
Descriptive

In order to identify the factors relating to relapse status and explore the associations among variables
of the dataset, the team conducted the descriptive analysis. Descriptive statistics describe recalled
offenders' demographic characteristics, drug-use history, pre-conviction history, attendance of
rehabilitation services and visitation history. The data set was divided into three groups: no recall
group, relapse group, and non-relapse recall group. By dividing the data set into two groups, the
distinctive features of each group are compared. Distinctive features that are statistically related to
the no-recall group will be identified as protective factors. In contrast, unique features that are
statistically associated with the relapse group will be identified as risk factors. Thus, risk and protective
factors associated with offenders' recall status are being explored through descriptive analysis.

Cox proportional hazard models

Cox proportional hazard models were used to predict the risk of recall/relapse within 12 months and
reoffending within 24 months after discharge and examine the contributing factors. Since the study
period was 12 months and 24 months respectively, offenders who were incarcerated after December
31, 2019 for the recall/relapse study and after December 31%, 2018 for the reoffending study were
excluded because they did not have a full-time follow-up. Offenders whose recall/relapse or
reoffending date was earlier than the discharge date were also excluded from the study due to
potential data errors.

For the offenders remaining in the study, the main outcomes were recalled/relapsed within 12 months
after discharge and reoffending within 24 months after discharge. The follow-up time was calculated
as the number of months between the discharge date and the date of recall/relapse within 12 months
and/or reoffending within 24 months, or 12/24 months, if the offenders did not have any outcome
events or the outcome events, happened after the study period.

Multivariable Cox proportional hazard models were performed separately for recall/relapse within 12
months and reoffending within 24 months including the variables of interest. The adjusted hazard
ratios (HRs) and the corresponding 95% Confidence Intervals (95% Cls) for each model were reported.

3.3 Results

Relapse rate within 12 months

As shown in Table 3.4, 57.9% of all the cases (N=19743) in the current dataset had been recalled
whereas the rest (42.1%) had not been recalled. Among those who had been recalled, 77.5% were
recalled due to drug relapse.

3 Those with potential data errors (recall/reoffend date before discharge date) were excluded from the
analysis.
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Table 3.4 Offenders' characteristics based on recall status

No recall Relapse Non-relapse  No recall vs Relapse vs
recall relapse non-relapse
recall
N=831 N=886 N=257 p-value p-value
N (%) N (%) N (%)
Demographics
Age group <.0001 <.01
Below 18 40 (4.81) 13 (1.47) 13 (5.06)
18-24 398 (47.89) 387 (43.68) 117 (45.53)
25-30 393 (47.29) 486 (54.85) 127 (49.42)
23.86  24.69 (3.40) 23.91 (4.04) <.0001 <.01
Mean age (S.D.) (3.85)
24.00 25.00(22.00- 24.00 (20.00- <.0001 <.05
(21.00- 27.00) 27.00)
Median age (IQR) 27.00)
Gender 0.48 0.55
Female 174 (20.94) 198 (22.35) 62 (24.12)
Male 657 (79.06) 688 (77.65) 195 (75.88)
Biological
Number of drugs in 0.61 <.05
two years
0 26 (3.13) 27 (3.05) 10(3.89)
1 548 (65.94) 601 (67.83) 150 (58.37)
2 192 (23.10) 203 (22.91) 75 (29.18)
>2 65 (7.82) 55 (6.21) 22 (8.56)
Type of drugs
Stimulants 509 (61.25) 520 (58.69) 180 (70.04) 0.28 <.01
Depressants 45 (5.42) 50 (5.64) 28 (10.89) 0.84 <.01
Hallucinogens 409 (49.22) 483 (54.51) 107 (41.63) 0.03 <.001
Marijuana 84 (10.11) 44 (4.97) 17 (6.61) <.0001 0.30
Narcotics 46 (5.54) 52 (5.87) 28 (10.89) 0.77 <.01
Type of drug users 0.03 <.01
Ketamine-user 386 (46.45) 464 (52.37) 99 (38.52)
Cocaine-ketamine- 24 (2.89) 19 (2.14) 7(2.72)
ice user
Diverse user 157 (18.89) 128 (14.45) 47 (18.29)
Ice-user 264 (31.77) 275 (31.04) 104 (40.47)
Internal / psychological
Attendance of rehabilitation programme
Substance abuse <.0001 <.01
0 153 (18.41) 77 (8.69) 31(12.06)
1-2 478 (57.52) 466 (52.60) 105 (40.86)
3-5 61 (7.34) 192 (21.67) 58 (22.57)
6 23 (2.77) 36 (4.06) 12 (4.67)
>6 116 (13.96) 115 (12.98) 51 (19.84)
Marital/family 0.79 (F) <.01(F)
0 654 (78.70) 682 (76.98) 179 (69.65)
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1-2 147 (17.69) 162 (18.28) 52 (20.23)
3-5 4 (0.48) 5(0.56) 5(1.95)
6 25 (3.01) 35 (3.95) 21(8.17)
>6 1(0.12) 2 (0.23) 0 (0.00)
Societal 0.26 (F) <.001 (F)
0 622 (74.85) 681 (76.86) 193 (75.10)
1-2 173 (20.82) 180 (20.32) 43 (16.73)
3-5 0(0.00) 0(0.00) 2(0.78)
6 35 (4.21) 23 (2.60) 19 (7.39)
>6 1(0.12) 2 (0.23) 0 (0.00)
Employment 0.22 (F) 0.22 (F)
0 670 (80.63) 712 (80.36) 200 (77.82)
1-2 121 (14.56) 135 (15.24) 39 (15.18)
3-5 8(0.96) 2 (0.23) 3(1.17)
6 30 (3.61) 31 (3.50) 13 (5.06)
>6 2 (0.24) 6 (0.68) 2(0.78)
Community 0.90 (F) 0.10 (F)
functioning
0 714 (85.92) 769 (86.79) 209 (81.32)
1-2 77 (9.27) 82 (9.26) 31 (12.06)
3-5 8(0.96) 8 (0.90) 2 (0.78)
6 30 (3.61) 26 (2.93) 15 (5.84)
>6 2 (0.24) 1(0.11) 0(0.00)
Social/environmental
Parents 723 (87.00) 562 (63.43) 151 (58.75) <.0001 0.17
Children 62 (7.46) 35 (3.95) 11 (4.28) 0.002 0.81
Grandparents 71 (8.54) 29 (3.27) 7(2.72) <.0001 0.66
Siblings 446 (53.67) 230 (25.96) 60 (23.35) <.0001 0.40
Other relatives and 720 (86.64) 562 (63.43) 149 (57.98) <.0001 0.11
friends
Visitation per year
Mean visitation per 34.78 10.60(13.39) 9.58 (13.88) <.0001 0.29
year (S.D.) (24.95)
31.00 7.00 (3.00- 6.00 (2.00- <.0001 <.05
Median visitation per (17.00- 13.00) 12.00)
year (IQR) 47.00)
Marital status <.01 0.14
Single 709 (85.32) 706 (79.68) 204 (79.38)
Married/Co 99 (11.91) 156 (17.61) 40 (15.56)
habiting
Separated/Divorced 23(2.77) 24 (2.71) 13 (5.06)
/ Widowed
Educational 0.64 0.58
attainment
Primary or below 36 (4.43) 38 (4.31) 9(3.52)
Secondary 768 (94.46) 837 (95.01) 244 (95.31)
Post-secondary 9(1.11) 6 (0.68) 3(1.17)
Employment status 0.42 0.83
Unemployed 380 (47.26) 408 (46.63) 125 (49.02)
Employed 402 (50.00) 451 (51.54) 126 (49.41)
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Economically 22 (2.74) 16 (1.83) 4 (1.57)

inactive

Number of convictions <.0001 <.001
0 530 (63.78) 439 (49.55) 108 (42.02)
1 189 (22.74) 208 (23.48) 66 (25.68)

T 24 101 (12.15) 205 (23.14) 56 (21.79)

é 5-9 11 (1.32) 33 (3.72) 25(9.73)

£ >9 0 (0.00) 1(0.11) 2 (0.78)

e: The number of respondents for variables “educational attainment” and “employment status”
<. Not add up to total because of missing information.

Recall rate (i.e., first recall) within 12 months supervision period

The recall probability is shown in Figure 3.1. Among all offenders included in the dataset,
approximately 60% of the offenders had been recalled within the 12 months supervision period.
Around 50% of this population had been recalled within 7 months of discharge. Among those who
were recalled (i.e., first recall), 53.6% were recalled within three months and approximately 60% were
recalled within 4 months post-of discharge. It is worth mentioning that the first 2 months have the
largest drop in survival probability, indicative of the first few weeks after discharge being the most
challenging.

Figure 3.1 Recall probability within 12 months

Time

Number at risk

1974 1577 1123 944 841

Time

Descriptive on recall status

As shown in Table 3.4, the average visitation for the relapse group (M=10.60, SD=13.39) is significantly
lower than those with no recall order (M=34.78, SD=24.95), indicating a protective effect provided by
visitation. Among those who relapsed, 50% have had previous conviction(s). This is significantly higher
than the proportion among the no-recall group as only about 36% of this group have had previous
conviction(s).

Factors associated with the likelihood of relapse
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We examined the association between offenders' characteristics and relapse status. Estimates from
the regression models are reported in Table 3.5. From the results, four risk factors and one
protective factor are found to be significantly associated with relapse. Consistent with hypotheses,
visitation and conviction history are predictors of relapse. Offenders with five or more previous
convictions were more likely to relapse than those with no prior conviction. More visitations during
incarceration, on the other hand, decreases the likelihood of relapse. In contrast with our
hypothesis, offenders aged 18-24 are more likely to relapse than their younger counterparts.
Surprisingly, the number of rehabilitation programmes attended by offenders is positively correlated
with the chance of being recalled, indicating that offenders who attended more rehabilitation
programmes are more likely to relapse. The results at the face value looked counterintuitive.
However, during the post-hoc interview with correctional officers at the CSD, it was found that the
apparent results may be related to the existing rehabilitation practices in the institutions. As told by
the correctional officers, given resource constraints, rehabilitation support would be prioritized for
those who had exhibited a greater risk of reoffending upon entry into the system. In other words,
there were ‘selection biases’ given those who received the rehabilitation service were those who
were predicted to have a greater risk. Given the results, we caution the readers to simply interpret
the rehabilitation service was “not effective”. Instead, a more balanced view takes into account the
bias introduced by natural selection. Should rehabilitation support was not prioritized for this group,
the recalling and reoffending rates of the DATC might be even higher.

Not mentioned in the hypothesis, offenders who were married/cohabiting have a higher chance of
relapse during supervision. This may seem counterintuitive given that higher visitation is associated
with reduced relapse. Relationship issues or bad influences from partners might explain the high
relapse rate among married/cohabiting offenders.

Table 3.5 Logistic regression and Cox regression on the likelihood of relapse during the supervision
period

Logistic regression
OR (95% Cl)

Cox regression
HR (95% Cl)

Demographics

Age group
Below 18
18-24
25-30

Gender (female as reference)

Reference

3.74 (1.56-9.58) **
2.70(1.11-7.02) *
1.00(0.71-1.41)

Reference
2.22(1.14-4.34) *
1.94 (0.99-3.82)
0.95 (0.78-1.15)

Biological

Number of drugs in two years
0
1
2
>2

Type of drug users
Ketamine-user
Cocaine-ketamine-ice user
Diverse user

Reference
0.98 (0.45-2.09)
1.01 (0.44-2.27)
0.78 (0.29-2.05)

Reference
0.65 (0.24-1.77)
0.73 (0.49-1.10)

Reference
0.99 (0.64-1.53)
1.05 (0.66-1.67)
0.84 (0.48-1.47)

Reference

0.92 (0.52-1.64)
0.75 (0.60-0.95) *
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[ce-user

0.78 (0.58-1.04)

0.87(0.74-1.02)

Internal / psychological
Attendance of rehabilitation
programme

Substance abuse
Marital/family

Societal

Employment
Community functioning

2.33 (1.61-3.37) ***
1.26 (0.93-1.72)
1.21 (0.90-1.65)

1.47 (1.05-2.06) *
1.51 (1.02-2.24) *

1.71 (1.34-2.17) ***
1.04 (0.88-1.23)
1.10 (0.93-1.30)

1.31 (1.09-1.57) **
1.25 (1.02-1.54) *

Social/environmental
Number of visitations per year
Marital status

Single

Married/Co  habiting

Separated/Divorced / Widowed
Educational attainment

Primary or below

Secondary

Post-secondary
Employment status

Employed

Unemployed

Economically inactive
Number of convictions

0

1

2-4

>4

0.91 (0.90-0.92) ***

Reference
1.65 (1.16-2.36) **
1.14 (0.54-2.48)

Reference
0.98 (0.52-1.81)
0.87 (0.19-4.23)

Reference
0.98 (0.75-1.28)
0.96 (0.40-2.32)

Reference

0.74 (0.55-1.00) **
1.16 (0.82-1.64)
1.86 (0.85-4.41)

0.94 (0.93-0.94) ***

Reference
1.35 (1.12-1.61) **
1.15 (0.75-1.75)

Reference
0.96 (0.68-1.35)
1.04 (0.44-2.49)

Reference
0.99 (0.86-1.15)
1.26 (0.76-2.09)

Reference

0.86 (0.72-1.02)
1.18 (0.98-1.42)
1.69 (1.17-2.43) **

Drug-related re-offend rate within 24 months

Table 3.6 Characteristics of the study sample by drug-related re-offend status

Drug-related re-offend Others
N=125 N=1786 p-value
N (%) N (%)
Demographics
Age group 0.012
Below 18 6 (4.80) 60 (3.36)
18-24 71 (56.80) 796 (44.57)
25-30 48 (38.40) 930 (52.07)
Mean age (S.D.) 23.22 (3.20) 24.32 (3.72)
23.00 (21.00-26.00) 25.00 (21.00-27.00)
Median age (IQR)
Gender 0.458
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Female 31 (24.80) 392 (21.95)
Male 94 (75.20) 1394 (78.05)
Biological
Number of drugs in two 0.550
years
0 6 (4.80) 54 (3.02)
1 85 (68.00) 1172 (65.62)
2 25 (20.00) 431 (24.13)
>2 9(7.20) 129 (7.22)
Type of drugs
Stimulants 79 (63.20) 1084 (60.69) 0.579
Depressants 9(7.20) 108 (6.05) 0.603
Hallucinogens 57 (45.60) 932 (52.18) 0.154
Marijuana 2 (1.60) 128 (7.17) 0.017
Narcotics 10 (8.00) 113 (6.33) 0.461
Type of drug users
Ketamine-user 55 (44.00) 885 (49.55) 0.260
Cocaine-ketamine-ice 2 (1.60) 46 (2.58)
user
Diverse user 18 (14.40) 291 (16.29)
Ice-user 50 (40.00) 564 (31.58)
Internal / psychological
Attendance of rehabilitation
programme
Substance abuse 0.0005
0 16 (12.80) 242 (13.55)
1-2 49 (39.20) 965 (54.03)
3-5 36 (28.80) 269 (15.06)
6 7 (5.60) 62 (3.47)
>6 17 (13.60) 248 (13.89)
Marital/family 0.037 (F)
0 86 (68.80) 1390 (77.83)
1-2 30 (24.00) 309 (17.30)
3-5 2 (1.60) 11 (0.62)
6 6 (4.80) 74 (4.14)
>6 1 (0.80) 2(0.11)
Societal 0.250 (F)
0 90 (72.00) 1370 (76.71)
1-2 28 (22.40) 342 (19.15)
3-5 0(0.00) 2(0.11)
6 6 (4.80) 70(3.92)
>6 1 (0.80) 2(0.11)
Employment 0.016 (F)
0 96 (76.80) 1433 (80.24)
1-2 19 (15.20) 269 (15.06)
3-5 0(0.00) 12 (0.67)
6 6 (4.80) 66 (3.70)
>6 4 (3.20) 6 (0.34)
Community functioning 0.001 (F)
0 92 (73.60) 1539 (86.17)
1-2 22 (17.60) 168 (9.41)
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3-5 3 (2.40) 15 (0.84)
6 7 (5.60) 62 (3.47)
>6 1(0.80) 2(0.11)
Social/environmental
Parents 86 (68.80) 1305 (73.07) 0.300
Children 2 (1.60) 101 (5.66) 0.052
Grandparents 6 (4.80) 95 (5.32) 0.802
Siblings 40 (32.00) 675 (37.79) 0.196
Other relatives and 80 (64.00) 1297 (72.62) 0.038
friends
Visitation per year
Mean visitation per year 13.92 (14.26) 20.87 (22.94) <.0001
(S.D.)
Median visitation per year 10.00 (5.00-16.00) 13.00 (5.00-31.00) 0.007
(IQR)
Marital status 0.019
Single 97 (77.60) 1467 (82.14)
Married/Co  habiting 19 (15.20) 270 (15.12)
Separated/Divorced / 9(7.20) 49 (2.74)
Widowed
Educational attainment 0.819
Primary or below 6 (4.80) 65 (3.69)
Secondary 118 (94.40) 1682 (95.46)
Post-secondary 1(0.80) 15 (0.85)
Employment status 0.896
Unemployed 57 (45.60) 834 (47.71)
Employed 65 (52.00) 876 (50.11)
Economically inactive 3(2.40) 38(2.17)
Number of convictions 0.844
0 64 (51.20) 970 (54.31)
1 32 (25.60) 422 (23.63)
2-4 23 (18.40) 329 (18.42)
>4 6 (4.80) 65 (3.64)
Relapse within one year 80 (64.0) 775 (43.39) <.0001

Note: The number of respondents for variables “educational attainment” and “employment status”
did not add up to total because of missing information.

Descriptive on re-offending status

Presented in Table 3.6, the average visitation for drug-related re-offenders (M= 13.92, SD=14.26) is
significantly lower than those who re-offend with non-drug related crime. (M=20.87, SD=22.94).
Among those who re-offend with a drug-related crime, 64% relapsed during the supervision period.
This is significantly higher than the proportion among the non-drug-related re-offending group as only

about 43% of this group relapsed.

Table 3.7 Logistic regression and Cox regression on the likelihood of drug-related re-offending within

24 months

Logistic regression

Cox regression
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OR (95% Cl) HR (95% Cl)
Demographics
Age group
Below 18 Reference Reference
18-24 0.54 (0.22-1.54) 0.53 (0.22-1.26)
25-30 0.27 (0.10-0.81) * 0.27 (0.11-0.70) **
Sex (female as reference) 1.32(0.75-2.42) 1.32(0.75-2.30)
Biological
Number of drugs in two years
0 Reference Reference
1 0.51 (0.18-1.60) 0.51(0.19-1.42)
2 0.37 (0.11-1.25) 0.37 (0.12-1.12)
>2 0.45(0.11-1.83) 0.45 (0.12-1.64)

Type of drug users
Ketamine-user
Cocaine-ketamine-ice user
Diverse user
Ice-user

Reference
0.61 (0.09-2.83)
0.80 (0.39-1.56)
1.25 (0.81-1.95)

Reference
0.64 (0.13-3.15)
0.81 (0.42-1.57)
1.23 (0.81-1.85)

Internal / psychological
Attendance of rehabilitation programme
Substance abuse
Marital/family
Societal
Employment
Community functioning

1.15 (0.66-2.13)
1.55 (0.99-2.38)
1.22 (0.76-1.94)
1.09 (0.66-1.77)

2.07 (1.26-3.33) **

1.18 (0.68-2.04)
1.50 (0.99-2.26)
1.18 (0.76-1.84)
1.07 (0.67-1.70)

1.97 (1.26-3.10) **

Social/environmental
Number of visitations per year
Marital status

Single

Married/Co  habiting

Separated/Divorced / Widowed
Educational attainment

Primary or below

Secondary

Post-secondary
Employment status

Employed

Unemployed

Economically inactive
Number of convictions

0

1

2-4

>4
Relapse within one year

0.99 (0.98-1.00)

Reference
1.20 (0.69-2.02)

3.91 (1.62-8.66) **

Reference
0.68 (0.29-1.84)
0.72 (0.03-5.65)

Reference
0.90 (0.60-1.35)
1.07 (0.25-3.20)

Reference
1.10 (0.68-1.76)
0.99 (0.56-1.71)
1.61 (0.57-3.89)

3.07 (1.98-4.86) ***

0.99 (0.98-1.00)

Reference
1.16 (0.70-1.94)

3.16 (1.53-6.55) **

Reference
0.69 (0.30-1.60)
0.70 (0.08-6.06)

Reference
0.91 (0.63-1.34)
1.03 (0.32-3.32)

Reference
1.10(0.71-1.72)
0.99 (0.59-1.67)
1.58 (0.65-3.81)

2.92 (1.90-4.49) ***

Factors associated with the likelihood of re-offend drug-related crime

We examined the association between offenders' characteristics and re-offend status. Estimates
from the regression models are reported in Table 3.7. From the results, three risk factors and one
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protective factor are significantly associated with re-offend of drug-related crime. Consistent with
earlier findings on recall status, offenders who attended more rehabilitation programmes are more
likely to reoffend. In contrast with results on recall status, separated/divorced/widowed offenders
are more likely to re-offend with drug-related crimes than their single counterparts. In addition,
those who relapsed during the supervision period have a higher chance to re-offend within 24
months.
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Chapter 4 Interview-based exploration of the treatment and
rehabilitative process

In view of the complex and interrelated nature of the drug rehabilitation and treatment system for
offenders in Hong Kong, interviews represent an important way to elucidate the strengths in the
existing system, as well as areas for improvement. After interviewing service operators and ex-
offenders, a number of positive attributes, as well as three main areas for improvement were
identified at the prosecution to the pre-trial stage, pre-sentencing stage, and correctional to
reintegration stage. The positives include the use of pre-existing resources available from community
stakeholders such as court outreach and duty lawyer schemes that aim to provide support to service
users before trials. Counselling and career mentoring at the correctional stage were also impactful. In
line with previous literature, the interviews also pointed to areas where services could be made more
efficient through enhanced coordination between different stakeholders in the system. The first
opportunity for improvement concerns early intervention at prosecution and pre-trial, which may be
involved if referral mechanisms connect arrestees to community resources earlier. The second theme
focuses on the availability of information at pre-sentencing that could be addressed by setting up an
updated legal protocol with key guidance from different disciplines. Finally, the last theme highlights
opportunities for enhancement in care and rehabilitative services for offenders at the correctional and
reintegration stage, such as through an expansion of services, service re-organization and
strengthened coordination between different parties during the process of community re-integration.

Research questions

As discussed in Chapter 2, a complex adaptive system framework provides a means to understand the
dynamics within the T&R system. In the current study, the drug treatment and rehabilitation system
for offenders will be evaluated under the framework of CAS to identify strengths, gaps and
opportunities in the system. In particular, the team explores the following research questions:

1. How is the drug treatment and rehabilitation system self-organized in Hong Kong?
2. To what extent does the existing drug treatment and rehabilitation system for offenders in
Hong Kong exhibit signs of coordination (or fragmentation) and how might this be improved?

4.1 Methods

Study design and participants

This qualitative study collected data via desktop research and semi-structured interviews. The team
has conducted systematic desktop research to depict the drug rehabilitation system for offenders at
different stages. To validate the information, the team interviewed 100 (ex-)offenders and 30
stakeholders from different NGOs, e.g. the Evangelical Lutheran Church Social Service (ELCSS),
Operation Dawn, Christian New Life Association, Caritas Wong Yiu Nam Center and The Society of
Rehabilitation and Crime Prevention Hong Kong (see Appendix 1). In addition, the team also engaged
with the superintendent and commissioners at the rehabilitative units of CSD to better understand
the rehabilitation and recovery system for young offenders in both criminal justice and community
settings. The interviews with the related stakeholders were conducted to advise the team to illustrate
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the process of the drug rehabilitation system for offenders as well as the functions and interactions
between different agencies.

Young-age offenders in this study refer to offenders aged below 41. Statistics from the CRDA showed
that approximately 45% of the offenders with a history of illicit drug abuse being readmitted to CSD
institutions are aged under 41. Reducing drug abuse behaviour among this group will be crucial to
reduce the overall social costs related to drug abuse in Hong Kong, because of their higher likelihood
of staying in the correctional service infrastructure in the long run which creates a substantial social
and economic burden to the system and the society.

Data collection

Individual and focus group interviews were conducted with stakeholders and (ex-)offenders face-to-
face and via Zoom to document their experience going through or operating at the drug rehabilitation
system, after obtaining informed consent. The interviews were conducted by the team with guiding
questions (Appendix 2).

Data analysis

The interviews were recorded, transcribed and coded. The researchers made notes and reflected on
the interviews to develop familiarity with the data. Thematic analysis was applied to identify stages
and components of the drug rehabilitation system. Then, researchers map out the rehabilitation
system by stages in inference to the Chandler et al. (2008) paper. The complex adaptive system theory
(Anaf, Drummond & Sheppard, 2007) was utilized to illustrate the interrelatedness of different
agencies within the whole drug rehabilitation system. In addition, the strengths and weaknesses of
each stage were identified for further processing to derive recommendations.

4.2 Findings

4.2.1 Opportunities for early intervention

The first theme identified is the importance of early intervention and the opportunity for building on
this during the stage from prosecution to pre-trial. Prosecution refers to the point where the police
decide whether or not to press charges after a series of investigations, whereas pre-trial is the period
waiting for trial, and usually lasts from two weeks to six months. Psychiatrists and service operators
interviewed make clear that the prognosis for drug addiction is time-dependent and that earlier
intervention is associated with fewer long-term harms and better treatment outcomes. Additionally,
the retired judge interviewed noted that participating in drug rehabilitation before the court would
leave a good impression, showing remorse and intention for change, hence, would be beneficial for
sentencing. In order to response to the sharp rise of psychoactive drug abuse among offenders, the
same retired judge also recalled that the judiciary once had an internal discussion to consider whether
a drug court would be set up to tailor the judiciary process and sentencing options in early 2000
(Narcotics Division, 2008). The discussions included the idea of providing training on novel drugs,
taking behaviours, treatment and rehabilitation needs. The ideas were not further developed due to
the constraints of cost. The service operators interviewed in this study are still holding an open mind
to this idea. At the same time, to support the judge to have an in-depth understanding of the
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convicted person who is involved in drug abuse, a psychiatrist with expertise in drug abuse and drug
T&R is also suggested to be called before the sentence.

‘[Treatment] the earlier the better, drugs induce brain changes in which delay
changes may complicate the case and take longer to treat (Service Operator)’

‘Early intervention is good, at least it helps to show the young person’s intention to
make positive changes to their lives, | would say having record of going into services
before sentencing will look better in their case (Service Operator)’

‘Involvement of psychiatrists who are familiar with drug T&R ensure the Judge can
make a possible tailored rehabilitation focus sentence on a drug abuser (Psychiatrist
with expertise on drug T&R)’

‘The psychoactive drug trend changes all the time. The hidden drug use going longer
in time. A timely expert assessment surely can help inform the court to consider the
sentence closer to the drug treatment need (Service Operator)’

Community stakeholders such as family, HA, employers, and NGOs are available to help when
arrestees are released back to the community either on bail or released. However, the interviews
suggested there may still be an opportunity for greater involvement from the community. The point
was made that community members are helpful in protecting abusers from negative peer influence,
as part of a “support network” and that more is needed.

‘We need more social workers, teachers and parents to assist in rebuilding the
social support networks ...so that we won’t go back to the original context...meet
back with drug peers (Service User)’

‘We have observed the positive impact of offenders in their case in the court as
well their own health and rehabilitative mindset, we do court outreach but with
the limited information of the arrestees, we find it quite hard to engage or even
spot arrestees (Service User)’

‘Provide professional training and supervision to the rehabilitated ex-users brings
in effective supports to the rehabilitation of both under rehabilitation and
strengthening those rehabilitated in the community...not easy to allow PC to serve
inside the ide CSD due to security reason (Service Operator)’

The opportunity for involving social workers at the prosecution for early intervention was identified
by multiple users, and it was pointed out that providing clearer expectations and readiness for the
suspect “would be better”. Specifically, some users reflected that the decision-making process at the
later stage in sentencing, and treatment motivation, would be helped along with they were more
informed via the presence of a social worker at prosecution.

‘I don’t know that | need to call a lawyer. How would | know...well yes, of course
having a social worker at this stage would be better...At least | know where to go
and what to expect (Service User)’

‘I will probably choose other institutions during sentencing with more motivation
to change if | have social workers with me earlier on before trial...picking on that
is right for me (Service User)’
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Interviewees have suggested that the conflicting interests of different stakeholders provide an
explanation for the relatively limited early intervention. Service operators identified divergent
interests between police and NGOs where the police’s focus may at times be more on regulating social
orders and conducting arrests to reduce crime, whereas NGOs or other community stakeholders may
be concerned more with rehabilitating drug abusers across a longer time perspective.

‘Drug abusers will be labelled as criminals. They won’t be provided with services.
Police's interest concerns more on information of drug trafficking rather than
rehabilitating drug abusers. It is difficult for NGO to work with police because this
will may be difficult to establish trust with clients (Service Operator)’

The contrasting priorities of stakeholders may explain the absence of a formal referral mechanism for
police to community stakeholders. Even though service operators were aware and ready to intervene
in prosecution, engagements were constrained by the limited information regarding arrests.

‘So, currently, there is no mechanism aiming to attach social workers for each
case ...We (NGO operators) find it very difficult to target arrestees because PODD
cases are not like family abuse cases where police will refer or provide information
about social workers and services for them. (Service Operator)’

Potential suggestions

The comments illustrated that the opportunity to involve community stakeholders affects offenders
at each stage of the judicial process, from being charged to release. Despite having existing available
supporti.e., court outreach and duty lawyer schemes, the resources could be more accessible to users,
as mentioned by some service operators and users themselves who “wouldn’t know who to call”. With
the challenges of accessing services at prosecution, some users reflected feelings of helplessness and
stress that they believed contributed to their relapse.

‘No...no social worker approached me...I didn’t know I need a lawyer, even if | did,
I wouldn’t know who to call....I take more drugs while waiting for trial...| was so
stressed and | didn’t know what to do...so | took drugs...I don’t know that | need
to call a lawyer...How would | know... (Service User)’

‘The gap in the system may be those who have drug taking habits but not being
detected by legal enforcements. Alternatively, others who have been released due
to insufficient evidence have no support unless they are under the attention of
social workers originally. But, those who have gone through the criminal justice
system doesn’t mean they will be under the wings of social workers for follow up
either. (Service Operator)’

Both service operators and users have provided recommendations to enhance early intervention, for
greater treatment effectiveness. Service operators suggested that establishing a legal protocol to refer
both charged and discharged arrestees to social workers or community members at the prosecution
stage would be helpful. As reflected by service operators, referral mechanisms are present in the
existing system such as the Police Superintendent’s Discretion Scheme (Scheme) and for family abuse
cases. Police proactively refer cases aged below 18 under the Scheme or family abuse arrestees to
social workers. Similar mechanisms being applied for drug-related cases will be preferable.

‘Establish a system of referral after being arrested for the drug abuser upon arrest
pretrial on bail and after conviction.... we can take reference from family abuse cases
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that they have a legal protocol and referral systems for that...this can be applied to
drug-related cases too (Service Operator)’

‘Well...it is not a new mechanism...they have a referral system CSSS a for young
offenders under 18 (Police Superintendent’s Discretion Scheme) ...it is just that those
who are over 18 is not served....it can be a referencing for a new referral system for
those over 18 ... for drug-related cases (Service Operator)’

4.2.2 Enhancing information for decision making

The second theme pinpoints the importance of good information in decision making at pre-sentencing.
Pre-sentencing is the stage where the judge collects information about the offender by requesting
suitability reports to make appropriate sentencing decisions. The current policy has a limited sharing
mechanism to bring interdisciplinary expertise together for well-informed decision making. Service
operators suggested that a needs assessment conducted by experts would be useful for maximizing
the effectiveness of treatments.

‘Psychiatric reports are important and cost saving because the judge wouldn’t know
everything about mental problems...offenders go down to the [criminal justice]
process without being detected...the guards and officers at DATC or prisons wouldn’t
know how to deal with their mental problems because it is not their expertise as
well...how do you treat them when you don’t know their needs .and they are sent to
a place without sufficient support...of course they will relapse and develop
psychiatric problems that threatens people around... going in and out of the
hospital” (Service Operator)’

The findings from the interview with stakeholders have suggested two factors related to the
information deficit in decision making; one being the lack of widespread consensus on the need of
offenders, and the other being resource constraints that contribute to the incomprehensive
information provided during the sentencing decision. Psychiatrists noted that having an awareness of
community resources and perspectives while under supervision would be important for rehabilitation,
and would complement the legal point of view and guidelines informing the sentencing decisions of
judges. Despite the judge in the interview expressing concerns for the rehabilitation of offenders, the
sentencing options were constrained by the legal guidelines and the preset law. The suitability of
sentencing decisions depends on how up-to-date and rehabilitative the legal framework’s views are
towards the needs of offenders with drug abuse. The potential for a drug courts model was noted,
and it was pointed out that it’s not a new topic of consideration but that resource constraints have
prevented the adoption of such a model in Hong Kong. Nevertheless, it was made clear that lessons
could be learned from such models.

‘I think different stakeholders hold different views, we tend to think probation
orders will be possessing the least negative impact as compared to CSD
custodies...locking them up is really trying to deter them if not placed with effective
rehabilitative services. DTRCs however provide more biopsychosocial support and
more in touch with the community...at least they can be more accessible to
diversified community services under supervision (Service Operator)’

‘Sometimes, | will see what | can do to help the youths to turn around...but, the
[sentencing] decisions really vary from judge to judge and their experiences... Drug
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court is no new concept in HK but we don’t have enough resources to allocate
particular judges for drug cases, they [cases] are very repetitive (Service Operator)’

A stronger consensus on the merits of a rehabilitation view and the appropriate allocation of resources
would facilitate a sharing mechanism to bring interdisciplinary expertise together for optimal decision
making. Some service operators put forward the view that the absence of a platform for
comprehensive information from doctors and community stakeholders hindered judges in making
optimal sentencing decisions. Similarly, even with long-term exposure and insight into treatment plans
to inform sentencing decisions, some doctors discussed the difficulty in communicating professional
opinions at pre-sentencing as a result of the absence of any existing sharing platform to inform
sentencing decisions.

‘Lack of current law system and/or policy about providing the judges background
information of drug offenders for judgment...lack comprehensive evaluation of the
offenders' needs: court proceeding and sentencing is only determined by the
judge... but lacking the views of social workers, family, school, doctors, labour
department (Service Operator)’

‘We (doctors) would suggest indirectly to the judge to see if sentencing options
alternative to incarceration would be possible. ...So, we would do it voluntarily but
I have never tried having judge asked me to write the letter...the judge will never
proactively request for our medical advice (Service Operator)’

Potential suggestions

The interviews suggested that reoffending and readmission to hospitals could be prevented
through needs being better detected at pre-sentencing. The interviewed judge shared that the
sentencing decision is “based on the law guidelines and accumulated experience from previous cases”
with little involvement of other stakeholders who may be able to inform the judge about the most
appropriate treatment plan and option. Some service operators questioned whether the sentencing
of judges’ experience alone is sufficient to make appropriate decisions catering to the biopsychosocial
needs of those with complex drug problems and a higher risk of reoffending.

‘Well..we [judges] make sentencing decisions based on the law guidelines and
accumulated experience from previous cases...what reports to ask for...but from
experience...serious cases traffickers will be sentenced to prison...| see them
[reoffend] multiple times... (Service Operator)’

‘The penalties of drug offences are not proportionate to the severity of
drugs...sentencings are only made based on the toxin level less on the medical social
mental and physical needs... the reoffending and relapse rate is so high but there is
no specific system addressing the sentencing or support for habitual drug abusers.
the judge wouldn’t know it all in how to make the [sentencing] decision...they just
sentence reoffenders to prison if they have re-offend too many times ...but is it
useful? | don’t think so (Service Operator)’

In particular, those with social and mental health problems seem to be more vulnerable to the effects
of an information deficit in sentencing decisions at the court, hence a higher risk of relapse and
reoffending. Some service users shared that psychiatric problems often had not been detected or
treated in previous convictions, leading to repeat offences and hospital readmission.
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‘I reoffended two months out because of wounding my dad's friend under the
influence of meth...| felt like he is going to hurt me so | hit him. the court didn’t ask
for DATC report. or psychiatric report...Siu Lam didn’t accept my admission so | was
sentenced to prison for two months (Service User)’

‘I reoffended three times, no one asked for psychiatric report ...I developed
hallucinations...l think my family members were going to hurt me... | shouted at
them a lot my mum called 999 and sent me to Castle Peak Hospital...yes...| went
"high" for a few times and were sent to the hospital by the ambulance before
(Service User)’

Different service operators consistently suggested updating the sentencing guidelines by consulting
multidisciplinary expertise to facilitate a well-informed sentencing decision. As mentioned by some
service operators, greater involvement of other stakeholders is aligned with the international practice
where drug courts involve different helping professionals to make a collective judgment on the
sentencing and treatment decision. Also, taking the resource constraints and previous practice into
account, an updated sentencing guide considering more of the “incentive, social, psychological” needs
in consultation with “NGO, social workers and HA” may help to make a more tailor-made sentencing
decision for prevention of relapse and reoffending.

‘Medical report should be asked for in the court considering the mental health
impact placed by most illicit drug....and involve various helping professionals like
those in the drug court from international practice...involving multidisciplinary
advice is what the World Health Organization suggest (Service Operator)’

‘Set up updated sentencing guide specifically for drug related cases and offences
considering incentive, social, psychological.... multiple factors in discussion with
NGO social workers HA etc (Service Operator)’

4.2.3 Improvements to care and rehabilitative services

The final theme identified concerns care and rehabilitative services at the correctional and
reintegration stage. The correctional stage is where the offenders have been held in custody under
correctional settings in CSD, SWD or under community settings probation orders. The reintegration
stage is addressing the period upon release, for example, the supervision period for DATC. This theme
focuses on the care and rehabilitative services specifically at CSD including prisons, DATC, Training
Centre (TC), Rehabilitation Centre (RC) and Detention Centre (DC).

The experience of having counselling, career training and medical advice seem to bring positive
outcomes in internal recovery motivation, adaptation during detention and reintegration into the
community. Interviewees suggested a positive impact of peer counseling on treatment motivation.
Some service users shared the significant role of peer counsellors as “role models” incentivizng them
to make “some positive changes” to their lives. It was also expressed that the presence of peer
counsellors was helpful in stimulating self-reflection and goals to enhance motivation to turn their
lives around.
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‘It will be useful if there are peer counsellors who share similar experience, can
click with you right away, or social workers who talk to you like friends like those
in DTRCs. They provide opportunities to reflect ourselves and our family
relationships and our goals. As | think most drug abusers don’t have anyone to
talk to and don’t know how to....we are always in our own worlds... so it will be
helpful if social workers/peer workers can talk to us when we are under
detention (in prison)..a lot of us have no direction...we don’t know what to do
when we are out...they make me want to make some positive changes to my
life (Service User)’

‘Yes...| think it is useful to meet with social workers...they are very
caring...especially the peer counsellors... it’s so easy to click with them...they
increase my motivation to make a change as they act as a role model that | can
have a better life (Service User)’

A stable and protective environment for reintegration has been suggested by service operators as
being crucial to maintain drug abstinence. Effective career training and planning have also been
credited as support activities for healthy reintegration. Some service users described finding their
“passion and interest” has helped them to find a job away from the previous risky environment,
facilitating drug abstinence.

‘They [offenders with drug abuse problems] need a protective environment to
protect them from relapse...going back to their negative peer with easy access
of drugs is not helpful...building a new connection and job scene would help
(Service Operator)’

‘The career planning and training is not helpful because the skills we learnt are
very superficial in prison. they will arrange a job for you when you are out but
the salary is only S8000 plus you don’t like the job...the trainings in DTRCs are
helpful...l found my passion and interest and also got my license...it helps me to
stay away from drugs (Service User)’

Apart from peer counselling, career training that establishes positive social networks and goals and
treatment addressing biological needs are helpful to maximize treatment effectiveness. This is where
doctors and psychiatrists are helpful in treating and supporting offenders with any medical conditions.
Psychiatrists expressed the positive impact of medical support particularly for the mental and
physiological side effects and symptoms of drug abuse. Some service users posited consistent views
that medical advice had helped to relieve physical discomfort and negative experiences during
detention.

‘Medical support and advice are needed for offenders...a lot of them experience
psychiatric symptoms...physical withdrawal symptoms...their behaviours may
affect other offenders or they may be isolated and bullied...this will just worsen
their conditions...they [CSD] officers wouldn’t know what to do...they are not
superman...having doctors can help to lay off their burdens (Service Operator)’

‘Yes...I am very glad that the nurse treated me and taught me what to do...at
least it is much easier for me to overcome days in the prison as compared to my
previous conviction where | was being discriminated because | kept
experiencing urinary incontinence (Service User)’

Some ex-offenders and service operators suggested that the care and rehabilitative services in the
current drug T&R system leave room for improvement. The combined opinions concluded from
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interviews with service users and providers indicated three limitations in care and rehabilitative
services, one pointing to the problem of resource constraints, the second stemming from the limited
awareness of the needs of offenders, and the last being limited coordination between different parties.

One area of concern involves staffing. For welfare officers, the heavy workload and often limited
training in counseling offenders can be tiring. At the correctional stage, service users have shared that
they received no drug-specific rehabilitation services in DATC, and are concerned that the conflicting
role of welfare officers as both authority figures and counselors may be counterproductive. The
informants also noted the lack of support at reintegration, possibly due to the heavy workload of
officers to take care of the offenders while dealing with administrative issues such as referral forms
and connections. Similarly, the problem of under-resourcing is also observed in the lack of health
support at community reintegration. Some service operators expressed that “under manpower” in HA
made it difficult to collaborate with NGOs in the community clinics or knowledge dissemination at
reintegration. This helps to explain the limited accessibility of psychiatric services for the discharged.

‘There is not any kind of drug rehabilitation in DATC...there is a welfare officer
to do counselling but they are CSD officers...they won’t help you... (Service User)’

‘Doctors don’t have time to come to the meeting and discuss the drug
conditions with NGO operators.... there are no stationed psychiatric nurses in
DATC as well...there are insufficient resources.... referral forms were only sent
out few months later their released...we couldn’t start one single case (Service
Operator)’

The awareness of CSD officers about the needs of offenders influences the type and quantity of
services provided. Community stakeholders such as NGOs who serve in the community are often more
in touch with the current drug scene and the needs of different drug users and drug types. The insights
of NGOs and services provided may help to complement those inside DATC. However, as described by
CSD officers, although there are over 100 collaborating community partners with CSD in prisons, few
of these were approved under DATC. Some service operators explained that the stringent application
procedures and limited information about the existing services in CSD hindered the collaboration
between CSD and community services. Thus, despite community stakeholders being ready with
sufficient resources and skillsets to provide services, they were unable to deliver services to the
detention centres at the correctional stage.

‘We didn’t apply for CSD bidding because we have little information to know
about what is going on inside (CSD institutions), we don’t know what is
expected, what are the existing services provided or the needs of the offenders
(Service Operator)’

‘I wrote letters to the CSD superiors to apply to conduct workshops and drug
rehabilitation activities (in DATC, prisons) but | got rejected. They tend to only
collaborate with existing cooperation partners...SRACP is probably the only
collaboration body with CSD, not many other community organizations are
approved to collaborate with CSD (Service Operator)’

The potential for more tailored rehabilitative services may be realized through greater coordination
between CSD and community providers. Some service operators have described the separation of
roles and services for offenders, with CSD responsible for custodial services in the correctional stage
and NGOs placing more resources and efforts into reintegration support.
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‘The mindset of everyone is thinking about what they can do and what can be
enhanced. Social services operators believe their role in the CSD centres are very
limited and so less discussion is placed on how to collaborate with CSD. The
focus will be placed more on how to support those who have just been
discharged (Service Operator)’

‘I think we are all doing our own thing, CSD doing their own thing, NGO as
well...HA is always busy..not much collaboration..we don’t know what
programmes are hosted in CSD (Service Operator)’

Potential suggestions

Some service operators and users claimed that detaining in correctional settings could worsen
rehabilitative outcomes if negative peer influences are reinforced. Negative influences at the
correctional and reintegration stage seem to be related to a higher risk of relapse and reoffending.
Some service users reported the setting of DATC grouping people with similar convictions and ‘drug
interest’ was ineffective. It was noted that groupings may bring together those that “know more about
the drug sources in 18 districts”, facilitating greater access to drugs upon release. Efforts ought to be
made to reduce such negative influences.

‘Thinking back...I think going to Hey ling Chau (DATC)is actually worse than going to
prison and ...you actually know more about the drug sources in 18 districts...actually
increase the risk of relapse because all we talk about there is drugs and when and
how do we gather and take drugs together (Service User)’

‘I stopped taking drugs for a while and | wanted to earn some money so | worked at
a barbecue place owned by triad members, my colleagues provided drugs for me...|
relapsed (Service User)’

The lack of access to personalized services at the correctional stage may also contribute to a greater
likelihood of relapse and poor physical and mental states. Interviewees have described that the
rehabilitative services were not tailored to the specific needs of different drug types and health needs.
Service operators suggested that the existing programmes may be somewhat outdated and non-
rehabilitative focused, which may partially explain the high relapse rate amongst programme
participants. In addition, the limited access to psychological services may have also hindered
treatments.

‘CSD DATC treats all types of drug users with the same approach now as back in
2000 even though there is a drug trend changing from cocaine to weed, they are all
under the same programme ... well they have two classes of drug education about
impact of drugs but | think we all know better than they do ...no treatment
difference for those with mental disorder, ethnic minority, sex minority ....I don’t
think custody is rehabilitative, it does not address their needs...some want money
and locking them up will not stop them wanting money ...they will do the same when
they are out....this explains how they reoffend ...stealing, robbery...very common
(Service Operator)’

‘Only serious cases can queue for visiting the clinical psychologist like self-harm and
pretend to suicide. but usually you will need to wait for a month to meet with the
clinical psychologist while you are self-harming (Service User)’
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Tailored rehabilitation support to people who has relationship issues

In the quantitative study, those who were married/cohabitated had a high relapse rate. Service
Operators reported the same phenomenon. The major reasons were the vulnerable relationship with
partners and/or having a partner who is also a drug abuser. Psy Gym has rendered effective emotional
management support by means of Clinical Psychological Service and Expressive Arts Therapy to the
female person in custody, but the resources, especially the manpower, were very limited.

“ The relationship might be the source of stresses which induced the drug abuse, or/and, the
reinforcing factors due to poor relationship. “ (Service Operator)

“ | couldn’t help stop taking drug again when | found my boy friend engaged another one during my
imprisonment.” (Service user)

NGO service is suggested to provide relationship and emotional counselling or therapy for those who
suffer from relationship issues. Also, continuous support after discharge may be provided to
consolidate their skills in the real-life situation.

Parental skills training and childcare support

There is a rise in family and parental care problems among young couples who are drug abusers in
Hong Kong since the last decade. Attention should be paid to the high relapse rate among supervisees
who were married/cohabitated. In addition, it is shown that more crisis of childcare happened among
female drug abusers.

“The female drug abuser prone to suffer from a poor relationship with the partner, low efficacy on
emotion management, stresses coping and problem-solving which lead to drug abuse, and, drug abuse
leads to more vulnerable, even traumatic experience. This becomes a great hurdle for them to take
well care of the children, they love their children very much. Service support, e.g. Relationship
counselling, child care support during imprisonment, allowing them to fulfil the role and responsibility
as a parent by supporting community treatment may help alleviate the stresses and prevent risk to
the children.” (Service Operator)

“I’m too young to be a parent. | don’t know how to take care of a child. | found my boyfriend who had
affairs when | was imprisoned. But I’'m a mother, | will try to quit. So that nobody can take my child
away from me. I'm happy the Social Worker sent me the photos of my child to keep us connected.
After | was discharged, the Social Worker referred me to this Center. Here | joined the young mother’s
group so | can learn parental skills. It would be better if | could learn about it while | was staying inside.”
(Service user who once relapsed.)

Close collaboration with NGOs to organise childcare training, parental skills training, and family
reintegrated supports before and post-discharge may help prevent relapse.

Reintegration is a crucial stage to maintain drug abstinence as rehabilitation is extended to the original
community context where temptations and risks are present again for offenders. However, informants
mentioned that the reintegration support was limited and that they were left somewhat unprepared
and uninformed about the resources available in the community. It was further commented by service
operators that drug-induced mental health problems were untreated as a result of limited accessibility
of mental health resources in the community.
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‘There were not many activities in DATC...no one told me anything about what to
do or about life after release...no relevant information or services for when | re-
integrated back to community.... (Service User)’

‘A lot of organizations did not have mental health resources or psychiatric nurses to
treat patients. A lot of my cases quitted [drug] but then soon develop mental
disorders...they didn’t know where to seek help...they were not detected or referred
when they were sentenced (Service Operator)’

In order to improve the effectiveness of drug treatment and rehabilitation, three main
recommendations were suggested by service users and operators centred on the issue of resource
constraints. The first concerned limitations in resources and manpower; the second, more
coordination between different parties would help to utilize existing resources fully, and the third
focuses on enhancing operations in DATC.

During detention, service operators and users both suggested including stationed social workers at
DATC or other correctional centres. Some users expressed a variety of needs such as emotional and
family problems that could be addressed and relieved “before our condition gets more severe” if there
were social workers during custody. Particularly, the welfare officers’ role may be streamlined if social
workers can be stationed to do counselling while officers can focus more on administrative and
regulatory operations. Accordingly, when welfare officers’ workloads are shared, the referral forms
can be issued with greater efficiency, hence, increasing the success rate of referral services.
Additionally, at reintegration, more specialists such as psychiatrists and psychiatric nurses in
community treatment centres and hospitals would be helpful in increasing the accessibility and health
support for offenders, and for facilitating coordination with NGOs to provide community drug
treatments and enhance knowledge dissemination.

‘I think their [existing staffs in CSD and HA] hands are tied...adding more workload
will just exhaust them...with the increasing drug trend and impact...we need more
psychiatric nurse, psychiatrists, welfare officers, counsellors stationed at DATC to
do counselling and welfare officers to do more of their role in administration
referral etc asking the wrong person [welfare officers to be counsellor and officer]
to do the wrong job that are not trained is just not it (Service Operator)’

‘I think there should be social workers in CSD institutions...CSD is like a school...so
why aren’t there social workers...there are a lot of people with different
background and needs...it is only those who are assigned to study may learn
emotional management skills from teachers...others...we have nothing...at least
having social workers can help with our family issues...emotional and stress
problems...before our condition gets more severe (Service User)’=

More coordination between CSD with other community parties at the correctional and reintegration
stage as suggested by informants. Some service users found it useful to be connected with social
workers who helped with their family problems and referred them to support services upon release.
It was emphasized that being sent to a halfway house was particularly useful to some in maintaining
drug abstinence during the transition period. The CSD could look to take a more proactive role in
referring offenders with medical needs to CCPSA and SAC “to increase their healthy social support
upon release”. More importantly, some service operators highlighted the crucial effect of early
engagement in securing positive connections and aftercare support for offenders.
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‘It is important to involve social workers to help with the communication between
our family and ourselves ...to help reflect that families actually still do care about
us and help reflect our improved behaviours in DATC to my family to show that |
really want to be better...this really helped me a lot...to improve my relationship
with my family...so this motivates me to change and to quit drugs.... | think what
can stop me from relapse is really send me to halfway house away from familiar
environment that | can take drugs and need regular spontaneous drug testing ...so
that someone can watch over me (Service User)’

‘CSD should establish some connection with HA or NGO to refer them if they have
medical needs i.e. CCPSA and SAC to increase their healthy social support upon
release... Reintegration support will be most effective if CSD allows NGO to go in
for early engagement, helping offenders to release their future needs...incentive
to change and build connection with social services...this will be more likely for
NGOs to engaged the released (Service Operator)’

Finally, negative peer influences during custody have been identified as a potential risk factor for
relapse. Therefore, as suggested by some service operators, a greater degree of compartmentation of
offenders in drug types, drug history and history of offences may help to separate the more
experienced drug abusers from those with less experience.

“To address the adverse impact brought by drug university [DATC] separating
them according to drug history, drug type etc. like those in the hospital can be
effective....for one...it is easier to manage and provide intervention...
secondly...this will prevent the seniors to contaminate the young ones who didn’t
know the other drugs before getting in DATC..they need different
treatments...cocaine requires more physical medical treatment and weed requires
more rotational training and learning (Service Operator)’

At the same time, spiritual intervention, such as mindfulness training and regular pastoral care,
together with community religious networks have a positive impact on resilience and community
reintegration.

‘The pastor also took care of my family members. | was introduced to a church and
where | felt... the others, they don’t look upon me. | made new friends. It helped
me to stay away the old friends particularly in the beginning right after discharge.’
(service user)

To facilitate the specialization of services, lessons may be taken from hospital wards where different
medical conditions and severities of needs are grouped and treated with specialized expertise and
interventions. In doing so, it is of course very important to consider the effects that the users of these
services may have upon one another. Yet with more targeted interventions and evidence-based
specialized care, treatment effectiveness and efficiency can be maximized.
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Chapter 5 Potential reduction in social costs related to improvements
in the rehabilitation system

This chapter estimates the potential reduction in social costs relating to the potential improvements
in the rehabilitation process. It first highlights the conceptual deliberation of the estimation and also
the valuation approach. This follows the data collection and calculation details. The final section
presents the maximum potential reduction in social cost for CSD’s DATC if inmates can avoid being
recalled.

5.1 Conceptual deliberation

In order to estimate the potential reduction in social costs relating to the potential improvements in
the rehabilitation process, we first need to make a proposition, i.e., there is room for improvement in
the existing rehabilitation system. Based on the above section, we have highlighted a number of
deficiencies in the existing rehabilitation process (including more visitation by family members, more
coordination between CSD with other community parties, etc). It paints a picture that there is notable
room for improvement in the existing system, hence, ascertaining the fundamental proposition.

With the proposition, the next set of considerations for the estimation would be (1) examining the
quantity of the potential improvement and (2) valuing it in an economic term. The following explains
the underlying logic.

5.1.1 Examining the quantity of the potential improvement

A crucial assumption made in this estimation was that the potential improvement of the rehabilitation
process will (or need to) be materialized in the reduction in the recall rate. In other words, we argue
that actions that address the service/policy gaps highlighted above, could potentially improve the
rehabilitation process and the improvement would be eventually manifested itself in the form of a
reduction in the recall rate. This assumption may not be best as we acknowledge that improvement
of the rehabilitation process could be multi-faceted and not necessarily quantitative, it nonetheless
provides an objective indicator.

With this assumption made, the estimation of the quantity of the improvement rest upon the degree
of the reduction of the recall based on the current system. In this light, the most logical deduction of
the maximum quantity of the potential improvement would be nil, meaning that there would be
absolutely noincidences of recalls. However, this sounds unrealistic as almost no rehabilitation system
could be perfect. In other words, there needs to be a realistic benchmark, as depicted in Figure 5.1.

Figure 5.1 Conceptual model of the maximum reduction in recalls
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Maximum reduction in recalls

The locally-relevant benchmark - To establish the benchmark, this study first tried to identify the recall
rate in the institution settings in the international context. The underlying reason was that these
institutions may provide some insights about the recall rate that can make reference to the local
situation. However, our attempt to explore this recall estimate turns out to be very difficult, as many
of the other settings do not release such statistics. Additionally, even if we obtain the recall estimates
from other jurisdictions, there will still be cultural and socioeconomic differences that constrain the
validity of cross-referencing. Hence, this study did not go in the direction to identify the benchmark
from international settings but solicited locally-relevant benchmarks.

Maximum reduction in recalls -- As mentioned above, in the local settings, there are two major routes
of rehabilitation for this group of study target. One is an institutional setting which is the CSD (i.e DATC)
and the other is the community-based setting which involves SWD Corrections Section (i.e. probation
order). Resting the discussion purely on the recall rate, it is quite commonly known that the
community-based approach would likely have a lower rate of recall. Reasons behind that were partly
related to the selection bias (i.e., those who are using the community-based approach typically are
motivated “rehabitees”) and also partly related to the rehabilitative approach?® (i.e., the principle of

4 Through the interview with SWD probation officers, the SWD has an Enhanced Probation Services (EPS) which
is human-centred design and their fundamental principle is that the offender can be best rehabilitated within
the community with suitable professional intervention and support for the offenders and their families.
Probation officers provide statutory supervision with the objectives to assist, advise and befriend the
probationers and to prevent them from re-offending by implementing the rehabilitation plan. In the view of
SWD, EPS is effective in helping young drug offenders to maintain drug-free and return to the right track given
that most probationers could complete the statutory order without reconviction. According to our interview
with ex-inmates, it is also suggested that individuals with the motivation to quit drugs were more likely to
choose probation order instead of DATC if they were given the option to serve under the supervision of a
probation officer. It is assumed that the current EPS is the gold standard of drug rehabilitation services
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rehabilitation in the community-based settings varies quite considerably to the institution settings).
Despite these pre-conditions, the rate of community-based recalls creates a ‘target’ for the institution
rehabilitation to ‘aim at’ (i.e., the realistic maximum reduction in recalls). In other words, as shown in
Figure 1, the difference between the recall rate of the existing rehabilitation system (CSD; top line)
and the ‘benchmark’ (i.e., a realistic most optimal improvement), i.e., the blue shaded area, is the
potential maximum reduction in recalls that could potentially result from the improvement.

The benchmark rate — to obtain this benchmark rate, we have interviewed probation order officers of
the SWD Corrections Section and obtained a satisfaction rate of 88%, representing the portion
successfully reintegrated back to the community without breaching any supervision conditions, which
can also be interpreted to be equivalent to the recall rate in the CSD setting as 12%". In this study, we
can use this rate to estimate the maximum reduction CSD could possibly achieve. Combining this with
section 5.1.2 below, we can estimate the total potential cost saving.

While this number reflects the ‘realistic maximum’ of reduction in recalls, we acknowledge and
caution readers to tie it directly to the interpretation of what ‘could have’ happened. Addressing the
gaps highlighted above or any other actions to improve the rehabilitation process may likely create
complications, nor we could accurately foresee the degree of improvement can achieve. In our
discussion of the frontline and management of the rehab process in CSD and other community experts,
all reflected on the difficulties or (unrealistic) to predicting the potential improvement. Hence, we
caution the reader to reinterpret this estimate as what ‘best’ should be achieved (targeted), rather
than seeing it as ‘what should have happened (not simply linear cause-effect relations).

5.1.2 Valuing the potential reduction in recalls in an economic term

This section explains the valuation concept behind the potential reduction in recalls. The valuation is
based on a tangible cost approach. In other words, it represents each incidence of recall that would
incur additional costs to society that could have been avoided. With this assumption, we estimate that
the associated cost of each incidence of the recall is based on two components: (1) averted crime cost
and (2) loss of productivity cost, as explained below.

Averted crime cost, according to Yip et al, refers to the expenditure on the criminal justice system and
crime victims attributable to the reduction in drug abusers due to the improvement of the
rehabilitation system (Yip et al., 2017). From the previous study, Hong Kong drug abusers produce
crime costs from various categories including arrests, customs, legal and adjudications, incarceration
and medical treatments and property loss of victimizations. Corresponding to previous studies, we
found that arrests, legal and adjudications, and incarceration can be utilized in the potential reduction
valuation.

targeting offenders based on the statistics and stakeholders’ interviews. However, it is not realistic to divert
prison-bound offenders to EPS due to the limitation on resources to reduce reoffend and relapse. Improving
the DATC drug rehabilitation services to provide a similar standard of services as EPS could be the priority to
achieve the cost-saving effect.

5100% - 88% = 12%, SWD Corrections Section, 2021
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Given that if recall can be prevented through the improvement of the drug rehabilitation system, the
cost of an individual going through the criminal justice system repeatedly can be potentially avoided
correspondingly. The averted crime cost in this study is illustrated as the following equation,

Averted crime cost = cost of law enforcement or arrest + cost of incarceration

Loss of productivity cost refers to the loss of work/ revenue/ production caused due to unavailability
of an individual for any reason. In this case, it is the loss of wages due to drug abuse users being
detained in drug abuse treatment centres under recall orders.

5.2 Estimating the potential reduction in social costs

With the concepts clear, next is the estimation. The team highlights the data and methodology first.
Then we calculate the averted crime costs (i.e., cost of arrest and incarceration) and loss of
productivity cost.

5.2.1 Data

The team adopted data from our earlier study “Assessing the Socioeconomic Costs of Drug Abuse in
Hong Kong SAR” (Yip, 2017). We searched publications for relevant data to calculate the social costs
and interviewed more stakeholders and service users, including probation officers and ex-inmates.

The average cost per inmate with drug use behaviour for CSD in 2014 was HKS387,157 per year (Yip
et al., 2017). The successful rate of reintegration of DATC among all CSD reintegration programmes is
found to be only 51.3%° of DATC inmates complying with all supervision conditions during the
supervision period in 2021. This means 48.7%’ of cases failed the reintegration programme in 2021
resulting in recalland reincarceration. In other words, the recall rate is 48.7%.

5.2.2 Methods

The team estimates the cost reduction among prison-bound offenders when the drug rehabilitation
services can be improved to achieve an effect similar to SWD’s EPS. This means the recall rate at CSD
(i.e. DATC) can potentially be improved from 48.7% to 12% or a reduction of 36.7%. However, it
should be noted that the profiles of service users of DATC and EPS are different hence the level of
motivation to quit drugs would also differ. It is not valid to compare DATC to EPS as their target users,
intervention approaches and cost are all different. It is only assumed that, in this study, prison-bound
offenders receiving EPS standard services will be the most optimistic scenario in achieving a lower
level of recall.

The cost reduction will take into account the crime cost (i.e., arrest, court and incarceration costs) and
cost due to loss of productivity when 36.7% of recall cases were to be avoided through the
improvement of the current system.

6 https://www.csd.gov.hk/english/statistics/reh/srrp.html
" https://www.csd.gov.hk/english/statistics/reh/srrp.html
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5.2.3 Calculation

Cost of arrest - From the previous report “Assessing the Socioeconomic Costs of Drug Abuse in Hong
Kong SAR” (Yip, 2017) and the estimates provided by the Narcotics Bureau of the Hong Kong Police
Force, it was indicated that in 2014, one arrest of an offender with possession of dangerous drugs
upon general patrol requires on average 10 police officers to work for 9 hours. The estimated man-
hour of officers for drug-related arrests was 90 hours. The average cost per officer for one hour was
estimated at HK$234. Thus, the estimated cost per drug-related arrest was HK$21,0608,

Incarceration - Similar to judicial system cost, the lack of information made it hard for the team to
estimate incarceration cost for each inmate with a drug use problem under the management of CSD.
The estimated incarceration cost of each inmate in 2014 was estimated to be HK$387,157 per year
(Yip, 2017), which translates to HK$32,263.1° per month.

Loss of productivity cost - We assume the drug abuser is to receive the minimum wage. The average
working hours per week is 44 hours a week. There are 4.348 weeks in a month. (With effect from 1
May 2019, the Statutory Minimum Wage rate is raised to $37.5 per hour). On a weekly basis, this is
HKS$1,650%.

Duration of detainment due to recall order - According to the Drug Addiction Treatment Centres
Ordinance!?, an individual detained in DATC under a recall order shall be detained until the expiry of
12 months from the date of the detention order or 4 months from the date of his being arrested under
the recall order, whichever is the later. However, according to the interview with stakeholders (e.g.,
ex-inmate, CSD officer), it is suggested that most recalled individuals will be detained for three months
on average.

Number of persons in custody by DATC - By September 2021, there were 302 inmates under the
custody of DATCs.

Number of potentially reduced cases — If the recall rate can be improved by 36.7%, the number of
potential reduced cases is 111 per year (= 302x 36.7%).

5.3 Results

Consolidating the above, results are shown in the below table.

890 * 234 =21 060
9387 157/12=32263.1
1037.5 %44 = 1 650

1 https://www.elegislation.gov.hk/hk/cap244
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Table 5.1 Cost reduction estimation

Cost saving if recall rate

Cost saving if recall rate is

. Unit cost (HKS) Cost of one recall case | can be improved by 0%, i.e. improved for all
Item Unit costs (HKS) . . . .
adjusted to 20212 per inmate in 2021 36.7% or for 111 302 inmates (HKS)
(HKS) inmates (HKS)
Arrest 21,060 per arrest (2014) 25,0501 25,050 2,780,550 7,565,100
Incarceration 32,263.1 per inmate per month | 38,376 115,128 12,779,208 34,768,656
(2014)
Averted crime cost 140,178 15,559,758 42,333,756
Loss of productivity due to | 1,650 per week (2021) 21,450% 2,380,950 6,477,900
incarceration
Total 161,628 17,940,708 48,811,656

Source: Yip. (2017). Assessing the Socio-economic Costs of Drug Abuse in Hong Kong SAR; reference year: 2014

12To have consistent cost basis, the unit cost in 2014 was adjusted to 2021 using the below the inflation rates,

Year 2014 2015 2016 2017 2018
Inflation rate 4.44 3.00 2.41 1.50 2.41

2019
2.90 0.33 0.70

2020 2021

Source: The World Bank, https://data.worldbank.org/indicator/FP.CPI.TOTL.ZG?end=2020&locations=HK-LT-B8&start=2014&view=chart
1321 060%x1.044x1.030%1.024x1.015%1.024x1.029x1.003x1.007 = 25 050
1432 263.1x1.044x1.030x1.024x1.015x1.024x1.029x1.003%x1.007 = 38 376, since the duration on detain is 3 months on average, the cost one recall case per inmate is

38376 x3 =115 128.

15 As the duration of detain is 3 months or 3 x 4.348 = 13 weeks, the cost of loss productivity is 1 650 x 13 =21 450.
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Avoiding one recall case for each inmate will potentially save HK$161,628 in 2021, consisting of a crime
cost of HK$140,178 and a loss of productivity of HK$21,450. If the recall rate can improve by 36.7%
(from 48.7% to 12%) among the 302 inmates or 111 inmates, the saving would be HKS17,940,708,
including HK$15,559,758 of crime cost and HK$2,380,950 for a loss of productivity assuming recall
period is three months. Certainly, if all of the 302 inmates would stay out of the system (i.e. the recall
rate is 0%), it would save HK$48,811,656, consisting of HK$42,333,756 of crime cost and HKS6,477,900
for loss of productivity assuming recall period is three months.
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Chapter 6 Recommendations

Several key themes and directions are set out in chapters 3 and 4, based on statistical analyses and
interviews with service operators and ex-offenders. These cover the higher systems level and the more
focused individual inmate level. At a higher level, the importance of good information exchange and
coordination between CSD, medical specialists, and community partners is highlighted, in keeping
with the CAS framework. Additionally, the role of early intervention is made clear. At an individual
level, the influence of social support networks, positive peer influences and mentoring on individual
outcomes are apparent. Based on these themes and a synthesis of the evidence, a series of five key
recommendations have been formulated.

It is said in healthcare that ‘prevention is better than cure’, and within correctional services there is a
substantial opportunity to improve cost-effectiveness and outcomes by intervening earlier, supporting
those with milder and more short-term and first-time drug issues, rather than waiting until repeat
offences and more serious crimes. The recommendations set out in this concluding chapter concern
improvements to the treatment and rehabilitation system with a view to preventing drug problems
from deteriorating, from starting altogether, or from degrading into a long-term problem that leads
to recurring reoffending, and significant social, medical and economic costs. While some of the
recommendations are more targeted and individualized (6.1; 6.2), other recommendations (in
particular, 6.5) reflect system-wide challenges consistent with a complex adaptive system, which can
only be addressed through collaborative efforts, enhanced communication, and ongoing research into
rehabilitation methods and the patterns of drug abuse.

6.1 Enhance individual risk and needs assessments

llicit drug use is associated with a cascade of interlinking issues, medical, psychological, social, and
criminal. Service operators and users highlight the critical role of early intervention in recovery. To
support this, Hong Kong should take note of other jurisdictions, such as the US, where the assessment
of medical and treatment needs takes place soon after the arrest, by strengthening the framework for
early risk and needs assessment, in support of personalized and targeted treatment plans. Individual
assessments provide an opportunity to explore the circumstances of individuals and categorize them
according to certain levels of need, including identifying those that may be at higher risk of a stubborn
drug issue due to social or environmental factors. In recognition of the clinical and social features of
drug abuse, assessments ought to be conducted by a social worker or member of the medical and/or
psychological professions that can consider factors that may put the individual at risk of relapse based
on the available evidence.

At present, interviewees have highlighted that there is no routine involvement of a social worker in
each case. The early involvement of helping professionals in risk and needs assessment will help to
address any drug use that may be ongoing during the judicial case and will strengthen the formulation
of individual treatment plans or establishing community support, including in cases where suspected
offenders are released due to insufficient evidence. Assessments will also help inform suitability
reports used by the court, to ensure a person-centred plan for treatment and rehabilitation, and to
make clear the relative roles of stakeholders in facilitating this plan. Where charged or discharged
arrestees may benefit from immediate support, referrals to social workers or community members
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may be initiated using assessment reports to immediately begin the process of individual recovery
based on connected care.

While it is noted that Hong Kong is cautious and prudent in conducting drug tests, an early intervention
approach to tackling the drug problem will be able to use risk assessments to help identify patterns of
criminal activity and behaviours indirectly associated with drug addiction. As such, this enhanced risk
and needs assessment framework must set out to stakeholders and agencies, and to suspected
offenders themselves, the conditions with which individuals qualify for different rehabilitation
pathways such as DATC, and how individual screening, assessment and outcome evaluation will be
conducted, and at what stage in the judicial system service providers such as social workers and
medical practitioners will be engaged for assessment. Hong Kong does not have the drug courts or
“problem solving courts” like some other jurisdictions such as the United States, Canada, and Australia
(Office of Justice Programs, n.d.; Government of Canada, n.d.; Australasian Institute of Judicial
Administration, n.d.), robust and early risk and needs assessment is critical to help ensure judges are
given sufficient information on suspected drug abusers to exercise informed judgments about clinical
and rehabilitative features of individual cases. Substance abuse specialists will have an important role
to play in producing risk and needs assessment reports, working closely with law enforcement and
correctional officers.

6.2 Foster positive social networks

Chapters 3 and 4 highlight the influence of social dynamics prior to, during and after an individual’s
time spent in correctional facilities. Specifically, it was suggested that unless care is taken, the
environment of correctional services can lead to negative peer influences and a poor social
environment post-discharge. As such, visitations, peer mentoring/counselling, spiritual care and
grouping of offenders should each be given greater consideration. The analysis featured in chapter 3
found that those with more family visits had better treatment outcomes, perhaps due to the visits
providing offenders with a sense of emotional support and personal responsibility, and the motivation
to rehabilitate. This is a clear indication that the influence of family visits should be viewed as an
important feature of treatment and rehabilitation. To facilitate this, greater visitation rights and
flexibility of times should be considered. In those with fewer visits or signs of problematic family
situations, particular attention and social work support may be offered. Caseworkers may also look to
engage with family members to consider inmate support networks for the offenders while in custody
and upon release, and provide family counselling where needed.

Besides visitations, a positive relationship was found between peer counselling and treatment
motivation. Peer counsellors can help put drug users on the path to successful rehabilitation. As such,
this should be viewed as a low-cost method for enhancing outcomes and for mitigating the risk that
the correctional setting may expose some to negative influence, an issue that was raised during
interviews. Additionally, those recently discharged may be encouraged to pursue the path of
becoming a mentor or counsellor to others, so that their own experiences and challenges may be used
to help others. In turn, this opportunity can be expected to enhance the long-term stability and
abstinence of the offender, fostering a virtuous cycle.

As for socialization between inmates, there is a need to consider how to mitigate the risk of DATC
settings serving as knowledge hubs for information about illicit drugs and normalizing maladaptive
behaviours. Besides for areas already mentioned above, this may include grouping offenders with
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milder cases or shorter histories of drug abuse together rather than facilitating open interaction with
those that have severe and chronic issues that may pose a negative influence. A stationed social
worker within the DATC setting would help to ensure due consideration for the psychosocial dynamics
of the environment and its impact on individual cases.

6.3 Evaluate rehabilitation programmes

Chapter 4 highlighted that rehabilitation programmes were often unavailable or even produced
counterintuitive outcomes. To establish what works and what does not work, periodic collection of
data and rigorous evaluation pertaining to rehabilitation programmes are essential. A system of
periodic review will allow for regular updating of procedures and facilitate stronger partnership work,
enhancement of rehabilitation programmes, and referrals to appropriate services._It is not entirely
clear why those that participated in more programmes appeared to have worse outcomes. It may be
that they were required to participate in more programmes because they had greater needs, and
therefore they were more at risk (i.e., reverse causation). A research study exploring the impact of
these programmes would be useful, and may also help to predict which are the most effective
programmes and how they should be tailored to the needs of offenders.

The importance of programmes being tailored to specific individuals is highlighted in Chapter 4.
However, without research and evaluation, it is difficult to know which programmes are suited to
which individuals. Findings of the evaluation of programmes, coupled with suitable needs assessment,
will allow for better tailoring and personalization of programmes for optimal outcomes. This will
require more participation from specialists and potentially from the offenders themselves, for whom
successful outcomes will entail a degree of personal motivation to recover and be released as a
responsible individual capable of contributing to society.

6.4 Increase post-discharge support

The findings pertaining to recall risk in Chapter 3, the analysis in chapter 4 and the interviews highlight
that the immediate period following release from correctional facilities back into the community is a
critical time. The experience and support available will often determine the long-term outcomes of
the individual. Interviews point to inadequate support for reintegration into the community, and a
lack of integration or handover between agencies. While community groups have resources available,
they often lack an understanding of the needs and circumstances of the offender. More is needed to
facilitate partnership work and connectivity between the CSD, Hospital Authority and community
partners with regard to the period immediately following release. Specifically, the first 3-month period
should involve a higher intensity process of monitoring and support to ensure that those discharged
do not fall back into bad habits and social situations. While monitoring should not interfere excessively
with the offenders’ social and professional opportunities, it may be based on the individual treatment
plan and community participation that was agreed upon with caseworkers such as social workers and
peer counsellors.

Career training and planning have been highlighted as being important for helping offenders to
reintegrate into the community and find a stable income, therefore these should be offered prior to
release and in the period immediately following discharge Training and good planning can help to keep
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offenders away from negative influences that lead them to repeat drug abuse. Help with identifying
goals, interests and training opportunities may contribute to long-term career options and community
involvement. Such opportunities may be provided with support from the business community, and
incentives for businesses and community organisations to provide training, mentoring or job
opportunities can go a long way towards helping offenders to reintegrate. Counselling and advisory
support for family members for how to help ex-offenders to better integrate back into family life
would also be useful.

6.5 Strengthen clinical and community partnerships

An effective and efficient system of treatment and rehabilitation depends upon the appropriate
allocation of resources and good coordination between stakeholder agencies. Interviews repeatedly
allude to apparent resource constraints and inefficiencies that limit manpower and service provision
at certain stages of the T&R process, such as at entry points and reintegration. While the expansion of
overall manpower and increase in healthcare practitioners such as psychiatric nurses would be
desirable to address the burden of mental disorders, stronger partnership work between agencies can
enhance procedures, inmate care, and sentencing protocols.

As discussed in Chapter 4, the current policy approach has relatively few mechanisms in place to bring
interdisciplinary expertise together for systematic decision-making, which can hamper effective
partnership work and weaken referral pathways of services for drug users. Stronger cooperation can
help to enhance needs assessment, optimize treatment and rehabilitation, and reduce recall. For
instance, a drug court may be a way to involve psychiatrists in the process of making a tailored
rehabilitation focus sentence on the drug abuser. The contrasting priorities of different agencies, such
as law enforcement, clinicians, social workers, and community organizations can lead to tensions,
however, effective partnership work is based on mutual understanding and a shared set of values.
More may be done to strengthen these partnerships and find common ground with those at different
levels of agencies to ensure appropriate co-working. Improved working relationships equate to more
efficient use of resources given budget constraints.

More frequent stakeholder consultations and sharing ought to be considered to ensure a set of
common targets and priorities that incorporate the perspectives and expertise of different parties.
Training/educational initiatives for staff may be necessary to ensure that different agencies have a
clear understanding of the functions and concerns of one another. If necessary, stakeholder
consultations and conferences may be chaired by an independent body or a committee or task force
with representation from the different stakeholder parties. Such efforts can contribute to shared
targets and priorities that incorporate the perspectives and expertise of different parties.
Training/educational initiatives for staff and a stakeholder sharing platform may be necessary to
ensure that different agencies have a clear understanding of the functions and concerns of one
another, and of legal protocols. Such efforts will also ensure that expertise from different service
providers and community groups can be brought to the attention of policymakers to allow for well-
informed decisions about appropriate treatments and sentencing.
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Appendix 1 Interviews with ex-offenders and stakeholders

List of interviewed ex-offenders

Ex- Number of | Number of Number | Number | Training Drug Dependent
offender | convictions | drug-related | of times | of times | Center (TC)/ Persons
(Non-drug | convictions | in DATC | in Rehabilitation | Treatment and
relative) (drug Prison Center (RC) / | Rehabilitation
relative) Detention Center (DTRC)/
Center (DC) probation
1 6 1 2 4 RC ELCHK
2 0 3 1 1 0 Probation, ELCHK
3 2 3 1 1 TC PO
4 1 2 1 1 0 PO
5 0 2 2 0 0 ELCHK
6 1 4 1 1 RC ELCHK
7 1 2 1 1 TC WYN
8 3 1 1 1 0 WYN
9 0 3 1 0 0 WYN
10 2 1 1 0 RC WYN
11 1 1 1 0 0 WYN
12 0 1 1 0 0 Operation Dawn
13 1 1 1 1 RC Operation Dawn
14 1 1 1 1 0 Operation Dawn
15 1 1 1 1 0 Operation Dawn
16 0 1 2 1 0 Operation Dawn
17 1 1 1 0 TC Operation Dawn
18 1 1 1 0 0 Operation Dawn
19 0 1 1 0 0 Operation Dawn
20 0 1 1 0 0 Operation Dawn
21 1 1 1 0 0 Operation Dawn
22 1 1 1 0 0 Operation Dawn
23 0 1 1 0 0 Operation Dawn
0 1 1 0 0 PO, operation
24 dawn
25 1 2 1 0 0 Operation Dawn
26 1 3 1 1 0 Operation Dawn
0 2 1 1 RC PO, operation
27 dawn
1 2 1 1 0 PO, operation
28 dawn
0 2 1 1 0 PO, operation
29 dawn
30 2 2 0 1 0 Operation Dawn
31 1 1 0 0 0 Operation Dawn
32 2 2 0 1 0 Operation Dawn
33 0 3 1 2 0 Operation Dawn
34 1 3 2 1 0 Operation Dawn
35 0 2 1 1 DC Operation Dawn
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0 1 1 2 0 Operation Dawn
36 WTS HWH

2 3 2 2 TC Operation Dawn
37 WTS HWH

2 4 1 3 TC PO, Christian
38 youth service

1 0 0 0 DC Christian youth
39 service

3 2 2 3 0 Christian youth
40 service

1 1 1 0 RC Christian youth
41 service
42 3 2 1 2 0 operation dawn

0 1 0 0 0 PO, operation
43 dawn
44 1 3 1 3 0 operation dawn
45 2 2 2 2 0 CYs
46 2 2 0 1 0 CYs
47 1 3 2 1 0 CYs
48 2 2 0 1 0 WYN Caritas
49 2 1 0 1 0 WYN Caritas
50 1 3 2 1 TC WYN Caritas
51 2 2 0 1 0 WYN Caritas
52 2 2 0 1 0 WYN Caritas
53 1 3 2 1 0 WYN Caritas
54 1 3 2 1 0 WYN Caritas
55 2 2 0 1 0 WYN Caritas
56 2 1 0 1 0 WYN Caritas
57 0 2 1 1 RC WYN Caritas
58 2 2 0 1 0 WYN Caritas
59 0 2 1 1 DC WYN Caritas
60 0 2 1 1 DC WYN Caritas
61 2 1 0 1 0 WYN Caritas
62 2 2 0 1 0 WYN Caritas
63 0 2 1 1 DC WYN Caritas
64 2 1 0 1 0 WYN Caritas
65 1 1 2 1 0 WYN Caritas
66 0 2 1 1 DC WYN Caritas
67 1 1 2 1 0 WYN Caritas
68 2 2 0 1 0 WYN Caritas
69 0 2 1 1 DC WYN Caritas
70 2 1 0 1 0 WYN Caritas
71 2 1 0 1 0 WYN Caritas
72 1 3 2 1 0 WYN Caritas
73 0 7 7 0 0 PO, New Life
74 0 1 0 0 0 PO, Operation

Dawn

75 0 4 4 0 0 PO, Operation

Dawn
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76 1 1 0 0 1 PO, Operation
Dawn

77 3 1 0 1 1 PO), Operation
Dawn

78 2 3 1 2 1 PO, Operation
Dawn

79 0 2 0 0 0 PO, Operation
Dawn

80 2 1 0 0 0 PO, Operation
Dawn

81 0 1 1 0 0 Operation Dawn

82 0 3 3 0 0 New life

83 1 3 1 0 0 PO,New life

84 2 3 1 3 1 New life

85 1 0 0 1 0 New life

86 0 1 0 0 0 PO,New life

87 0 2 1 0 1 New life

88 0 1 0 0 1 New life

89 0 0 0 0 0 New life

90 0 1 0 0 1 New life

91 0 0 0 0 0 New life

92 0 0 0 0 0 New life

93 0 0 0 0 0 New life

94 0 0 0 0 0 New life

95 0 1 1 0 0 New life

96 0 1 1 0 0 New life

97 0 1 0 0 1 New life

98 0 0 0 0 0 New life

99 0 1 0 0 0 PO,New life

100 1 0 0 0 1 New life

List of interviewed service operators/providers/stakeholders

Stakeholders Profession Organization/Authority/Department
1 Social worker SARDA
2 Social worker CDAC
3 Social worker ELCHK (Drug Rehabilitation)
4 Social worker HKCS (PS33)
5 Social worker HKLSS
6 Social worker SRACP
7 Social worker SRACP
Social worker HKCS Drug Treatment & Social Rehabilitation
8 Service
9 Social worker Caritas
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10 Psychiatrist Hospital Authority

11 Social worker HKCSS

12 Correctional officer CSD RU1

13 Correctional officer CSD RU1

14 Correctional officer CSD RU1

15 Correctional officer CSD RU1

16 Superintendent CSD RU1

17 Social worker ELCHK (CSSS)

18 Judge Dol

19 Social worker Caritas touchpoint (outreach)

20 Social worker Caritas Lok Heep Club

21 Social worker Caritas Lok Heep Club

22 Social worker Caritas Lok Heep Club

23 Social worker Caritas Lok Heep Club

24 Police Hong Kong Police

25 Police Hong Kong Police

26 Police Hong Kong Police

27 Police Hong Kong Police

28 Police Hong Kong Police

29 Police Hong Kong Police
Social worker SRACP Health Education Service on Ethnic

30 Minorities
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Appendix 2 Interview question guides

Interviewees were asked to sign the consent form or give out verbal consent before the start of ea
interview.

Interview question guide for ex-offenders

1. A BRI AR RE ? AR R AL 2

2. H2OUORARRCE: (REBRD 7 REURATEEAIN?
3. PR

4. URAEQMT N SESRERIN 2 R BT VAT BB PR

ch

5. PEREH B ERERERE T, ARA NIRRT EEr? (Bl 1, EEAE REGEEY

[ VR 5 AT AT 1n B RS 2
6. (BEFE B IRTEAA BB MRS ST R R B RE 2 A AT R Ak ?

DATC

1. DATC A BEIRFS L ALAG IR ? R FEAT B R AT R BING 7 W SR (R R4S ] 3 2
2. DATC A HHBEIF ML T5 7 A AT BREAS 8 (1 by ?

3. H A NRFIIR? AR TSR R B A B B 2

4. PREEATAEG NI P e B A A5, R B /R B AR A 7 i A Bl 75 i

5. TR AR, A EIRES? ARARIR? IREAS R RACEE BRI R AR ?

TC/RC/DC
1. TC/RC/DC A BRI R AR IR ? ARTEAFENRREE A B B ? W R RS A a0 ey 53
2. TC/RC/DC A AT BEUF I3 T ? A3 AT BREAS 5 g3t 5 ?
3. IR NIRAIR? AR FEATIRAN SR K AR A 5 B 2
4. VRTEASAER NI T B B RO RS, RE R B VR B AR AL & Je T B35 4 2
5. RS BE WS, A BEIRES T RTEAS B R A R B ?
6. TESF R A, TBCE A/ NGO IRFF4G1R? / NGO VA F B 11 ?

DTRC
1. DTRC AT BRI S AR IR ? IRSEAF IR R AT B BIUS ? A0 R A IR AT a0 ] 2538
2. DTRC A AT BEGF M5 2 A AT BHEAS 0 (3 7 ?
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3. H WA NRRHIR? ARSI IR BRI B G B BN 2

4. VREEASTERE NI R Fr B U 2 i, Re B B IR ELIR AL & J 12 B 750 2
5. ESFERE AW, A BIRTS ? MRS R A R G 2
6. fE5T B 2, AIRAEA NGO Iissar?

Community
1. PR B IR I A A BRSSP (AR IR 2 IR SEEAR AR R A B BIS 2 an R A R B AR g

7

2. EH B B A AT B RO 5 2 A A A AR B st g ?

3. IR NIRAIIR? AR FEATIRAN SR K AR A 5 B 2

4. PREEAFAEA RS AW ] i S 2 PR AR5, RE RS IR B0 A i o B i 2
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Interview question guide for service operators

e BRI BYFAE R, ZHRBR R ENET SR IT. 1808 EEE AR A 2145 52 16
BRI, A R A (H R R A AR SR AT RETE . JAMIE R
interview fY H A0S Ay SR VR FLMPEANAEER,  RE SR N HE I 7 P R e 255 O DR S 3R o
T H A B2 e SRR B2 ) 5 FRs PO el s it i 8 B 22 N s (U R v 1 9 R IS {1
HEFED o Interview AR KM 90 7088, SKEHINER GRS . raER A & HETHT
R0k & R . wa !

185

AR Z IR — T RETE FEMALE) MUK rehabilitation 32

1. REE—ATIM T 2 A2
2. VRAEISRAT SE Mo A B AL ) A 2
3. MEERBIHEZEMABEEAMAN? (. 5MEE, 1R FE R 3SR
177
a. JRAFEHFAA NG ?  CEREAL? WRAE 2 4 R A R L)
b. IR B RS (5 & B AR GRLE REEABERD IR A EAR?  (F)
BAEBAE? D
c. AR EAG AN ]
B AT BRI E AT ARG RS RS & (entry point: BEAMELEH LGS ? D
PR — B & A screening M52 H KA BR?
18 178 % H. A rehabilitation program J&fT B8 ?
PREIBERS AT R program (U732 ZEBIMRMMIRFEE 5?2 (Bl Bk, TE
TR/ N ? )
8. MiZLL program FAETE R ?
9. ENERBARREHRIEMEAFRZEIE? (ifno: FfHBRRE? IHEMIFE? )
10. BiA BB s 52 B A AT R B B ?

Nous

%2 ¥

A8 FE VR rehabilitation system [ ZE 1%

1. WmEEEANJE
a. AP critical factors & 52 255 I FE S 4t L 2
b. EBEAERRINFEERE? CHETBEEREE? )
c.  DARAIES B, A v B AH b JE R By AR 28 5 T A Sy IR FRIU R (K BE? TAE? A2ih
IR157?)

d. DAURAIASER, WIRLE AR i R T B I BRI s W B R Dy R K

2. FEASIEAR
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VRER RS A P B 1 3 e 0 1 70 B AR MRS SR AL ) I %5 A2 BTG 2

Sector IRA%BINNG? (FE 1) program B 25?2 )
EBRRARERERAL? (HE? )

WA RAIZD HEE?

EIEAE I B BN EEABRER . (Bl Bes, ANF? ) B ?

®ao oo

. T T

a. JNERIRFEMRIRARIFELEAL A TVE R 24 BE 2 (flin: b EIeER? D
b. WERBIAHIET, MR FE R RE T IZ 2 TE B A2

c. RERRARESHIE B H IR (Flan: BUL, %82

d. WA IR ] DL ey g ?

- IREE BB SRR I R RRAR IR AR R AR TR ?
- AT BE DT T R R R R R R I R AR S R AR, S RE S R BhIE (EAT SE A

452

. RER S B FRAR ] rehabilitation program s& At BEEKR I ?
. VRFB A 1B actionable plans 7] LAt — 228/ relapse rate?
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