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PREFACE
In 2007 and 2008 I worked at the Department of Criminal Policy, Ministry of
Justice, contributing to a Nordic project on violence reduction and another
project that examined Nordic criminal policies. Substance misuse and related
harm had an integral presence in both these projects, and in many of the changes
that we were seeing in correctional treatment services. The suggestion that I
undertake a doctoral dissertation came from Adjunct Professor Olavi
Kaukonen. As it turned out, this thesis is probably not quite what he had in
mind, but I believe that it retains at least the principal themes: substance misuserelated problems and institutional change.
I am indebted, firstly, to the supervisors of my dissertation. Thanks in
particular to Olavi for encouraging me to start this project, for providing the
foundation that I needed, and for all the advice and encourage on the way. This
would not have happened without you. I was most fortunate that Adjunct
Professor Tomi Lintonen agreed to become my supervisor. This happened
while working on an article together, that later became the second Sub-study of
this dissertation. Tomi has provided invaluable expert advice on various aspects
of conducting research ever so often, even when under extreme time pressures.
Thank you.
Thanks to Research Professor Pekka Hakkarainen and Associate Professor
Kalle Trygvesson for constructive and insightful review comments and
suggestions. I am very grateful to Associate Professor Jessica Storbjörk for
agreeing to be my opponent at the public defence of my dissertation.
Financially, this dissertation was made possible by grants from the Finnish
Foundation for Alcohol Studies, Otto A. Malms Donationsfond and the
Scandinavian Research Council for Criminology.
Thanks to all who were involved in the various stages of data collection.
Separate thanks to Sasu Tyni and Marja-Liisa Muiluvuori for collecting data
from criminal sanctions registers. Thanks also to Sasu for aligning the data from
the different register sources as well as for his patience in replying to all my emails and calls. I am greatly indebted to the directors and other staff members
of closed prisons who traced the former locations of their units’ drug and
alcohol wards and sometimes even the number of individual prison cells. And
once again, thanks to Sasu for extracting these data from register sources. I
should like to thank Simo Pelanteri for compiling statistical datasets based on
health care registers. Thanks to Mauri Aalto for checking these health care
register data for correspondence with diagnoses in different years.
I have been extremely privileged to have the use of a working space at the
Institute of Criminology and Legal Policy (Krimo). For this I owe a special debt
of gratitude to Professor Tapio Lappi-Seppälä. Special thanks also to Professor
Janne Kivivuori, who has generously shared his knowledge and scientific
expertise. Thanks to all the people at Krimo for providing a unique research
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environment. Special thanks to Mikko Aaltonen, Mirka Smolej and Petri
Danielsson. Sirpa Turunen and Kati Laalo ensured I was never too frustrated
by everyday practicalities. Thanks also to Eira Mykkänen for doing the layout
of my thesis and for other practical help. I owe a particular debt of gratitude to
Elsa Saarikkomäki for irreplaceable peer support: you have read my texts and
worked on countless problems with me, sometimes at just a few minutes’
notice.
Thanks to Professor Pekka Sulkunen and his intervention seminar for
fruitful feedback, support, and for crucial lessons about how to structure a
research article around the three “K:s”. Thanks also to Professor Erkki Kilpinen
and Professor Ilkka Arminen, who later took over running the intervention
seminar.
A huge thanks to the CEACG research team, which was founded by Pekka
Sulkunen, on the legacy of the intervention group to focus on a specific research
area. The team is now continuing to work and evolve, in a changing research
environment, under the direction of Matilda Hellman, with Pekka’s support.
Thanks also to all the researchers and dissertation writers I met at the
intervention seminar and at CEACG. In particular, I should like to thank Anna
Alanko, Michael Egerer, Matilda Hellman, Anu Katainen, Riikka Kotanen
Petra Kouvonen, Anna Leppo, Anne Mattila, Riikka Perälä, Otto Pipatti,
Pauliina Seppälä, Arto Ruuska and Sanna Rönkä.
My dissertation project gained significant momentum during my six-month
research visit to Bergen, Norway. Thanks to NCoE NordWel, which made this
visit possible. I’d like to say a warm thank you to the staff at Rokkansenteret
and everyone else I met in Bergen. Special thanks to Annika Suominen, Camilla
Bernt and Ingvill Helland. Thanks also to NAD-NVC and to Pia Rosenqvist for
support in the early stages of my research.
Thanks to Jouni Tourunen, Teemu Kaskela and Matti Joukamaa, who
helped me at various stages of this project. Thanks also to everyone who
commented on my work at doctoral seminars, congresses and seminars.
Last but not least, I should like to thank my mother and father as well as
Björn och Beati. I could never have managed without your offers to babysit or
to help with everything from baking birthday cakes to shopping for forgot items.
Thanks to Kaarina, to Anneli, to our book club and the whole gang. And thanks
to Soili.
I don’t think I can find the words to express my gratitude to Stefan, who’s
always been there by my side, no matter what. So much would have been
impossible without you. Naomi and Adina were born during this thesis project.
Thanks for always reminding mother about what really matters when I’ve been
working too hard – and just for being the wonderful gifts that you are.
Töölö, Sunday 11 December 2016, to the famous and timeless tunes of
Pikkukakkonen
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ABSTRACT
Increasing ill health and substance-abuse problems among prisoners
alarmed prison practitioners around the 1990s. However, no studies were
conducted that could verify the magnitude of the seemingly large problem.
Simultaneously, the view on rehabilitation in prisons changed. Finnish
prisons have introduced several new rehabilitative programs since the mid1990s, a practice that contrasts with the earlier aspiration of offering minimal rehabilitation and aiming at similar sentences for similar crimes regardless of the offender’s qualities or problems.
Substance abuse is currently seen as a risk factor that should be tackled
in prison in order to reduce reoffending. The problems that need to be addressed during the prison term and all planned interventions should be articulated in a sentence plan. Some prisoners are also given a detailed risk
and needs assessment of their psychosocial situation, conducted by an expert.
This study analyzed changes in the division of labor between the main
societal institutions that handle substance-abuse-related harm, the changes
in substance-abuse problems among prisoners that occurred between 1985
and 2006, as well as current prison practices in the assessment and treatment of these problems. The study materials included registers from the
social and health authorities, the police and the prisons, along with nationally representative Finnish Prisoner Health investigations conducted in
1985, 1992 and 2006.
Sub-study I shows that cases of substance-abuse-related harm handled
within institutions between 1985 and 2006 increasingly became a matter
for the prison rather than the social-welfare institutions to deal with. The
mean number of persons institutionalized per day on the grounds of substance-abuse-related harm increased during this period. The growth before
the Finnish economic recession of the 1990s was attributable to an increasing proportion of rehabilitative substance-abuse treatment within social
care, and after the recession to new admissions to prisons among persons
with substance-abuse problems.
Sub-study II shows that the number of prisoners with substance-abuse
problems in Finnish prisons grew substantially between 1985 and 2006.
Addiction to both alcohol and drugs increased. Drug dependence increased
to a higher degree and drugs have heavily supplemented alcohol among
prisoners.
Sub-study III investigated the degree to which substance-abuse problems are recognized in prisons, comparing the prison’s sentence plans and
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risk and need assessments to the independent prisoner health study of 2006
(N=510). A dependence diagnosis was given to 82 percent of the prisoners
included in the health study. Sentence plans recognizing 65 percent of
these diagnoses were less accurate than the risk and needs assessments.
The risk and needs assessments were in closer agreement with the health
study recognizing 78 percent of alcohol dependence and 87 percent of drug
dependence diagnoses. Although it is uncertain whether or not every diagnosed dependency raises the recidivism risk, we concluded that a number
of potentially criminogenic dependence problems were unrecognized.
Moreover, they were considerably less likely to be recognized among
short-term prisoners, who were assessed less seldom,
Sub-study IV analyzed the support given to prisoners whose sentence
plans or risk and needs assessments recognized problems related to intoxicant abuse, focusing on those released in 2011 (N=3798). Misuse of intoxicants was assessed as a (criminogenic) problem for 60 percent of prisoners
in the assessment or the plan. However, only about a quarter of these prisoners received interventions to tackle substance abuse through treatment
programs or stays in substance-free/ treatment wards. Short-term prisoners
received interventions considerably less seldom than prisoners with longer
sentences. Another reason for the low delivery of treatment was the low
numbers of (measurably) motivated inmates.
This study shows that longer sentences allow thorough assessments and
leave time for interventions, whereas short sentences seem to warrant both
less thorough assessments and fewer interventions. This is a cause for concern given the prominent link between substance abuse and repeat offending among prisoners who receive short sentences. Moreover, it does not
resonate well with the idea of Nordic prisons as dealing with their inmates
in an exceptionally egalitarian manner.
Efforts to improve procedures related to criminal sanctions should, on
the basis of these findings, focus particularly substance-abuse problems
and prisoners with shorter sentences. If help cannot be offered during the
sentence, efforts should still be made to notice misuse problems and to
provide support during the re-entry phase via providers of social and other
services.
Keywords: Substance misuse, treatment system, prison, risk assessment,
Nordic Exceptionalism, sentence plan.
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TIIVISTELMÄ
Vankiloissa havahduttiin vankien lisääntyviin terveys- ja päihdeongelmiin
vuoden 1990 tienoilla. Ongelmien laajuudesta ei kuitenkaan ollut riittävää
tietoa. Vankilat alkoivat tuohon aikaan myös tarjota päihdeohjelmia suuremmassa mittakaavassa. Tämä oli muutosta aiempaan ajatteluun, jonka
mukaan vankiloissa ei tulisi juuri kuntouttaa, jotta samasta rikoksesta kärsittäisiin aina samanlainen rangaistus tuomitun ominaisuuksista tai ongelmista riippumatta.
Nykyajattelun mukaan muun muassa päihdeongelma on kriminogeeninen riskitekijä, joka nostaa riskiä rikoksen uusimiselle. Nykykäytännön
mukaan tärkeimmät kriminogeeniset ongelmat, joihin vankila-aikana pyritään vastaamaan ja kaikki vankilainterventiot, tulisi kirjata rangaistusajan
suunnitelmaan. Suunnitelma voidaan mahdollisuuksien mukaan myös perustaa riski- ja tarvearvioon, joka on vangin psykososiaalisen tilanteen tarkempi asiantuntija-arvio.
Tässä tutkimuksessa on analysoitu sosiaali- ja terveydenhuollon, poliisin ja vankilan välisen työnjaon muutosta tarkasteltaessa päihdehaittojen
laitosmuotoista käsittelyä vuosina 1985–2006 sekä vankien päihdeongelmien muutosta samalla ajanjaksolla. Lisäksi on analysoitu vankilan nykyisiä käytäntöjä päihdeongelmien arvioinnissa ja käsittelyssä.
Osatyössä I todettiin, että päihteisiin liittyvien laitosvuorokausien määrä on lisääntynyt vuosien 1985 ja 2006 välillä. Ennen Suomen 1990-luvulle
ajoittuvaa talouslamaa suurin laitosvuorokausia kasvattava muutos oli kuntouttavan päihdehuollon osuuden lisääntyminen ja laman jälkeen vankilan
päihdevuorokausien suhteellisesti korkea määrä.
Osatyössä II havaittiin, että vankien päihteiden käyttö on lisääntynyt
huomattavasti vuosien 1985 ja 2006 välillä. Sekä alkoholiriippuvuus että
huumeriippuvuus lisääntyi, mutta huumeriippuvuuden lisääntyminen oli
huomattavasti suurempaa.
Osatyössä III kysyttiin, missä määrin vankien päihdeongelmat havaitaan vankiloiden rangaistusajan suunnitelmissa (Ransu) ja riski- ja tarvearvioissa (Rita), vertaamalla niitä 510 vangin osalta heille vuonna 2006 riippumattomassa terveystutkimuksessa tehtyihin diagnooseihin. Terveystutkimuksessa asetettiin jokin päihderiippuvuusdiagnoosi 82 prosentille vangeista. Näistä diagnooseista 65 prosenttia tunnistettiin Ransussa riskinä.
Rita vastasi terveystutkimusta Ransua tarkemmin tunnistaen alkoholiriippuvuusdiagnooseista 78 prosenttia huumeriippuvuusdiagnooseista 87 prosenttia. Vaikka onkin otettava huomioon, ettei jokainen terveystutkimuksen
riippuvuusdiagnoosi välttämättä ole luonteeltaan rikosuusimisriskiä nostat-

4
tava, tutkimuksessa pääteltiin, että myös joitakin kriminogeenisiä päihdeongelmia jäi havaitsematta vankilan arvioissa. Eri vankiryhmien ongelmat
havaittiin vaihtelevalla tarkkuudella. Lyhytaikaisvankien ongelmat havaittiin huonosti suhteutettuna ongelmien määrään ja heille tehtiin myös harvoin Rita.
Osatutkimuksessa IV tarkasteltiin sitä, missä määrin ne vangit, joiden
kohdalla on todettu päihdeongelma, johon vankeusaikana tulisi vaikuttaa,
saavat tukea ongelman käsittelyyn. Aineistona tarkasteltiin vuonna 2011
vapautuneiden vankien (N=3 798) Ransuja ja Ritoja. Kriminogeeninen
päihdeongelma merkittiin Ransuun tai Ritaan 60 prosentille vangeista.
Näistä vangeista noin neljäsosa sai päihdeongelman käsittelyyn tukea joko
päihdeohjelman tai päihteettömällä tai kuntoutusosastolla oleskelun muodossa. Lyhytaikasivangeille toimenpiteitä suunnattiin huomattavasti harvemmin. Eräs syy toimenpiteiden vähäiseen määrään löytyi mahdollisen
resurssipulan ja rakenteellisten seikkojen lisäksi myös vankien (arvioiden
mukaan) alhaisesta motivaatiosta muutokselle.
Lyhytaikaisvangit ovat tutkimuksen mukaan huomattavan huonossa
asemassa sekä tarkasteltaessa vankilalaitoksen todennäköisyyttä havaita
heidän päihdeongelmiaan että ongelmiin puuttumisen todennäköisyyttä.
Tämä on ongelmallista muun muassa, koska tiedetään päihdeongelmien
olevan vahvassa yhteydessä lyhytaikaisvankien rikosuusimiseen. Ilmiö istuu myös huonosti ajatukseen pohjoismaista vankiloista erityisen tasaarvoisina.
Työn perusteella voidaan todeta, että vankeinhoidon käytäntöjen kehittämisessä tulisi kiinnittää erityistä huomiota lyhytaikaisvankeihin ja päihdeongelmiin. On kiinnitettävä huomiota päihdeongelmien havaitsemiseen
ja, jos interventioita ei voida tarjota vankeuden aikana, on yritettävä suunnata voimia vapautumisvaiheeseen. Tämä edellyttää eri viranomaisten välistä yhteistyötä.
Avainsanat: Päihdeongelmat, hoitojärjestelmä, vankila, riskiarvio, Nordic
Exceptionalism, vankeusajan suunnittelu.
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1

INTRODUCTION

The use and abuse of drugs and alcohol are much more common among
prisoners than in the population in general (Fazel et al. 2006). Looking
back, it is not surprising that prison practitioners among others became
alarmed about the declining health of prisoners when Finland in the late
1990:s experienced an increase in drug use and drug-related harm in the
late 1990s (the ‘second drug wave’, see Hakkarainen & Metso 2003). The
number of prisoners who were unable to carry out their tasks in the prison
work facilities increased drastically, in particular because of substanceabuse and related health problems (Vankeinhoidon…1999; Rikosseuraamusviraston 2005). The increase in such problems seemed large at
the time and some research touched upon it, but there were no studies that
could verify its magnitude (cf. Joukamaa 1991; Koski-Jännes 1995).
After the economic depression of the 1990s Finland started to dismantle
its treatment system with regard to alcoholism (for the most part) and substance dependence, which relied mainly on institutional care. Outpatient
treatment replaced inpatient care to some extent, but researchers were fairly
consistent in their views that the new system was not extensive enough and
failed to reach a major proportion of the most troubled users (Kaukonen
2005; cf., Julkunen 2001). The division of labor between the main institutions handling substance-abuse-related harm was undergoing a change that
seemingly gave prison a larger role, although the extent of it remained uncertain.
Views on rehabilitation in prisons started to change at roughly the same
time. Thus far both domestic and international opinion had (for different
reasons) maintained the view that prisons should not, to any large extent,
engage in rehabilitation. International studies seemed to indicate that such
practices did not help prisoners stay away from crime to any large extent:
‘nothing works’ (cf. Martinson 1979; cf. Cullen 2012). Finland tended to
refrain from offering rehabilitation in prison so as not to put prisoners in
different positions based on their personal characteristics, and to ensure
that the same kinds of sentences were given for the same kinds of crime in
accordance with the ideals of proportionality and equality: in principle,
care should not be dispensed by control authorities (cf. Cullen 2012; LappiSeppälä 2012a cf., Laine 2011). However, there was a shift in the policy on
substance use at the end of the 1990s towards care, prevention and harm
reduction on many levels – including that of the prison (cf. Suomen Huumausainestrategia 1997).
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More recent international studies, conducted after the 1990s for the most
part, convincingly showed that rehabilitation of a certain kind could decrease
the risk of repeat offending among prisoners upon completion of their sentences. Certain prisoners, with certain characteristics, seemed to benefit from
rehabilitation more than others. These so-called “What Works” studies had a
big impact in Finland on both the legislative and the strategic level, highlighting the importance of an evidence-based approach to rehabilitation
(Laine 1994; Vankeinhoitolaitoksen… 1999; Vankeinhoidon…. 2004; Act
on Imprisonment 767/2005; Rikosseuraamuslaitos 2012a). According to the
current evidence-based approach – the RNR model – prisons should target
those of the prisoners’ problems that contribute to recidivism. Given that
substance-abuse disorders of a certain kind are known to contribute to a
heightened recidivism risk, they should thus be targeted in prisons. Accordingly, prisoners should be given structured assessments that map the sort of
problems that could heighten the risk of recidivism. All interventions undertaken in Finnish prisons nowadays should be based on a sentence plan that is
derived from a structured assessment or some other mapping of the prisoner’s situation. (Arola-Järvi 2012; Andrews & Bonta 2010)
Yet, there is little knowledge about the extent to which prisons actually
detect the problems of the prisoners in their assessments. There is also insufficient information on the degree to which prisoners whose problems are
detected receive treatment.
Studies on the changing nature of control inside prisons nowadays occupy several meters of shelf space, attributable in particular, it is claimed,
to changing views on prisoner rehabilitation. David Garland (2001), for
example, maintains in a polemic fashion that the era of penal welfarism has
come to an end, and with it a system built on the premise that the roots of
delinquency lie mainly in the victim’s unhappy circumstances and that
prison should take responsibility for rehabilitating him or her to return to
society. Garland further suggests that the aim in the current Anglo Saxon
prison system is not as much to rehabilitate as it is to contain, and to protect society from the growing prison population (cf., Garland 2001). The
aim of changing the individual through rehabilitation still holds, but the
justification for the rehabilitation is articulated in terms of protecting society from recidivism – not to benefit the prisoner (Moore& Hanna-Moffat
2005, 90). Consequently, the qualities of the individual rather than his or
her circumstances essentially determine whether or not rehabilitation takes
place (Feeley & Simon 1992; Young 2011).
Finland has not experienced the same explosion in prisoner rates as the
United States, inspiring theories explaining the decline of the rehabilitative
ideal (cf., Lappi-Seppälä 2012a). Indeed, the current situation in Nordic
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prisons has been labeled ‘Scandinavian Exceptionalism in an era of penal
excess”, given the comparatively low prisoner rates, low recidivism, humane prison conditions and the egalitarian treatment of inmates (Pratt
2008a; 20008b). However, rehabilitation provision in prisons has also
changed in Finland, and this change has attracted very little attention so far.
Researchers have indeed studied the programs offered to inmates (Tyni et
al. 2014; Granfelt 2007; Karsikas 2005, Tourunen 2009, Tourunen &
Perälä 2004), and the historical and policy changes leading to the current
status of prison-based treatment (Tourunen et al. 2012). On the evidence of
this literature one could indeed refer to a reincarnation of Penal Welfarism
in Finnish prisons after 1990 given the substantial increase in rehabilitation
on offer in since the 1990s (Tourunen et al. 2012). However, there is a lack
of research on the number and nature of prisoners’ problems and how they
relate to the new rehabilitation strategies. How are substance abuse problems are recognized in prison today, and to what degree do the prisons respond to them in the evidence-based manner their strategies indicate?
My focus in this dissertation is on the empirical, institutional and ideological changes that have taken place in the handling of substance-userelated harm, concentrating on recent developments within the Finnish
prison sector.
The work spans the fields of sociology, criminology and penology. The
major analytical framework derives from the sociological study of deviance, health and welfare, and their control. The discussion covers the
changing boundaries of the penal state with regard to the welfare state
(WFST) through the issues of substance abuse and rehabilitation, and their
changing institutional loci. Further inspiration came from studies on the
sociology of risk, which concerns the pragmatic consequences of implementing risk-management instruments and how this helps to blur the
boundaries between the penal state and the welfare state.
The main aim in the scientific articles on which this dissertation is
based was to conduct a quantitative investigation into the changes in societal approaches to the harm that accompanies substance abuse, focusing particularly on recent changes in Finnish prisons. This entailed combining register data from social and health authorities, the police and the prison authorities with clinical medical investigations of prisoner health conducted
at different times. The prisoner-health investigations in combination with
the register data map the time period between 1985 and 2006. Developments within the prisons are then investigated with regard to rehabilitative
measures until the year 2011 through a separate register data.
The point of departure is that Finnish prisons offer more rehabilitation
today. However, my inquiries indicate that this process is not in the least

10
straightforward in that certain types of substance-abuse problems will always be addressed in a similar way. In general, the study identifies several
selective mechanisms in the Finnish prison system that work simultaneously – some of them supporting and others opposing the penal welfarism
these. The reasons for these mechanisms pertain to the prisoner, as well as
to more random prison practices, practicalities and scarce resources.
It seems that selective practices nowadays commonly exist among the
current practices introduced to mitigate various kinds of harm resulting
from substance abuse in society in general. There are two main reasons
behind this: first, changes (mainly increases) in the use of drugs and alcohol after the 1990s, and second, changes in the way harm resulting from
substance abuse came to be viewed as a problem in the Finnish welfare
state and in Finnish and Nordic prisons after the 1990s – more as a risk to
society than as a problem that should be treated for the good of the individual concerned.
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2

RESEARCH QUESTIONS

Research question 1 is the main question that underpins the entire study
and this summary. It is examined concretely and empirically in four scientific articles that address research questions 2, 3, 4 and 5.
The specific research questions are:
1. What empirical, institutional and ideological changes have taken
place in the handling of substance-use-related harm, particularly in
Finnish prisons?
2. What is the division of labor between the different institutions handling substance-use-related harm in terms of days spent in institutions between 1985 and 2006? (Sub-study I)
3. How are prisoners’ abuse problems portrayed in investigations of
prisoner health, and how have they changed between 1985 and
2006? (Sub-study II)
4. Are prisoner’s dependence problems recognized in the riskassessment instruments and sentence plans used in prisons today?
(Sub-study III)
5. If dependence problems are recognized, to what extent do the prisoners concerned receive support for the problem, and what factors
contribute to support being given? (Sub-study IV)
Sub-study I analyses changes in the division of labor between the main institutions dealing with harm resulting from substance abuse according to
register data from the health authorities, the social care authorities and the
police. The aim was to find support for the hypothesis that there is a growing caseload of substance abusers in Finnish prisons in relation to the various authorities that handle the varying harm that results from the abuse
(RQ 2, Sub-study I).
Sub-study II analyses changes in substance abuse problems – in terms
of frequency and the substances used – among Finnish prisoners during the
last twenty years. The data comprise prisoner-health investigations from
1985, 1992 and 2006 (RQ 3, Sub-study II).
The analyses in Sub-study III concern the extent to which inmates’
abuse disorders (SUDs) are recognized in prison registers (sentence plans
or risk and needs assessments), and the contributory factors: this entailed
combining information on those who took part in the prisoner-health investigation with information on the same persons taken from the prisoner da-
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tabase (RQ 4, Sub-study III). Consequently, Sub-study IV analyses what
happens if a prisoner’s abuse problems are recognized. What kinds of prisoners are being recorded as having a substance abuse problem that should
be tackled in prison? To what degree do they receive support for their problem? What factors contribute to the granting of support? (RQ 5 Sub-study
IV)
This summary combines the results presented in the sub-studies in the
light of theories concerning changing views on substance abusers and rehabilitation in society and prison. I reflect upon how these theories are applicable or not in the Finnish/ Scandinavian context. My hypothesis is that
there are indeed tendencies that enable prisoners to receive more rehabilitation in prison, but at the same time there are groups of prisoners who are
not touched by these developments, and that this selection is in some cases
systematic.
Chapters 3–7 below present the theoretical framework and discuss the
earlier research that underpins this study: societal reactions to substancerelated harm and the reasons for such reactions; penological views on rehabilitation; and the emergence of risk thinking in prisons internationally and
in Finland. The materials and methods are presented in Chapter 8. The
findings reported in the articles are discussed in Chapter 9 in the light of
earlier studies. Finally, the results are assessed in line with the discussion
on Nordic penal systems as exceptional or not.
On the assumption that this dissertation summary will be of interest to
researchers and practitioners in the field of criminology and the research on
substance abuse and its treatment, I go through the empirical and theoretical underpinnings in some detail. The empirical-historical framework is
presented in Table 3 in combination with the discussion chapter (9). Readers interested in an overview of the main historical developments underpinning this study may benefit from consulting the table early on.
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3

THE CONTEXT:

3.1

Substance-use-related harm

A major focus in the study is on changes in how societal institutions, and
particularly the prison system, respond to different types of substancerelated harm. In general, the handling of problems related to substance use
has been seen as a function of the state: it defines the notion of the good
life and also what kind of substance use is acceptable and what related behavior/outcomes are considered harmful enough for the state to intervene
(Sulkunen 2002, 67). On the societal level substance-use-related harm can
generally be classified as belonging to one of three problem categories:
health problems, social problems or problems of law and order (Mäkelä &
Säilä 1986, 67). Two main processes run in parallel in defining how intoxicant abuse is seen as a problem, at different times in different societies. On
the one hand patterns of substance abuse such as an increase in the
amounts of alcohol or narcotics consumed strongly affect the perception of
the problem, and on the other hand the problem is defined by societal and
institutional reactions to substance abuse (i.e. societal control)5. (Mäkelä et
al. 1981, 3; Babor et al. 2010.)
Alcohol has a dual role as a legal commodity and a drug with toxic effects (Babor et al. 2010). Toxic effects of alcohol, alcohol intoxication and
alcohol dependence, separately or in combination can and do have various
adverse outcomes. The harm may be to the drinker, the drinker’s immediate associates (family, friends) or society in general (Sosiaali- ja terveysministeriö 2006). Different mechanisms are assumed to trigger different kinds of alcohol-related harm: for example, toxic effects or dependence
syndrome may lead to chronic diseases¸ and intoxication may lead to accidents, injury and acute social problems. Alcohol may well be a contributor
to the above-mentioned outcomes, which at times may lead to chronic social problems (see Babor et al. 2010, 15).
Harm related to drug abuse is more closely associated with the judicial
control authorities given the classification of these particular substances as

5
For example, an increase in the number of people admitted for treatment because of alcoholism
may result from an increase in the overall consumption of alcohol, or from changes in the control
system such as upgrading treatment for alcoholism or giving hospitals the financial resources to
admit more patients for treatment (cf. Klingemann et al. 1992, 1–8).
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illegal (see e.g., Olsson et al. 2011)6. A “drug” is a substance that is defined
as such in national law or international agreements (Hakkarainen 1992) 7.
The use of certain psychoactive substances may lead to adverse effects on
both the societal and the personal level. Personal-level effects include various medical conditions such as dependence syndrome. 8 The main (registerbased) indicators of the adverse effects of drug use listed in the 2011 Yearbook of Alcohol and Drugs Statistics are drug-related crime, drug seizures
and drug-related diseases, and the respective care periods (Yearbook of
Alcohol and Drug Statistics 2011).
The overall level (and structure) of alcohol use in a society is connected
to the prevalence of alcohol–related harm (e.g., Babor et al. 2010; Holder
2003; Rossow 2001). Some effects, such as chronic diseases, are lagged,
whereas others such as acute diseases or acute injuries are more direct.
Changes in overall alcohol consumption are also strongly related to Finnish
rates of violence prevalence and homicide (Siren and Lehti, 2006; Kivivuori 2002). It seems that when alcohol policies are liberalized, those who
were restricted most by the policy will increase their drinking the most
(Mäkelä et al. 2002).

6
Historically, drug abuse has not always been subjected to coercive control, such as when most
drug users belonged to the upper classes (Olsson et al. 2011) or to subpopulations (Hakkarainen
1992). There is some consensus among researchers that drug use came to be viewed in the Nordic
countries as a larger-scale problem with potential harmful effects on society around 1965 when
young people and members of the lower classes began to use substances in larger amounts (e.g.,
Christie & Bruun 1986; Hakkarainen1992; Olsson et al. 2011).
7
As Hakkarainen (1992) points out, there are psychoactive substances that can cause the same
kind of adverse effects as illegal psychoactive substances, but are not defined as illegal. Examples
of such substances include glue and solvents, and legally obtained psychoactive substances such
as sleeping aids and pain medication. New substances also enter the field and are added to the
classification of drugs when discovered. It should nevertheless be noted that many who use or
abuse illegal drugs often also consume large quantities of medication obtained legally from medical doctors, such as sleeping pills and pain medication (Rönka et al. 2015).
8
Medical diagnoses of drug dependence also change over time as new substances enter the field
and new behaviors are classified as medical conditions. The classification of “drug-related diseases” used in this study is from the International Classification of Diseases. (E.g. ICD-10)
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Source: National Institute for Health and Welfare (THL 2015)

Figure 1 The consumption of alcoholic beverages as pure alcohol per person aged 15
years or older, 1960–2013

Alcohol consumption fluctuated during the period (1985–2011) under
study. Total per-capita consumption of pure alcohol in Finland in the mid1980s was estimated at about 7.5 liters – well below the European average.
This figure increased between 1985 and 1990, to be followed by a steep
decrease lasting until 1994. The consequent rise continued until 2006,
reaching around 10.5 liters per person, after which there was a slight decrease and stabilization (Karlsson, 2009)9. The study period includes the
so-called “second drug wave” of the 1990s when the use and abuse of illegal drugs and psychoactive substances became much more common than
during the 1970s and 1980s (Partanen & Metso 1999). The problem use of
drugs then grew steadily until the end of the time period covered here.
(Metso et al. 2012) The relationship between alcohol and other kinds of
intoxicants has also changed: about 40 per cent of people accessing social
or health services on account of substance abuse had mixed alcohol and
other substances (Nuorvala et al. 2008).

9
The reduction of alcohol prices in 2004 (e.g., Helakorpi et al. 2007) and the accession of Estonia
– with its lower alcohol prices – to the European Union have accounted for rises in the overall
consumption of alcohol.
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3.2

Substance use and crime

Research shows that substance use and criminal behavior are closely associated, although the roles of alcohol and drugs may differ. Many offenders
are under the influence of alcohol while offending (Pernanen et al. 2000).
The offence of drunken driving, for example, requires the offender to be
intoxicated (Niemi 2012). In any case, all these associations reflect more
complicated circumstances: social factors have been associated with
drunken driving (Impinen et al 2011; Karjalainen et al 2011), for example,
as have personal characteristics such as impulsiveness (Moan et al. 2012).
A large proportion of violent crime is perpetrated under the influence of
alcohol and a history of violent behavior is more common among alcoholics than non-alcoholics (Sirén & Lehti 2004), Chronic heavy drinking
likewise seems to be associated with an increased risk of violence. The
consumption of alcohol is thought to lower the threshold for violence by
making people more irritable or making violence more acceptable in a given social situation (Lenke 1990; 1996). Alcohol is an intrinsic factor in violent offences and homicides, especially in Finland (Lehti and Kivivuori
2005)10. Changes in overall alcohol consumption in Finland are known to
connect strongly with the prevalence of violence (Siren & Lehti 2006.) The
role of hard drugs is still very small in this respect (Lehti et al. 2011).
Drug use and criminal behavior appear to be connected – a connection
that is open to several explanations, many of which are intertwined (Bennett & Holloway 2007, 130–131). Bean (2004) identifies three main views
on the connection between drug use and crime. First, according to the addiction view, drug use in itself leads to offending in accordance with economic or psychological reasoning. Drugs cost money and the user may
commit crimes to finance their use. Psychopharmacological reasoning
stresses the neurological effects of (some) drugs that raise the probability
of committing a crime 11. Withdrawal symptoms may also cause aggression.
Most of the aggressive behavior involved in drug use is related to certain
traits of the drug-dealing market, such as fighting over market areas or punishing snitches (systemic model). Also the very criminalization of drug use
may lead to criminality in that addicts commit crimes while using or possessing substances that are illegal (Kekki 2012).
Second, criminality in itself leads to drug use: sub-cultural reasoning
presumes that criminal activities promote a drug-use-friendly culture. Kin10

According to one study, 75 percent of Finnish male offenders and victims and 50 percent of
victim offenders or victims are substance abusers (Lehti 2013).
11
Namely, the use of amphetamines may raise the probability of aggression. Opiates and marihuana are often assumed to have a calming effect on the user. (E.g. Perälä 2011.)
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nunen (1996) showed how criminal activities at a young age heightened the
probability of drug use at a later stage in life.
Third, it is claimed that there is no direct connection between drug use
and criminality, and that indirect connections can be attributed to third factors, mostly psychological and social. What Bean (2004) refers to as the
lifestyle model implies that the reasons for using drugs lie in the classical
sociological factors that explain any delinquent behavior, in other words
social exclusion, poverty, unemployment, antisocial environments and broken homes, for example. A Finnish study conducted by Kekki focused on
so-called habitual criminals, many of whom could be classified as socially
excluded. It is implied that some people find some degree of satisfaction in
their lives that tends to involve many types of criminality. Economic reasons were not the only motives: acceptance among peers and maintaining
an exciting lifestyle were seen as major reasons for pursuing such practices
(Kekki 2012, see also Svensson 2002).

3.2.1 Prisoners’ abuse problems and the connection to
recidivism
Throughout the world the average imprisoned person belongs to the most
disadvantaged population group. Prisoners suffer from poor physical and
mental health, poor socioeconomic conditions and many also from drug
and alcohol problems (Joukamaa et al. 2010; Skardhammar 2003; Nilsson
2003; Shinkfield et al. 2009; Fazel et al. 2011).
Substance abusers tend to be overrepresented in prison populations
(Fazel et al. 2006). However, countries differ regarding the proportion of
substance misusers in prison. The Scandinavian countries tend to be at the
high end (Andersen 2004; Lintonen et al. 2011)12.
Regardless of the causal direction between substance use and criminal
offending (see above), it seems that drug or alcohol use among criminal
offenders is more often than not characterized by clinically diagnosable
substance dependence (Olson et al. 2014; Taxman et al. 2007; Andersen,
2004). It is also known that alcohol and drug use are connected to repeat
offending. Indeed, Zamble and Quinsey (2001) found that alcohol use

12

As Lintonen et al. (2011) point out, according to the systematic review conducted by Fazel et
al. (2006), the wide variation in the prevalence of both substance abuse/dependence and alcohol
abuse/dependence is attributable to the heterogeneity in the studies, among other things. They also
considered it noteworthy that Andersen (2004) found higher figures of alcohol abuse/dependence
(50 % and more) for (Scandinavian) countries not included in Fazel et al.’s study.
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among repeatedly offending convicts was a distinguishing feature in any
account of the pre-offence period.
Current theories of offender rehabilitation in prisons take the drugcrime connection very seriously. According to the Risk-Need-Responsivity
(RNR) model, being addicted to drugs will increase the risk of recidivism.
Drug and alcohol addiction should therefore be treated in prison to reduce
this risk. (Andrews & Bonta 2003, see Chapter 5.2 for more details)

3.2.2 The drug-crime link: from social to personal
explanations
As Bean (2004; see also Kekki 2009) points out, it is not insignificant how
policymakers and researchers view the connection between drugs and criminality. If drug use in itself causes criminality, then treating it will reduce
crime rates. Alternatively, if criminal lifestyles promote drug use, treatment
will have no effect and it would be wiser to tackle other factors that lead to
criminality. Finally, if there is no connection between drug use and criminality, it makes no sense to treat drug use with the aim of reducing crime.
(Bean 2004.) Given that not all drinking in particular, and not all drug use
directly lead to offending, other factors (third factors) mediating the substance use-crime link are important (for ex. Day et al 2003.)
There is an increasing trend in current criminological theories to emphasize individual traits in explaining the drug-crime connection, in contrast to earlier views positing that societal shortcomings and initiatives
were primarily responsible. This is indeed evident in recent initiatives related to tackling substance abuse in prison and beyond (cf. e.g. Young
2011).
Nils Christie and Kettil Bruun in coined the idea of drugs as the “Good
enemy” of society (Christie and Bruun 1986). According to this view,
when social problems such as illness, crime, and social exclusion are
blamed on drugs, society fails to address underlying issues such as unemployment, which tend to be more complex but could also be part of the
problem.
Many of the classic sociological and criminological theories emphasize
these societal correlates for alcohol and substance misuse, and criminality:
social exclusion, poverty, unemployment, antisocial peers, broken homes, a
violent family background, to mention some. Weak social bonds and the
absence of attachment to social norms have been regarded as causes of
many types of delinquent behavior (Hirschi 1969; cf. Bulmer 1984). Likewise, inability to achieve socially accepted goals has also been seen re-
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garded a cause of mental strain making people want to alleviate the strain
though delinquent acts such as abuse or criminality (Merton 1957). Some
theorists also point out that delinquency may result when strain and delinquent opportunity appear simultaneously (Cloward & Ohlin 1960).
Empirical studies commonly demonstrate the importance of many of
the above-mentioned empirical factors as explanatory variables even today
(e.g. Karriker-Jaffe 2011; Ford & Beveridge 2006). A Finnish study on
substance-abuse clients in social and healthcare services has shown that
those who seek help on account of alcohol problems suffer from various
forms of deprivation: loneliness, unemployment and homelessness are
much more common than in the general population (Kuussaari et al. 2014).
Moreover, disorders related to substance abuse constituted the most common cause of impaired working ability among Finnish female prisoners, 42
percent of them having been judged unable to work in 2006 (Viitanen et al.
2012). A low socioeconomic status has also been reported among Finnish
drunk and drugged drivers (Karjalainen et al. 2011).
However, modern criminological theories and research have started to
emphasize internal factors as significant causes, mediators or third factors
when the connection between substance abuse and criminality is scrutinized.
Gottfredson and Hirschi (1990) – in their seminal general theory of
crime – attribute both drug use and criminal behavior to low self-control:
both types of behavior show elements of a desire for immediate gratification. Nevertheless, they differentiate between “criminality,” which is the
propensity to offend, and “crime,” which is an actual event during which a
law is broken. Propensity cannot be acted on unless the opportunity to do
so exists. Consequently, they see crime as a by-product when people with
low self-control and high criminogenic propensities come into contact with
illegal opportunities. This influential criminological theory indicates that
the main reason for both use and delinquency is, at the end of the day, internal.
Day et al. (2003) refer in their review of the empirical literature on the
links between alcohol and criminality to negative affect, implying poor
self-regulation skills, as an important mediating factor 13. This is in line
with the thoughts of Andrews and Bonta (2010; 2003) who suggest that
offender rehabilitation should target not only those who use or misuse al13

Day et al. (2003) differentiate between alcohol use at the time of the offence (a proximal antecedent) and habitual or chronic use (alcohol as a distal antecedent). They found in their literature
review of alcohol and crime connections that when alcohol intoxication and strong negative emotional states coincide, there is a strong likelihood that people with antisocial personality traits in
particular will commit impulsive or opportunistic offences. This view strongly reflects the thinking of Andrews and Bonta (1998).
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cohol, but also those who have characteristics that predispose them to offend under its influence (see also Andrews et al. 1990b). Day et al. (2003)
equally stress the role of substance abuse as a risk for reoffending, but
point out that the alcohol-crime link is poorly understood in current theories of rehabilitation: the current RNR model is criticized for not articulating the causal effects between drug use and crime vis-à-vis what is the
cause of what. In this sense proponents of the RNR theory focus on certain
types of drug dependence and see a reduction in crime risk, but without
knowing why (see also Ward & Maruna 2007). As Day et al. (2003, 55)
note “For some offenders /…/ alcohol use may not be criminogenic but
may still need to be addresses therapeutically, to assist them in community
integration and to reduce alcohol use escalating to a point where it would
be criminogenic”.
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4

INSTITUTIONAL DIVISION OF LABOR

Is substance abuse a medical issue, a social welfare issue or a problem of
law and order? The answer to this question has varied between different
states and different times. Views that became prominent during the 1980s
proposed that on a societal level the division of labour between different
authorities that handle substance-use-related harm, mirrors what kind of a
problem substance abuse ultimately is perceived as. Social work was often
classified as caring, healthcare as curing, and coercive control in the form
of police custody or prison as the last resort of containment that policies
aimed to avoid (Mäkelä & Säilä 1986; Klingemann et al. 1992). Mäkela
and Säila (1987) further divided the regulation of alcohol problems at the
level of individuals into four categories: 1) satisfying the material and psychological needs of alcoholics; 2) effecting a medical cure for diseases and
disabilities related to alcohol use; 3) influencing the level and form of alcohol consumption among alcoholics by educating and curing them; and 4)
maintaining discipline and order.
This issue is sometimes referred to as a choice between “Caring, curing
or controlling” the problem. However, as Jenkins (2014) (among others)
points out, it is an over-simplification to classify authorities as having only
one quality: caring, curing, or controlling. There is always a controlling
element involved in care, for example; in fact it would be impossible without some degree of control. Moreover, the criminal justice sector, in other
words the “control” authorities have historically embedded variable degrees of care in their scope of activities (see e.g. Chapter 5 in this summary). Jenkins (2014) suggests a more pragmatic approach that takes into
account not only the sector of the institution but also what happens inside
it, and how this has changed over time. Both views –sector adherence and
actual action – are examined in the following chapter and also integrated
into the analysis of the results of the study.
The main development in the handling of intoxicant-related harm before 1980 in Finland was the diminishing role of coercive alternatives and
the growing role of the social sector. There were also changes in the nature
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of the social sector. (Kaukonen 2005, 74–82; Takala & Lehto 1988, 121–
122; Mäkelä & Säilä 1986, 70)14
The system that was built mainly in the 1970s was contested only after
the recession of the 1990s when the system of social care and housing for
abusers was dismantled (Kaukonen 2005; cf., Julkunen 2001). Care periods
in institutions became shorter, and non-institutional alternatives such as Aclinics and day centers were promoted, which in many ways was positive.
However, this development has also been criticized. The dismantling of the
system took effect largely via individualized treatment decisions, which it
has been argued were not always in the best interests of the client but
served a simultaneous need for managerial cutbacks. (Kaukonen 2002.)
Non-institutional care seems to favor people who are fit enough to book
times at clinics and to maintain treatment (Inkeroinen & Partanen 2005 15;
Kaukonen 2005; 316–317). Conditions that restrict functioning (such as
depression) have proved to be a hindrance to heavy consumers of alcohol
in terms of engaging in non-institutional treatment (Hämäläinen et al. 2005,
28–29). To some extent those who were not reached by institutional social
care utilized institutional health services such as detoxification. It is nevertheless clear that the health services can in no way compensate for all the
cutbacks in institutional care made during the recession. (Kaukonen &
Mäki 1996 116–119)
Police custody has been used to control intoxicant abusers to a much
greater extent in Finland than in any other Nordic state, a practice that has
been strongly criticized (Rahkonen & Sulkunen 1987; Säilöönottotarpeen…1988; Noponen 2006). In Finland the use of police custody lessened in relation to the total consumption of alcohol after 1980s following
efforts by the police to reduce the incidence, but since 1995 the numbers
have followed the development of total alcohol consumption quite closely.
Police strategies to resolve problems related to permitting public drinking
14

The old system was based mainly on asylums; rural institutions that alcoholics were either
forced or persuaded to enter. The treatment regime included work, physical education and total
abstinence. The system was slowly liberalized; Involuntary institutionalization was largely abandoned at the beginning of the 1980s, this also implied shorter periods of inside and the easing of
internal rules (Takala & Lehto 1992, 92–95) However, the true nature of involuntarism had been
under discussion (Lehto 1988). Proposals supporting the voluntary and more therapeutically oriented treatment of alcohol problems became an integral part of the debate in the 1950s and 1960s
(Bruun & Markkanen 1961; Westling 1969). Therapeutic ideas were embraced among other
things via the founding of the non-institutional A-clinic; their numbers grew rapidly as alcohol
problems were seen to affect the normal working population, of which there was a shortage in the
1970s and 1980s. At the same time the withdrawal clinic came into being, the aim being to make
people fit for working life again. (Takala & Lehto 1988, 113–114 and 98–99) The decriminalization of public drunkenness in 1969 contributed to the sharp decline in the number of fine defaulters in prison, which in turn highlighted the need to handle the intoxicant problem in other ways –
accentuating the social sector (Mäkelä & Säilä 1986).
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introduced in1995 seem to have had an effect in that the number of people
taken into custody started to grow again. It seems that the police did take in
people who were ill and unable to take care of themselves (Sosiaali- ja
Terveysministeriön…)15.
It has been argued that the increase in problem drug use in the Nordic
countries in the 1990s produced a shift towards a punitive judicial model,
especially in drug-welfare ideologies to some degree. However elements of
harm reduction (such as needle exchange) were also present (see e.g. Murto
2002, 176–181; Tammi 2007; Kainulainen 2009). Another argument is that
since the 1990s social problems such as increasing substance abuse have
been regarded more as social risks that the individual poses to society rather than manifestations of societal shortcomings, as was the case during
the building of the Welfare State. This shift has been labeled a “break from
welfare policy” and a “move toward risk policy”. The leading principle is
the expected efficiency of the intervention: the system constantly considers
whether the individual will gain something from the intervention in reality,
and whether or not it is worthwhile investing in treating “risky individuals”. This is mainly done through individualized considerations about the
need for intervention which has been said to resulting in policies that no
longer make it clear what is “soft” and what is “hard”. (Kaukonen 2002;
Harrikari 2008 115, 131)16

15

Rahkonen & Sulkunen (1987, 10) point out that police custody is a very harsh way of handling
intoxicant cases: the custody ‘cell’ has hardly any conveniences compared for example to a remand cell. People are taken into custody based on a simple decision of the police that they are too
drunk or are otherwise disturbing the peace. There is no other legal proceeding involved in this
coercive method. (Ibid.)
16
“Hyvinvointipolitiikan katkos ja siirtymä kohti riskipolitiikkaa” (Harrikari 2008,115. Translation by YO.
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5

THE ROLE OF PRISON: PUNITIVE OR
REHABILITATIVE?

5.1

Classicism versus penal welfarism

The idea of rehabilitating law-breakers (“back to society”) has been intrinsic in imprisonment policies since the modern prison emerged (Foucault
2001). The balance between the penal function and the rehabilitative function has varied throughout the history of the prison system and in the criminal policies of various countries at various times (Laine 1994, 7–9;
Mathiesen 2006).
Discussions about rehabilitation in prison seem has been characterized
as evolving around two poles, extremes between which criminal policies
tend to fall (e.g. Tourunen et al. 2012).
At one of these poles is what is often referred to as Classicism or Neoclassicism. It emphasizes general deterrence, the idea that the very existence of punishment deters people in society from committing criminal acts.
Other major principles include proportionality and equality: sanctions/punishments should be exclusively based on the criminal act and not
on the offender’s personal qualities, such as rehabilitation needs or social
status. (See e.g. Lappi-Seppälä 2001)
Penal Welfarism is at the other extreme. Reliance is placed on the individual deterrence of sentencing, in other words that a sentence served may
deter the individual concerned from committing crimes in the future. This
view emphasizes the rehabilitative function of imprisonment directed personally at the offender, and personal qualities (can the person be expected
to benefit from rehabilitation or not?) may indeed affect the punishment (in
terms of length and content, for example) (see e.g. Garland 2001).
Penal-welfare ideology was particularly prominent in the AngloAmerican World between 1960 and 1970, a time period that coincided with
the growth in social-science research and the subsequent publication of
data on social problems. It was commonly thought that an individual’s unhappy circumstances (displacement or poverty, for example) caused delinquency. The role of prison was to rehabilitate this person back into society.
(Cullen 2012; Cohen 1985)
During this time, researchers have claimed, it was considered the responsibility of the State to do good for its citizens (Garland 2001). Criticism came from both the right and the left, however. Conservative critics
commonly stated that prisons should be units of punishment not rehabilitation. Liberals, in turn, thought that prisons did not offer enough treatment
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on the one hand, but on the other hand they also insisted that rehabilitation
should be voluntary and that state-enforced therapy was wrong. Similar
criticisms were voiced in Finland in the 1960s and 70s (cf., Lappi-Seppälä
2012a; Lång 1986; Mäkelä 1967).
It is clear that the perceived reason for delinquency has a substantial
impact on perceptions of the ideal prison sentence and whether or not it
should involve rehabilitation. Above I have shown that the same is also
true of the harmful effect of alcohol and drugs: the perceived reason for
such effects (such as health problems, problems in the social environment,
and offending) affects the kind of responses society offers. This could also
be clearly seen in relation to recent changes in views of rehabilitation in
prison (see Chapters 5.2 to 5.4 below). The changes in Finland are discussed in Chapter 6.2.

5.2

From Nothing Works to What Works – the RNR Model

Robert Martinson’s well known article from 1974 entitled ‘What Works?
Questions and Answers About Prison Reform’ systematically examined
231 treatment studies from 1945 to 1967. He reached the following conclusion: “With few and isolated exceptions, the rehabilitative efforts that have
been reported so far have had no appreciable effect on recidivism.” It was
claimed later that the essence of the article was not that “nothing worked”,
but rather that it was hard to tell what it was in the programs that did work,
and whether some were more effective than others (Cohen 1985, 178; Cullen 2012).
What followed was a heated debate and criticism of rehabilitation in
prisons: if treatment programs do not work, then how can anyone continue
to support rehabilitation as a guiding principle of correction? The debate
had a considerable impact on the shape of rehabilitation in prisons in the
USA and the Anglo-Saxon World. (Cullen 2012)
In 1992 Mark Lipsey published a statistically more sophisticated metaanalysis of more than 400 evaluations of juvenile programs, showing an
average 10-percent reduction in recidivism rates for all the programs evaluated. He also confirmed that punitively oriented programs, such as boot
camps, did not work well: they had either null effects or the opposite (criminogenic) effect (cf., Lipsey 2007; Cullen 2012). After this a number of
researchers took on the task of finding out what factors were connected to
recidivism, and what should be done to reduce it (Palmer 1991; Andrews et
al. 1990; cf. Cullen 2005). A view duly emerged stressing that certain
kinds of rehabilitation did work and it was the responsibility of researchers
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to find out what they were: the What Works paradigm was born (Andrews
et al. 1990a; cf., Cullen 2012).
Most rehabilitative strategies in prisons nowadays rely on assessing and
targeting criminogenic needs. A criminogenic need is defined as a factor
that, according to rigid research, raises the risk of recidivism, and should
thus be addressed in prison to reduce it. This way of thinking is based on
the thoughts of Andrews & Bonta (2010) and their Risk-NeedResponsivity model. The model derives mainly from the theories of social
learning, social behavior and cognition. Criminal behavior is seen to result
from social interaction in which key personal and situational factors in conjunction produce such behavior and the risk that it will recur.
The model describes three principles for effective offender rehabilitation. 1. The risk principle posits that rehabilitative work within prisons
should match the intensiveness of the offender’s risk level for recidivism
(high intervention for high-risk offenders). 2. According to the need principle, interventions should target the factors (dynamic criminogenic needs)
that research has identified as pivotal in terms of the offender’s reoffending. 3. The responsivity principle states that the mode of intervention
should be matched to offender characteristics such as learning style, disabilities, level of motivation, and individual personal and interpersonal circumstances.
Major risks or needs are grouped as static criminogenic factors that
cannot be addressed through interventions (such as age at first offence and
prior criminal history), and dynamic criminogenic factors that could be
thus addressed (delinquent attitudes, aggressive problem-solving strategies,
and addiction or intoxicant abuse). The ‘central eight’ factors that are
measured and addressed in prisons are: History of antisocial behavior, Antisocial personality pattern, Antisocial cognition, Antisocial associates,
Family/Marital status, School/Work situation, Leisure/Recreation, and
Substance Abuse (Andrews & Bonta 2010.)
According to the model it is not necessary to address factors that have
no proven connection with recidivism. A typical example is low selfesteem. Offenders tend to be low in self-esteem and feelings of self-worth,
but this has not been statistically connected to offending. Hence, questions
concerning self-esteem, for example, are not considered relevant in offender programs given that RNR researchers have not established any connection with recidivism. (Andrews & Bonta 2010; cf., Ward & Maruna 2007)
Andrews and Bonta (2010) also emphasize treatment matching as a key
component of the RNR model in drug treatment. Overly intensive treatment for a person with a less acute need has even proved to be criminogenic in some studies as it is seen to normalize addiction. “No disposition is
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suited for all drug-involved offenders. The most effective and cost-efficient
outcomes are achieved when offenders are matched to dispositions on the
basis of their criminogenic needs and prognostic risk for failure in standard
interventions”. (Ibid.) Research results clearly show a higher recidivism
risk among those who are drug-dependent than among those who merely
misuse drugs and thus a diagnosed SUD should be addressed in prison as a
matter of course (Taxman et al. 2007.)
Criminogenic needs and risks are assessed with the help of structured
instruments (Andrews et al. 2006), such as a sentence plan that directs the
interventions during imprisonment.
The validity of structured instruments in predicting reoffending is explored in a large body of literature (Hanson & Morton-Bourgon 2009;
Wormith et al., 2007). Recently, however, researchers have focused on
how reliably the individual prisoner’s problems are portrayed through the
assessments and in the intervention instruments that build on them: it is
suggested that they may be recorded in an inconsequent manner, or not at
all (see e.g. Bosker et al. 2013, van der Knaap et al. 2012). Indeed, practical problems relating to the use of structured instruments for client assessment have arisen in many areas of care and control policy, and in many
cases the situation is far from ideal. Factors influencing the practical application of such instruments include staff perceptions of their usefulness and
the available resources for their proper use. (cf., Abrahamsson & Trygvesson 2009) Contrasts between the ideal and the practical in the use of an
instrument may cause problems in situations in which the exercise of control and care is highly dependent on how it is worded. In practical terms,
for example, it may well be unclear to what degree the criteria are applied
evenly to all (cf. e.g. Crewe 2009). These questions are addressed with regard to current assessment practices in Finnish prisons in Sub-studies III
and IV of this dissertation.
Significantly, motivation is currently a high-status criterion governing
access to treatment for substance abuse: unmotivated individuals should
mainly not be enrolled (Andrews & Bonta 2006; e.g. Battjes et al. 2003).
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Figure 2 A (simplified) ideal type of treatment reception in prison according to the RNR
model, with a focus on motivation as an entrance criterion

Figure 2 depicts an ideal type of selection into treatment according to the
RNR model. Ideally, all prisoners should be assessed by means of structured instruments with equal thoroughness. Relevant criminogenic problems such as a SUD should be identified, and obstacles to treatment such as
an absence of motivation or an unwillingness to undergo interventions
should be identified. This is the basis on which the proper intervention
matching the prisoner’s status should be implemented. In addition to the
motivation criterion, the mode of intervention should be matched to other
offender characteristics such as learning style, disabilities, and personal and
interpersonal circumstances. Nevertheless, motivation should, ideally, always be present for rehabilitation to take place, even if other treatmentmatching criteria are used and the absence of motivation is a major criterion for denying treatment (cf. Battjes et al. 2003)17. There has been little
research on how motivation alone influences the allocation of treatment in
practice, however. This is explored in Sub-study IV.

17

The other factors are not measured as systematically as motivation in Finnish prison registers.
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5.3

Other theories of criminal desistance

The RNR model has been criticized on many occasions, mainly because it
focuses too strongly on deficits (needs) and on ‘fixing’ the individual: there
is no mention of the individual’s strengths. Another criticism is that it projects too narrow an understanding of motivation, which should not be understood as a stable factor, but as something that can be enhanced. The two
major “competing” models of desistance are rooted in studies of (longterm) offenders who have desisted, in other words who have put a life of
crime behind them (Maruna 2001; see also Miller et al. 2002).
Theories of criminal desistance commonly lean on studies arguing that
the answer (with regard to persistent offenders) lies in human agency or the
emergence of a will to go straight (Laub and Sampson 2003), the capacity
to forge a new identity – based on a ‘redemption script’ (Maruna 2001) or
prosocial opportunities (‘hooks for change’), and a cognitive transformation that allows offenders to take advantage of these opportunities to be
good (Giordano et al. 2002).
The Good Lives Model, GLM, according to which people offend because they are attempting to secure some kind of valued outcome in their
life, is focused on finding a new life with new possibilities (Ward & Maruna, 2007; Ward & Stewart 2003). Motivation is crucial. The main point is
to build up motivation in the individual to aspire to a life without crime, to
create a vision of a good life worth fighting for. Without such a vision living a life without crime or various substances might just seem like hard
work, with no old friends and no rewards. There is still very little empirical
evidence to support the GLM model. Nevertheless, it has become influential for example in the treatment of sexual offenders. (Harkins et al. 2012)
The main criticism of the RNR model raised in the desistance paradigm
(McNeill 2006) is its failure to recognize the ‘human factor’. The desistance model of offender assessment (as well as turning-point theory, for
example) relies heavily on the assumption that significant ties (personal
relationships with spouses, significant others, children, and program workers) are required for desistance to take place, and often override the influence of certain programs. The focus is on motivating the offender to give
up old (negative) forms of conduct and to build up an inner desire for
change. Peer-support groups are given a high status in the model.
According to Ward & Maruna (2007), the literature on rehabilitation
has shifted in focus from ‘what works’ to ‘what helps’. “So, rehabilitation
seldom “works” in the way that it makes an incredible amount of people
refrain from doing crime ever again”. They do suggest, however, that it
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could be part of a process during which the person concerned will cease
criminal activities at some point. (Ibid., 12–15).
It seems that desistance thinking has entered the discourse on criminal
sanctions in Finland – at least on the theoretical level. Fergus McNeill ran a
well-attended seminar in January 2013, arranged for practitioners and researchers in the field of criminal sanctions: McNeill has visited Finland on
other occasions as well (cf. Ryynänen 2010).
The desistance model directs attention to the re-entry phase, which has
been described as inadequately arranged in Finland. There is considerable
variety in how the municipalities fulfill their responsibility to arrange rehabilitation (according to the Act on Welfare for substance abusers 41/1986),
for example, or housing for ex-convicts (Ryynänen 2010). The former
Minister of Justice, Anna-Maja Henriksson, addressed this question in her
opening speech at a Community Sanctions seminar in Helsinki on
15.1.2013. She expressed the need for more specific regulation regarding
who should pay for the rehabilitation of a newly released prisoner (Henriksson 201318). Laine made the same point in a more recent seminar (Laine
2014). The panel discussion that followed emphasized the importance of
motivation, personal relations and ex-prisoners’ help in rehabilitation initiatives.

5.4

Research on recovery from substance abuse

The main difference between studies on addiction treatment and on what
works with offending substance abusers is probably that the former concern the factors that contribute to recovery (or alleviation) and the latter
focus on factors that prevent substance abusers from repeatedly offending.
This same contradiction is also apparent in existing legal statutes regulating
rehabilitation at liberty on the one hand and rehabilitation in prison on the
other (see Chapter 6.2 for more details). In any case, some views of treatment contrast with the tenets of What Works thinking.
Research on the matching of clients and therapies has produced varying
and somewhat mixed results (Cooney et al. 2003; Witkiewitz 2007). There
18

”Den andra frågan gäller vem som ska stå för kostnaderna för åtgärderna som vidtas i samband
med verkställigheten av straffpåföljden - är det staten eller den dömdes hemkommun? Frågan
aktualiseras till exempel när det har konstaterats vara nödvändigt att ordna missbrukarvård för den
dömde. Om staten och kommunen inte kan komma överens om vem som ska stå för vilken del av
kostnaderna kan man gå miste om detta tillfälle. Så här får det inte vara. Samhället som helhet
måste finna en lösning på den här frågan och alla berörda instanser måste nu arbeta tillsammans
för att hitta en lösning som alla kan omfatta. Den dömdes förutsättningar att leva ett liv utan
brottslighet får inte äventyras av att den offentliga makten inte kan slå fast vem som skall stå för
kostnaderna”
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have been some promising findings with regard to matching certain clinical
techniques with cognitive ability (Thornton et al. 1998), certain age groups
with different types of therapy (Hendriks et al. 2011), and addiction severity (Thornton et al. 1998) or methadone treatment with therapy (Blanken et
al. 2001). Some studies indicate that patients who were given treatment
that matched certain characteristics in addition to standard treatment persevered with it longer and were more likely to complete it than patients on
standard treatment only (McLellan et al. 1997).
Other researchers are somewhat critical of typologies constructed to determine the level or nature of treatment. Many base such views on the results of the infamous MATCH project, an eight-year, $27-million investigation into what types of alcoholics respond best to various forms of psychosocial treatment, and whether treatment should be based on specific
needs and characteristics. The findings revealed virtually no patienttreatment matches, and three very different treatments led to almost identical outcomes (Cutler and Fishbain 2005). The project has, however, been
criticized for its poor design (Heather 1999).
New research strategies have been called for to improve treatment effectiveness. One suggestion is to focus on contextual factors such as age,
life situation, different forms of motivation, and expectations of oneself or
of the therapy (Messer 2002; Bergmark 2008). Apparently, researchers
nowadays believe in neither underestimating nor exaggerating the role of
treatment methods (Luborsky 2002, Kuusisto et al. 2011). There seem to be
many paths to recovery, of which therapy is just one, and there is increasing interest in so-called spontaneous recovery, or recovery with the help of
peer groups as opposed to undergoing treatment for substance abuse (e.g.
Kuusisto 2010).
As many researchers point out, for logistical, financial, and clinical reasons it is improbable that patients will be matched with specific types of
program as a matter of course (Merkx et al. 2007)19. The key to successful
recovery seems to lie in quite complicated structures involving the client’s
personal motivation and the quality of the interaction between the treatment personnel and their clients. The so-called “treatment alliance” is
commonly assumed to be of paramount importance for recovery regardless
of whether or not there has been any matching (von Braun et al. 2013;
Cournoyer 2007). There is agreement among researchers that proper treatment delivery and motivated practitioners are vital for any program to succeed (Pedersen 2007).
19

However, as McLellan et al. (1997) point out, “within (italics by YO) any program, it is possible and practical to match appropriate services to patients' specific treatment problems”.
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6

FINNISH PRISONER LEVELS AND PRISON
CONDITIONS

6.1

An historical overview

Finnish prisoner rates matched low Scandinavian levels rather late. A conscious policy of lowering the rates thus coincided with Scandinavian criticism of rehabilitation in closed asylums as practiced in the 1960s (LappiSeppälä 2012a; cf. e.g. Christie 1960). Criticism in Finland of involuntary
treatment in society at large (mainly for alcohol abusers and the mentally
ill) coincided with another reform ideology, namely the critique of the
overly severe criminal code of the time and the excessive use of custodial
sentences. This resulted in a “humane neo-classicist” ideology stressing
both legal safeguards against coercive care and the equality of the sanctioning system, in other words similar sanctions for similar crimes (LappiSeppälä 2001). Prisoner levels decreased at the same time as treatment elements in the punishments were downplayed: treatment was considered a
task for social workers, to be undertaken outside of prison (Lappi-Seppälä
1998; Kainulainen & Kinnunen 2000). It was nevertheless emphasized that
prison should not worsen the situation of the convict (Lång 1968).
The period between 1999 and 2005 has been called the “Finnish punitive turn”, when prisoner rates rose by 40 percent. This was the result of
considerably increased sanction severity for some offences, starting with
drug crimes and including violent crime at the end of the 1990s. Many legislative reforms marked the beginning of a period of tougher criminal policy. (Lappi Seppälä 2012a) Rising prisoner rates – by as much as 20–25
percent – were also evident in the rest of Scandinavia at varying times
around the turn of the millennium (Lappi-Seppälä 2012b; Kristoffersen
2006). The prisoner rate started to decline in Finland in 2006, and has been
declining or stable ever since (Rikosseurramusvirasto… 2004; Rikosseuramuslaitos 2012b).
Prisoner rates in Scandinavia never rose as high as in the US and Great
Britain, however, and in fact are continuously among the lowest in the
world. This is a trait that, along with low recidivism rates and humane
prison conditions, is seen as an integral part of a penal policy that by John
Pratt (2008) has been called “Scandinavian Exceptionalism in an Era of
Penal Excess” [henceforth Nordic Exceptionalism, NE]. NE is attributed to
a state culture of equality, egalitarianism, cohesion and solidarity, and a
social-democratic welfare-state tradition (Pratt 2008a). The exceptional
nature of Scandinavian prisons has been contested, however, and research-
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ers have pointed out that more nuanced analyses are required to justify
their exceptional status. Even though prisoner and recidivism rates are indeed low, many of the developments inside Scandinavian prisons resemble
trends elsewhere (Ugelvik& Dullum 2011). It has also been pointed out
that Pratt fails to take into account the differences in Scandinavian prison
systems: the security wings and regular wings in Swedish prisons, for example, seem to be in conflict with the democratic and humane ideal (Bruhn
et al. 2011).
Pratt (2008b) also acknowledges that a decline in the Social Democratic
welfare states could constitute a risk for the future existence of so-called
exceptional Scandinavian prisons. A further aim in this study is to reflect
on what NE means for substance users in Finnish prisons.

6.2

Finnish prisons in transition: the view on rehabilitation

The influx of treatment ideologies concerning (mostly) alcoholism in society at large came rather late to Finland. When the Finnish welfare state
was still being built up in the 1960s and 1970s the expanding social services took a firm hold of alcoholism treatment (Edman & Stenius 2009; see
Chapter 4 for more details). During this time the “rational and humane”
view on criminal policy prevailed in Finnish prisons striving for similar
sentences for similar crimes regardless of the prisoners’ problems or traits.
In line with this thinking, prisoners were offered minimal rehabilitation, the
separation of care and control was stressed, and it was maintained that, for
the most part rehabilitation should take place outside of prison and within
the expanding welfare state (see e.g. Lång 1986; Lappi-Seppälä 2001; Lahti 2000).
Around the 1990s, however, views on rehabilitation in prisons started to
change. The increase in problem drug use in Finland during the 1990s – the
“second drug wave” – was clearly reflected in the prisons. (Tourunen et al.
2012; cf., Partanen et al. 1999) At the same time, expert views on drug
abuse also changed. Treatment elements were given more attention alongside control and harm-reducing elements such as needle exchange were
incorporated into drug strategies. In prisons this involved simultaneously
increasing the level of drug control during imprisonment and also offering
rehabilitation to prisoners who were in need of it (Tammi 2007; Tourunen
et al. 2012): it was proposed in a committee report from 1997 (the Finnish
Drug Strategy, chaired by the director of Criminal Sanctions K.J. Lång)
that prisons should strengthen programs that could help prisoners stay
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away and from drugs and fight dependence (Suomen Huumestrategia
1997).
Discussions on program work in prison after the 1990s evolved around
the What Works discussions, underlining the potential to reduce recidivism
(Laine 1994; Knuuti & Vogt Airaksinen 2010, 4). A number of research
reports on evidence-based program work and its potential in Finland were
published around the turn of the millennium (Tourunen 2009; Tourunen &
Perälä 2004; Koski-Jännes 1995). The legislative reforms and strategic initiatives that followed focused strongly on substance abuse as a criminogenic need giving rise to recidivism: potential problems should be assessed
during imprisonment, and program work was considered important
(Vankeinhoidon...2004; Karsikas 2007; Rikosseuraamusvirasto 2008b) 20.

6.3

Assessing and targeting criminogenic needs in Finnish
prisons

Views on rehabilitation built on assessing and targeting criminogenic needs
in order to reduce rehabilitation were incorporated into the most recent Act
on imprisonment (767/2005), which came into force in 2006 (see below
and Chapter 5.2). The Act clearly states that the aim of the prison sentence
is to “increase the prisoners’ abilities to lead a life without crime through
promoting the prisoner’s life management skills”21.
Treatment for substance abusers at liberty is currently regulated by the
Act on Welfare for substance abusers 41/1986, according to which the municipality should arrange rehabilitative services that reflect the needs in the
municipality. Prison is not a rehabilitative unit, however. Rehabilitation in
prison is thus regulated by what is stipulated in the Act on imprisonment.
Use of any kind of substance, including alcohol, is forbidden in Finnish
prisons (Act on Imprisonment 767/2005) 22. Nevertheless, many prisoners
do get hold of intoxicating substances. Prisoners who want to stay away
from intoxicants may opt to serve their sentences in one of the few substance-free wings in which the prisoners agree to obligatory drug tests. Use
in regular wings is controlled mainly by means of surveillance and monitoring. Prisons offer welfare programs of different lengths and types, and
admission to substance-free open prisons or substance-free wings, although
20

Tourunen et al. (2012) give a thorough account of the developments leading to the implementation of rehabilitative programs in prisons during the time period covered in this study.
21
”lisätä vangin valmiuksia rikoksettomaan elämäntapaan edistämällä vangin elämänhallintaa”.
22
Substances prescribed by medical doctors are allowed. In addition, opioid substitution treatment
that began before entry into prison may be continued during the sentence. There are very limited
possibilities to begin substitution treatment in prison. (E.g. Tourunen et al. 2012.)
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these supportive options are not available to everyone. Admission is restricted for economic and structural reasons, and sometimes because the
prisoners concerned object (Rikosseuraamusviraston…2008b) 23. Welfare
programs available for substance abusers at the time of this study are briefly discussed in Chapter 8.4.3.
All measures and decisions taken in prison, such as rehabilitation or
transfer to an open prison, are based on the sentence plan. Such a plan
should be made for all prisoners, and it should constitute the basis of
measures that will help reintegrate the prisoner into society (Act on Imprisonment 767/2005). The sentence plan should contain assessment of the
factors that are likely to affect the prisoner’s risk of reoffending, which
could be based on documents such as court proceedings and criminal records, criminal sanctions, assessments of accountability, population registers, or an interview with/observations of the prisoner.
A further aim is to base most sentence plans on an assessment of risks
and needs. Risk and needs assessments are semi-structured documents in
which information about the prisoner’s psychosocial situation is recorded
following a detailed assessment of the nine central problems and the factors
that led to the current offense. A person or a team of people who are skilled
in social work, psychology, or the social sciences carry out the analysis,
and the prisoner is always interviewed. (Arola-Järvi, 2012) 24 Risk and
needs assessments should be made for all prisoners with a sentence of over
two years. A further aim is to assess all young offenders and offenders with
a life sentence. However, it is probable that different prisons and allocation
units have different routines when it comes to the frequency and precision
of making assessments. Assessments of reoffending risks are thus to be
found either in the sentence plan or in the risk and needs assessment, both
of which are compiled after the sentence has been given. The concrete
ways in which Finnish prisons make use of these assessments are illustrated in articles III and IV.25

23

The aim is to release most clients from an open prison to ease the transition to liberty, but this
goal is not reached. (Rikosseuraamusviraston… 2008a.)
24
The Finnish Risk and Needs Assessment is strongly influenced by the two following structural
assessment tools:
The Level of Service Inventory – Revised (LSI-R) (Andrews & Bonta, 2003) and the Psychopathy Checklist, Revised (PCL-R) (Hare, 2003). The routines also resemble the OASys Offender
assessment system (Home Office, 2002). (See also Arola-Järvi 2012; Tyni 2015.)
25
Finnish criminal sanctions have also undergone other changes. Community Service was introduced on a trial basis on 1. January 1991 (14.12.1990/1105) and was officially introduced on
1.1.1997 (12.12.1996/1055). A person can be sentenced to community service instead of an unconditional prison sentence of a maximum of eight months (Rikosseuraamusvirasto 2013).
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There is a clear new emphasis on treatment in Finnish prisons, which has
been referred to as the “new coming” of a penal welfare model. The main
source of criticism has been the scarcity of rehabilitation (Tourunen et al.
2012). However, drawing on criminological theories of risk, one could argue that the way in which this rehabilitation is effected differs from the
penal-welfarism model. Some theorists also argue that although the new
views on welfare have legitimized welfare in prisons in new ways (especially in the eyes of the public), there are new challenges that pertain to the
ways in which it is distributed in practice, potentially resulting in the unequal treatment of prisoners in ways that correspond poorly to the NE thesis.
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7

PRISON POWER AND THE EMERGENCE OF
RISK-THINKING

7.1

Prison power representing control of deviance

According to Garland (2001), the criminal control of offenders is emblematic of the way society at large controls deviance. Simultaneously the control exercised by criminal sanctions is extraordinary. (cf., also Foucault
1977)
Garland claims that a shift away from penal welfarsim started around
the 1970s. The former ideology of penal welfarism seemed to be built on
an understanding that rehabilitation was the best kind of penal policy.
Crime was considered a social problem that could be tackled via different
forms of social intervention. Garland further argues that since the 1970s
political reactions to new social risks brought about by economic developments in the post-war era have produced a reactionary “culture of control”
and rising prisoner rates in the United States: the contemporary penal culture is one of control, retribution and populism (Garland 2001). The rising
prisoner rates in the US have been a source of inspiration for many scholars claiming that criminal sanctioning is used as a way of managing the
poor and the excluded in the population (Young 2011; Waquant 2010).
The thoughts of Garland, Waquant and many more derive from an Anglo-American environment in which prisoner rates are indeed at a high level.26 The rates have not soared in Europe and Scandinavia (Lappi-Seppälä
2012b; Pratt 2008a), hence the thinking being that prisoner levels and conditions are unique and reflect the egalitarian culture of social-democratic
welfare states (“Scandinavian Exceptionalism, see Chapter 6).
Some people claim that Europe is “resisting punitiveness” in a way, although this has been carefully debated and found not to be true in all respects (Snacken & Dumorter 2012). Garland later specified his thoughts
thus: similar forces [such as penal populism YO] have been present in other nations over approximately the same time period but have not produced
that same scale or intensity of penal effect that we observe in the United
States (Garland 2013, 482)27. He points out that if it indeed is the case that
similar social forces produce similar penal outcomes but on very different
26

US prisoner rates in 2000, 2005, and 2008 were 700, 738, and 760, respectively, compared to
125, 148, and 151 in the United Kingdom and 52, 75, and 64 in Finland (World prison brief
2010).
27
Garland pointed out in 2009 that his thoughts on the emergence of a culture of Penal Excess –
in which a hardened penal policy and rising prisoner rates replace social policy - did not apply in
Europe, where prisoner levels have not risen as much as in the US (Garland 2013): he rather notes
the similar penal traits in European criminal policies.
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scales and levels of intensity, then the focus should rather be on the specific processes that “translate” social causes into penal effects (ibid., 483).
There are, indeed, claims that in Scandinavia, too, the exercise of power
over citizens has changed in criminal-justice and other settings in which
the individual encounters the (Welfare) State and crime control (MikMeyer & Villadsen 2013; Harrikari 2008; Pekkarinen 2010). Proponents of
such views argue that the power exercised by the state over the individual
is in many ways more restricted than previously. The aim in many encounters between the state and the citizen is to empower citizens to make their
own informed decisions based on their own choices. Words such as empowerment, coaching and partnership are commonly used in welfare-state
organizations. Consequently the use sovereign power in the form of coercion and domination needs to be legitimized in a new way: many times
there are references to the absence of willpower or competence in the subject – the handling of alcohol and drug abuse or mental illness are areas
were this occurs (Mik-Meyer and Villadsen 2013; Sulkunen 2002;
Sulkunen 2009)
The exercise of new power is frequently embedded in discussions about
the risk the person poses to society (cf. Feeley & Simon 1992). The risk
discourse portrays individuals as capable shapers of their own worlds
‘making decisions according to calculations of risk and opportunity’ or
‘prudentialism’ (O’Malley 2008). The individualized culpability-laden language of risk converts the social and communal into the individual (Rose,
1999). It follows that governance in what is conceptualized as neo-liberal
societies is conducted on the ‘molecular level’, at which the active citizen
is expected to self-rule and those who fail, or refuse to comply, are demonized and excluded.
A major question concerning the new logic of welfare measures both
inside and outside prisons is whether the changes give more or possibly
less autonomy to all “clients”, and whether this is in the best interests of
the client. On the one hand, autonomy is given to clients, or prisoners,
which may enable them to make choices for themselves, whereas on the
other hand however, the client’s personal abilities (or risks) are decisive in
terms of being eligible for or being seen as benefitting from help, which
gives less freedom to those who are not competent enough to present themselves as needy. (Mik-Meyer & Willadsen 2013; Crewe 2009; Sulkunen
2002)
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7.2

Theoretical views on risk-based thinking in prisons

The notion that offender traits (such as substance-abuse disorders, or
SUDs) constitute risks that predispose future offending, and that only risks
that research shows are connected to reoffending should be the target of
criminal justice interventions (see chapters 5.2 and 6.3) is viewed to represent a new way of thinking about rehabilitation.
Feeley and Simon (1992), coiners of the concept of new penology, argue that the ‘old penology’ is centered on individuals, their culpability and
guilt, the diagnosis (reason) for their deviance and applying the proper
treatment. The ‘new penology’, on the other hand, focuses on groups and
concerns ‘techniques for identifying, classifying and managing groups according to levels of dangerousness’. It is claimed that current penal trends
focus extensively on the measurement of the risks that comprise a prisoner’s personality or personal history. Thus, offenders are not seen as people
who have encountered unhappy circumstances, but are reduced to the risk
they pose to themselves, to prison security, and to society. The authors
point out that risks might seem more tangible when they are measured in
detail, but this does not necessarily mean that the prisoner receives more
help: the opposite is rather the case they claim28.
Prison administration based on the assessment of needs has been criticized on at least two premises. The first is the mere fact that the personal
traits of prisoners can have an impact on how they will serve their sentences – whether or not they are assessed as eligible for an open prison, for example. This seems to be in conflict with the ideal of the same sentence for
the same crime. Second, the measuring itself has been criticized. Measuring personal traits such as difficult childhood memories or violence victimization in (or before entering) an institution one has not entered intentionally has been seen as questionable. This also refers to the potential ignorance
of the targeted persons of what the information might be used for (since the
receiving of help is in no way certain). (Kemshall 2010; McNeill et al.,
2009; Young 1999; 2011; Feeley & Simon 1992; Giertsen 2006)
From a more pragmatist perspective it is pointed out that the risk approach is not uniform, and therefore cannot be seen as completely positive
28

There are two main ways of critically viewing risk thinking in the criminal justice literature.
One viewpoint sees risk-thinking as a continuation of a long-time development (Garland 2001;
Cohen 1985). The other sees it as a break that is totally different from the earlier system (Feeley
& Simon 1992). Cohen (1985) regarded the emerging changes in the penal culture, as significant
ones – but not as new but rather a continuity, and intensification of the old. Garland (2001) sees
the origins of the downplaying of penal welfarism and the emergence of new strategies of control
as symptoms of a vaster change in the whole of society, in its social, economic and political dynamics. As a core element of the changed penal system Garland sees the incapability of the state
to respond to high crime rates.
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or completely negative: it rather produces different outcomes in different
situations (cf. e.g. O’Malley 2008). According to O’Malley, researchers
analyzing techniques of risk assessment should also acknowledge that
‘governmental rationalities’ are at play at any given time. As an example,
the issue of unemployment could be seen, among other things, as a failure
of the “demand economy” or a failure of the individual. Depending on the
view the techniques for intervention will differ. It should be borne in mind
that it is almost always possible to find a diversity of rationalities at a given point of time dispersed throughout the polity.
Mik-Meyer and Villadsen (2013, 4) adopted a similar cautiously pragmatic view in their study of practices in citizens’ encounters with state welfare. “We thus wish to invite the researcher or student to avoid an abstract,
a priori hasty critique (“this is simply neo-liberal domination”) and to give
priority to careful study of practices”.
As Mik-Meyer and Villadsen (2013) point out, nowadays encounters
between citizens and welfare professionals are not uniform in that they
would produce in a differentiated division of labour between the professionals. “Modern welfare services are permeated by a range of distinct professional logics and practices, and the researcher must take into account
their different rationalities, forms of cooperation, (…) and occasional rivalries” (ibid., 7). It is thus not only the division of labor between sectors that
changes in a society: the sectors also change in the range of logics they
embrace. Thus, encounters might look different even within the same sector. What is important is how the logic of the encounter differs from the
outspoken aims of the service on offer (Newman & Clarke 2009 cf.; Mik
Meyer and Villadsen 2014).
Bruhn et al. (2011, 215), for example, see the growing numbers of
treatment programs in Swedish prisons as part of the international trend of
“scientification’ and categorizing persons according to dangerousness and
other attributes one the one hand, and on the other hand as being in line
with – in their view – a very Swedish form of social engineering and a revival of the individual-treatment ideal. The new trend is interpreted as representing several things at once.
Thus, even if there were no quantitative changes in prisoner (Moore &
Hanna-Moffat 2005) or rehabilitation (Mik-Meyer & Willadsen 2013)
rates, there would still have been changes in the ways people are handled
within the institutions, and in the nature of exercised power that could result in both punitive and rehabilitative outcomes (ibid.). Crewe (2011) refers to the new power in prisons as soft power: on the one hand the prisoner
can receive help, but on the other hand the keys for giving help or being
more coercive are in the hands of the prison staff.
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8

MATERIALS AND METHODS

8.1

Overview

This chapter focuses on the materials collected for the study (0 to 0) and
the main methods used for the data analysis in each sub-study (0).
Sub-study I uses data from the three different studies of prisoner health
conducted in 1985, 1992 and 2006, in combination with registers from
prisons, the social and health authorities, and the police. Sub-study II analyses the Finnish prisoner health investigations from 1985 1992 and 2006 in
more detail. Sub-study III makes use of prison registers combined with
health investigation data for the prisoners that took part in the health investigation around the year 2006. Sub-study IV uses prisoner registers from
2011 (see Table 1).
Table 1 The materials used for the different Sub-studies
Prisoner health
Prison
Registers from social
investigations
registers
and health authorities
1985 1992 2006 2006 2011

Sub-study I
Sub-study II
Sub-study III
Sub-study IV

x
x

x
x

x
x
x

Social
welfare
registers
x

Health
registers
x

Police
registers
Police custody for
drunkenness
x

x
x

Ethical Considerations
The Prisoner Health Investigation (the WATTU 2006 study) obtained ethical approval from the Pirkanmaa Hospital District ethical council, and a
research permit from the Ministry of Justice and the Criminal Sanctions
Agency. The Criminal Sanctions Agency issued a research permit pertaining to the prison register material and combining it with the WATTU material. The Health and Social care registers were analyzed on the aggregate
level and no permit was needed.

8.2

Social-service and healthcare registers

The material for Sub-study I comprised data on institutional days from
healthcare and social-service records, as well as records on the number of
persons taken into police custody for drunkenness per night per year.
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The healthcare material consisted of records on institutional days spent
in hospitals, psychiatric wards or health-center inpatient wards following an
alcohol- or drug-related primary diagnosis. The data was gathered from the
Care Register for Health Care (HILMO) kept by Stakes (now The National
Institute of Health and Welfare, THL), which includes annual data based on
information given by the institutions concerned. The diagnosis was identified from the codes relating to the International Classification of Diseases
that was in use during the different time periods (ICD-8, 9 and 10)29.
The social-service data covers institutional days in specialized care for
substance abusers, i.e. rehabilitation centers and detoxification centers.
Additionally it includes days in service housing for substance abusers i.e.
first stage homes for substance abusers and overnight shelters (cf. e.g. the
Yearbook of Alcohol and Drugs Statistics 2006). The numbers for the
years 1980–1988 were gathered from the Yearbook of Alcohol Statistics
(Source: National Board of Social Welfare). The respective sources for the
years 1989–1993 are the KETI-registers on health and social welfare kept
by the National Agency for Welfare and Health. The source for the 1994–
2006 data is the Yearbook of Alcohol and Drug Statistics. From the year
1997 onwards THL has included rehabilitative welfare registers (rehabilitation centers, detoxification centers) in its, Care Registers for Social Welfare (SosiaaliHILMO).
Annual information on the number of persons taken into police custody
was obtained from Statistics Finland.

8.3

The Finnish prisoner-health investigations

Clinical data from the prisoner-heath investigations, conducted in three
different years, were used in Sub-studies I, II and III. The 1985 data was a
sample of 1099 prisoners, drawn by means of systematic sampling among
all prisoners sent to Finnish prisons in 1985 (Joukamaa, 1991). Of those
sampled, 82 percent agreed to participate, thus the number of study subjects was 903. Analyses of loss showed that the study results could be generalized to all Finnish prisoners (Joukamaa, 1991). A comparable but
29

For gathering this data we thank Simo Pelanteri. Mauri Aalto, whom we also thank, checked
the correspondence of the different diagnostic codes between ICD-8 and ICD-9. The diagnoses
included in the study were: Alcohol ICD-8: 291, 303, 980, HAIMA, MAKSA ICD-9: 2650A,
291, 303, 3050A, 3575A, 4255A, 5307A, 5353A, 6484A, 7607A, 980, HAIMA, MAKSA. ICD10: E244, E52, F10, G312, G621, G721,HAIMA, I426, K292, MAKSA, O354, P043, Q860,
R780, T51, Z502, Z714, Z721. Drugs: ICD- 8: 7003, 2943, 304, 9650, 9651, 9654, 9655, 9659,
967, 970, 971, 978, 979, 982. ICD-9, 292, 304, 305, 6483A, 7607X, 965, 967, 9685A, 969, 970,
982. ICD-10: F11, F12, F13, F14, F15, F16, F18, F19, F55, O355, P044, P961, R781, R782,
R784, R785, T36, T39, T40, T423, T424, T426, T427, T43, T507, T52, Z503, Z715, Z722.
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smaller sample using similar methodology was collected in 1992: the participation rate was 92 percent and yielded 325 study subjects. The material
was gathered just before the “second drug wave” peaked in Finland. The
data collected in 2006 covered 610 prisoners and represented all Finnish
prisoners, and could be considered the most thorough methodologically.
The sample was a stratified sample of 309 male prisoners, 101 female prisoners, 100 lifers and 100 fine-defaulters30.
In every year under study the subjects participated in a comprehensive
field study comprising questionnaires, interviews, laboratory tests, and a
clinical medical examination. The data-collection methods remained similar throughout. Registered nurses conducted the interviews, and licensed
physicians working for the Prison Health Services carried out the medical
examinations. In 2006 The Structured Clinical Interview for DSM-IV Disorders (SCID; First et al., 1997) was used for diagnosing mental disorders:
SCID-trained psychologists conducted the interviews. (See Joukamaa et al.
2010 for more details.)
Prison physicians diagnosed alcohol and drug dependency based on a
clinical medical examination and data obtained from the interviews. The
Finnish translation (ICD VIII, 1969) of the International Statistical Classification of Diseases and Related Health Problems, 8th revision (ICD-8)
was used as diagnostic criteria in 1985, and a translation (ICD IX, 1986) of
the 9th revision was used in 1992. In 2006, the diagnoses were based on
the DSM-IV (SCID). The other variables concerning substance use that
were comparable across all years were the following: having used/tried
different substances, and age at trying different substances for the first
time. (See sub-studies II and I for more details)

8.4

Prison registers

The data for the two concluding Sub-studies (III and IV) includes two extracts from the prisoner-information database (VaTi), an administrative
database comprising all measures planned and taken during a sentence.
Two sets of data are combined in Sub-study III: data from the prisonerhealth investigation in 2006 is connected with register information on the
same persons (N=510). Information from these two sources is compared in
the analysis.

30

Sub-study I included all 610 study-participants, whereas Sub-study II operated with a sample of
410 prisoners, excluding fine-defaulters and lifers, and Sub-study operated with a sample of 510
that included lifers but excluded finde-defaulters.
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The second extract from the prisoner-information database, which was
used in Sub-study IV, contains information on all persons who were released from prison during the year 2011 (N=5 448), Information was gathered on sentenced prisoners and fine defaulters: remand prisoners are excluded from the analysis.
Both extracts contain basic information about the prisoner such as gender and age, as well as information about the sentence including the principal crime, the length, and details about admission to different units, acceptance for parole and open prison, and possible reversal of admission.
Information about recidivism is also gathered and analyzed. Sentence plans
as well as risk and needs assessment are included in the basic information
(see Chapter 8.4.2 below).
The data on prisoners who were released in 2011 also includes information on measures taken in prison to counter intoxicant abuse, including
admission to welfare programs and intoxicant-free wings, and periods in
the prison’s general or psychiatric hospital (see Chapter 8.4.3 below). This
information was gathered from the register of prisoner allocations to activities, which is used when calculating “wages” for taking part in activities
(see e.g. Tyni & Blomster 2012).

8.4.1 The use of registers
The prison registers are used for administrative purposes. Data from several different sources has to be taken out and merged for research purposes,
the basic procedures for which are indicated above. Below (in 0 and 0) is
described in more detail the gathering of prison register data on substanceuse problems as used in Sub-studies III and IV and on rehabilitation as
used in Sub-study IV.

8.4.2 The need for substance-abuse interventions as coded
in the prison registers
Problems that should be targeted during imprisonment to lower the risk of
reoffending are articulated in the sentence plan or in a risk and needs assessment. This sub-section describes in detail how this data was used in
Sub-studies III and IV.
The sentence plan sets out in an introductory text the problems that are
considered the most important to be addressed during imprisonment, such
as, “substance use started early in life” (“nuorena alkanut päihteiden käyt-
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tö”). We searched this introductory text for data on substance abuse using
key words that indicated alcohol and/or drug use.31. The prisoner’s basic
needs are also coded numerically in the plan32. We created a summarized
variable that included substance-abuse needs, coded either numerically or in
the introductory text, and substance-abuse problems assessed in the sentence
plan. The text and the numerical codes usually overlap, but in a handful of
cases a need was indicated by number but not in the text, or vice versa
The risk and needs assessment covers in detail the nine issues that are
considered to have led to the current crime. We used all the parts that
mapped drug-related or alcohol-related risks (see Sub-study III): “Severe
problems of alcohol use” and “Influence of drug use on family relationships/friendships: relationships deteriorated due to use”, for example.
The sentence plans and the risk and needs assessments tended to overlap, but sometimes the assessment included a need that was not indicated in
the plan.

8.4.3 Interventions for substance abusers in prison as
presented in the prison registers
Sub-study IV analyzed the different interventions that the prisons offered
to substance abusers (see also chapters 8.5.3 and 9.5). This sub-section describes the principles guiding the offer of substance-abuse interventions in
prison, and introduces the interventions included in this study.
An intoxicant-free environment is considered a basic condition for rehabilitation or for abstaining from substance use (Malloch & McIvor,
2013). Finnish closed prisons have two types of substance-free wings, in
both of which prisoners undertake not to use intoxicants and to be tested.
Contract wings do not necessarily offer rehabilitation but are substance
free; residents may engage in education, AA, work or rehabilitation activities. Prisoners in rehabilitation wings undergo intensive rehabilitation, ei31
The keywords in Finnish and Swedish (the other official language in Finland) were 'päih' 'alkoh'
'humal'. 'huum' ' amfet' 'bentso' ' rusning' ' berus' 'rusmedel' ' kannabi' 'rait' 'subute' 'narko'. We also
looked for a number of other key words such as suboxone and different slang words for drugs
‘grass’ (‘ruoho’), without hits. It seems that prison officials use quite conservative language in
their assessments. The prison officials’ knowledge of Swedish was sometimes limited, so some of
the keywords are not proper Swedish.
32
Central needs with numeric codes in the sentence plans include: Housing and managing daily
life, Income and financial situation, Education, Work, Social contacts and lifestyle, Alcohol/Drug
Problems, Attitudes, Antisocial patterns, Health problems, Others. These main codes may in some
cases be replaced with specifications. The specifications for substance use (used here) were: “intoxicants and other addictions,” "staying substance-free,” “to lessen harm from intoxicant abuse,”
“the use of alcohol,” and “the use of drugs”.
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ther on courses or in Therapeutic Communities TCs 33. (Rikosseuraamusvirasto 2015)
Open prisons are, by definition, substance-free. At times they offer substance-abuse and other welfare programs of different lengths and types outside the substance-free wings, primarily in closed prisons. (Rikosseuraamusvirasto 2008)
At present the prison administration favors evidence-based rehabilitation programs based on a cognitive behavioral model aimed at changing
the prisoners’ ways of thinking. Approved programs are “accredited” by a
panel of experts. (Knuuti & Vogt-Airaksinen 2010.) 34 Because not all of
the programs in use at the time of study were accredited or cognitivebehavioral in approach, we classified them as either evidence-based or nonevidence-based.35
Information on participation in substance-abuse treatment programs
(accredited and non-accredited) was gathered from the register on allocating prisoners to activities. There are also other substance-abuse programs
that are not accredited, and (short) motivational programs. Information on
periods in substance-free wings is not directly obtainable from the prisoner-movement registers, which do not indicate the nature of the different
wings. Thus, I called every closed prison to inquire which of their wings
were treatment wings or contract wings. Stays in these wings were then
picked out separately from the registers 36. Only stays that lasted for more
than one day were taken into account so as to avoid including temporary
stays for reasons other than rehabilitation.
This study focused on rehabilitative support for substance abusers offered by the prison along with stays in its hospital or psychiatric hospital.
Measures taken by the healthcare administration such as arranging visits to
a physician due to substance-use symptoms, treating withdrawal symptoms
upon arrival, and offering opioid substitution treatment are beyond the
33

Therapeutic Communities tend to operate for longer periods, and offer different types of goaloriented activities, rehabilitation and peer support.
34
Accredited programs are approved by an accreditation panel as adhering to evidence-based
criteria: e.g. in 2011, Antiriipiivuudet (Anti-Addiction groups), Kalterit taakse (Leave the Bars
Behind), Kisko (Kisko – therapeutic communities), the Christian therapeutic community in Vaasa
prison, Matkalla Muutokseen (On the way to change), and Cognitive Skills.
35
The panel rates programs among other things according to how well they adhere to a theoretical
model of change that has proved effective in scientific research, whether they have proved effective in prison settings, whether it is clear for whom the program is planned and which types of
methods are used to select the participants, and whether it is clear what criminogenic factors the
program is intended to influence.
36
Some of the prisoners in the material had been imprisoned for several years, and the locations
of some of the substance-free wings had changed in the meantime. We inquired about this and
took it into account. We included stays either dating from the beginning of imprisonment or from
when the treatment wing was established. One prison (Vaasa) also operated a therapeutic community on a half-yearly basis (at somewhat variable times), which was also taken into account.
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scope of the study.37 (cf. Rikosseuraamuslaitos 2013b; Tourunen et al.
2012).
It is also worth noting that only analyzed interventions/activities classified as substance-abuse interventions are considered, hence it is possible
that prisoners with substance-abuse problems who has not received substance abuse treatment or such may have engaged in other activities such as
working or studying. It, however, is common for prisoners not to engage in
any activities, either on their own volition or due to a lack of resources, for
example. According to the statistical yearbook of Criminal Sanctions,
about half of the prison population does not take part in prisoner activities
(Rikosseuraaamuslaitos 2011).

8.5

Methods

All the sub studies combine register and/or health-investigation data, analyzed either descriptively (Sub-studies I & II) or descriptively and via multivariate analysis (Sub-studies III & IV).

8.5.1 Sub-study I38
Sub-study I analyses the division of labor among the main authorities dealing with institutional days resulting from substance-related harm. The unit
of analysis is the mean annual number of substance-abuse cases (institutional days) in hospitals, health-center inpatient wards and psychiatric institutions39, in institutional social-welfare services (rehabilitation units and
housing), and in police custody for intoxicated detainees and prisons. The
number of substance-abuse cases in prisons was determined based on the
number of prison inmates diagnosed in the health investigation as having a
substance-abuse disorder as a proportion of the total annual number of
prison inmates. This was calculated only for the study years 1985, 1992
and 2006. We also mathematically approximated the number of diagnoses
for the years falling in-between the study years. These figures were determined as a linear function as follows: for t0 and t1, the numerical values
37

Substitution treatment (i.e. opioid-replacement medication) for drug users started while at liberty is continued in prison, but new medication is not started. Substitution treatment may prevent
admission to treatment programs. (Tourunen et al. 2012; Rikosseuraamuslaitos 2015).
38
The methods used in Sub-study I are presented in more detail than for the other sub-studies to
assist the non-Finnish speaking reader, as this particular article is published in Finnish.
39
Healthcare in Finland was at the time of the study (and still is) organized so as to differentiate
between general practice, special healthcare and psychiatric care.
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for which are known, X(t0) and X(t1), we estimated the interpolated numbers as X(t)= X(t0) – X(t1). x(t – t0) / (t1 – t0), and so on, making it possible to conduct analyses in which an approximation of the yearly number of
prisoners with substance-abuse diagnoses was needed. 40
The time trend in the mean number of persons per day in each institution was analyzed as absolute figures. The same figures were also shown as
percentages, in order to pinpoint changes in the division of labor between
the authorities. The relative change, as well as the total consumption rate of
alcohol and the rate of cannabis use among 15–69-year-olds were also
shown as an index in relation to the year 1992 and the total consumption of
alcohol. The aim was to illustrate how the development of the different
institutional days followed these consumption markers.

8.5.2 Sub-study II
Sub study II combines data from three different prisoner-health investigations in 1985, 1992 and 2006, and outlines the changes in alcohol and drug
use among prisoners in Finland from 1985 to 2006. The sample consisted
of 903 prisoners in 1985, 325 prisoners in 1992, and 410 prisoners in
200641. The descriptive analyses cover the time trend in the measures of
drug use/abuse that were comparable over the study years: lifetime use of
drugs (interview with a nurse), substance-use initiation ages (interview
with a nurse) and (clinician-diagnosed) substance-abuse disorders (ICD-8,
9 and 10). The lifetime prevalence of substance use was examined for the
three different years, as well as substance use initiation ages. The analysis
also covered the time trend in diagnosed substance-use disorders, and explored the associations between substance use and age, gender, relationship
status and professional training.

8.5.3 Sub-study III
Medical information on 510 42 prisoners who took part in the prisonerhealth study was combined in Sub-study III with information from the
40

The interpolated-numbers tool facilitates analysis. However, we clearly do not know whether
there were periods of increase or decrease in the use of substances between the years 1992 and
2006, for example. Reliable information on the levels of intoxicant abusers is available only for
the study years.
41
For the purposes of this study, the subsamples of life-sentenced prisoners (N=100) and fine
defaulters (N=100) were excluded since comparable samples were not available from the 1985
and 1992 material
42
This study excluded fine-defaulters, since sentence plans were not made for this group.

51
prisoner-information database – mainly sentence plans and risk and needs
assessments. The different datasets were linked together by means of the
ID number. The analysis focused initially on the degree to which dependence diagnoses made in the health investigation were recognized in the
prisons’ sentence plans or risk and needs assessments, and secondly on factors that heightened the probability of recognizing diagnosed problems in
prison.
The following dependent variables were developed: first, a summarized
variable called sentence-plan-assessed substance-abuse problems (alpha
0.810) was created that included substance-abuse needs, coded either numerically or in an introductory text in the sentence plan. Second, two variables measuring substance-abuse risks that were recognized in the risk and
needs assessment were created: alcohol problems assessed in the RNA, and
drug problem assessed in the RNA43.
The independent variables were: gender, age, and length of stay in prison, as well as the number of prior sentences obtained from the prison registers, and information about basic education obtained from the prisoners
themselves through the health study
The analysis proceeded in three stages. The first stage was to determine
how many of the prisoners who had a sentence plan or an RNA had also
been clinically diagnosed with substance dependence. The aim was to clarify whether the dispersion of diagnoses was uneven among those with prison assessments compared to those who had not been assessed
The aim in the second stage was to find out to what degree prisoners
with a diagnosis of dependence on drugs or alcohol were, in fact, assessed
to have risks in connection with these substances in prison. We were also
interested in the degree to which the assessments avoided assessing substance-abuse risks among those who were not clinically diagnosed as substance-dependent in the health study: we therefore carried out an inter-rater
reliability analysis using the Kappa statistic to determine consistency between the prison assessments and the clinical diagnoses (cf. Landis and
Koch, 1977).
Third, logistic regression analysis was used to identify significant covariates for receiving a prison assessment of substance-abuse risk. Three
series of nested logistic models were run, for three dependent variables:
sentence-plan-assessed substance-abuse problems, RNA-assessed alcohol
problems, and RNA-assessed drug problems. The independent variables
entered were the same in all three series, but varied for the diagnostic vari43

We constructed summarized variables if one or more of the 9 components of the assessment
had the value 2 (severe problems).
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able according to the dependent variable: alcohol dependence, drug dependence or both.

8.5.4 Sub-study IV
Analyses based on prison-register data were conducted in Sub-study IV to
find out how many of the prisoners whose sentence plans or risk and needs
assessments recognized a need for substance-abuse intervention actually
received support or treatment for substance abuse in prison. This first analysis was descriptive. A further aim was to find out what factors contributed
to the receipt of support by means of multivariate analysis. According to
the theory underlying current prison practices, an assessed need for substance-abuse interventions, and the motivation to tackle the problem,
should predict the receiving of support. The following two questions were
addressed. To what degree in receiving interventions are factors other than
motivation dependent on the prisoner’s socio-demographic circumstances
(gender, age and nationality) and the prison structure (recidivism, length of
sentence, type of release prison, open or closed prison)? What factors have
an impact on receiving support for substance-abuse problems when motivation (which should be the main determinant of receiving/not receiving
support) is held stable44?
All persons who were released from Finnish prisons during 2011 were
included in the study. 45 The final number of individuals in the study (N)
was 3 798.

Measures
A summarized variable indicating that the prisoner had a need for substance-abuse interventions was created if a need related to substance abuse
was indicated in the risk and needs assessment (as severe=value 2), or as
text or a number in the sentence plans. Two models exploring factors contributing to receiving support were constructed for prisoners whose need
44

Interventions in prison, according to the RNR model and in addition to requiring motivation,
should be matched to other offender characteristics such as learning style, disabilities, and the
individual's personal and interpersonal circumstances. These factors may well be used as criteria
for treatment matching in Finnish prisons. However, they are not measured and noted as systematically as motivation in the prison registers (which was also measured unevenly in parts, as noted
below) and could thus not be analyzed in this study. Sub-study IV therefore only analyzes the use
of motivation as an intervention allocation criterion: it should be present for rehabilitation to take
place, even if other criteria are also used for treatment matching.
45
Individuals who had served time for conscientious objection (19) and the non-payment of a fine
(1268) were removed.
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for substance-abuse intervention was recognized in the prison assessments,
as defined above.
The two series of logistic regression models analyzed two different dependent variables: evidence-based interventions, and any interventions 46.
Evidence-based interventions included taking part in an accredited substance-abuse program47 or staying in a treatment wing48. Any interventions
included all substance-abuse programs (accredited and non-accredited 49)
and stays in both rehabilitation wings and contract wings. 50
The independent variables were motivation, gender, age, principal
crime, length of sentence, and recidivism. With the exception of motivation
this information was obtained from the basic prison register.
Two summarized variables were created indicating the motivation to
change (criminal) behavior mentioned in either the sentence plan or the risk
and needs assessment, and the motivation to tackle-substance abuse problems mentioned in either the sentence plan or the needs assessment, or
both51.
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We knowingly omitted healthcare, psychiatric healthcare, motivational programs, and placements in outside treatment units from the variable for receiving some kind of treatment, ‘any
treatment’. We did this because we could not know from the registers the extent to which the
motivational programs were for substance-abuse treatment or for other treatment programs (such
as for sexual offenders) and what healthcare visits were for reasons other than substance abuse. It
was very clear in the material that not all of the healthcare visits and motivational programs related to substance abuse. The accredited motivational groups (Antiriippuvuudet) were included,
however, because they were mentioned separately as an accredited program for substance abusers.
The exclusion of the above-mentioned interventions should not have made too big a difference to
the results of the study given the few number of cases thereby omitted. See Chapter 9.5 and footnote 58 for more details.
47
Accredited programs are approved by an accreditation panel as adhering to evidence-based
criteria: e.g., in 2011: Antiriipiivuudet (Anti-Addiction-groups), Kalterit taakse (Leave the Bars
Behind), Kisko (Kisko – therapeutic communities), the Christian therapeutic community in Vaasa
prison, Matkalla Muutokseen (On the way to change), Cognitive Skills.
48
Treatment wards mean that a treatment program is offered and that the prisoners agree to staying substance-free and to being tested regularly for substance use
49
Prisons also offer treatment programs of different lengths and types that are not approved by the
accreditation panel as evidence-based.
50
Prisoners in contract wings commit to not using intoxicants, and to being tested. These wings
do not necessarily offer rehabilitation, but are substance-free; residents may opt for education,
work, or rehabilitation
51
Motivation can be measured through the sentence plan or the risk and needs assessment, or
both. The sentence plan has a space headed ‘strengths’ or ‘weaknesses’, and if applicable may
contain text on motivation aimed at either changing criminal behavior or tackling a substanceabuse problem. For example: “Prisoner X is motivated to stop using alcohol”. Any such text was
manually coded into a numeric variable. The risk and needs assessment, on the other hand, has a
space in which the motivation to change behavior – related to criminal behavior or substance
abuse – can be assessed numerically
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9

RESULTS

9.1

Overview

In this study I have analyzed developments in societal approaches to intoxicant abusers, focusing on new developments within the Finnish prison.
This chapter presents the main findings of the four Sub-studies comprising
this dissertation. Table 2 gives an overview of each Sub-study, including
the main research questions, the materials used, and a summary of the main
results.
Table 2 The main results of the Sub-studies.
Sub-study
Question
Material and methods
I: Institutional
control of substance abuse
problems: the
balance of roles
between social
and welfare
services, police
custody and
prisons in 1985–
2006

What is the
division of
labor between
the different
institutions
handling substance-userelated harm in
terms of days
spent in institutions?

II: The changing
picture of substance abuse
problems among
Finnish prisoners.

How are prisoner’s abuse
problems portrayed in investigations of
prisoner health,
and how have
they changed
since 1985?

The unit of analysis is the
mean annual number of
substance-abuse cases in
hospitals, health-center
inpatient wards and psychiatric institutions; in institutional social-welfare services; in police custody for
intoxicated detainees and in
prisons.
The materials included
social and health care and
prison-service registers as
well as police registers on
involuntary detentions.
Prison registers are combined with clinical healthinvestigation data on prison
inmates conducted in1985,
1992 and 2006.
Clinical medical investigations of prisoner health
from three different years;
1985 (N=903), 1992
(N=325) and 2006
(N=410).
Changes in the numbers of
diagnosed substance-abuse
dependencies were examined as time trends and in
relation to demographic
characteristics as well as
use-initiation ages.

Main result
There are two differing
peaks in the time-trend of
institutional days devoted to
dealing with substanceabuse-related harm.
Before the economic recession that took hold in Finland in the 1990s, the biggest
change responsible for driving up the number of institutional days was the increasing proportion of rehabilitative treatment for substance
abuse. After the 1992 measurements the absolute and
relative proportions of prisoners with SUD problems
increased dramatically.
Addiction to both alcohol
and drugs among prisoners
increased during the study
period. Drug dependence
increased to a higher degree;
drug use has heavily supplemented alcohol among
prisoners.
Dependence on a drug was
diagnosed in 6% of men and
3% of women in 1985; this
prevalence had increased to
58% of men and 60% of
women in 2006.
An alcoholism diagnosis was
given to 41% of male and
36% of female prisoners in
1985; 52% of male and 51%
of female prisoners were
alcohol-dependent in 2006.
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III: Not all dependence problems are recognized as risks –
comparing a
medical health
study with prison assessments

Are prisoner’s
dependence
problems recognized in
today’s Finnish
prison?

Compares healthinvestigation data from
2006 with prison-register
data for the same prisoners
(N=510). The analysis
concerns whether diagnoses
of substance-abuse dependence made during the
health investigation are
recognized as criminogenic
risks in prison assessments
(sentence plans and risk
and needs assessments), or
whether some diagnoses are
overlooked.
The main factors predicting
an assessment of a substance-abuse risk in prison
were subjected to logistic
regression analysis.

IV: Who receives substance
abuse treatment
in the ‘real
world’ of the
prison? A register-based study
of Finnish inmates.

If abuse problems are recognized, to
what extent are
the prisoners
concerned
supported, and
what factors
contribute to
support being
given?

Materials comprise Finnish
prison registers, including
sentence plans and (possible) risk and needs assessments for all prisoners
released in 2011. Two
multivariate models were
used to examine the factors
related to selection into
interventions for substance
abusers

In the data 82 percent of the
prisoners had a dependence
diagnose. Comparison
showed that sentence plans
(257) were poorly aligned
with the health-study data
(Kappa 0.315); they recorded
only 65% of all diagnoses.
The risk and needs assessments (178) were in closer
agreement with the health
study; however, alcoholism
diagnoses were noted less
accurately (Kappa 0.519)
and less frequently (78%)
than drug diagnoses (Kappa
0.627, 87%).
The main factors predicting
an assessment of SUDs in
prison were longer stays in
custody, and one or more
dependence diagnoses. Although not all substance dependence is criminogenic, a
number of potentially criminogenic dependence problems remain unrecognized.
Of all prisoners 60 per cent
were assessed as having a
need for substance-abuserelated support. Of these,
only 22 per cent received a
substance-abuse intervention
in prison. The main factors
associated with receiving an
intervention in evidencebased programs were a
longer sentence, Finnish
nationality, a younger age
and treatment motivation.
The predictors for any substance-abuse intervention
(including non-evidencebased) were the same, with
the exception that motivation
was not a significant predictor, and female gender was.
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9.2

Changes in the institutional handling of
substance-use-related harm52

Sub-study I builds on the knowledge that the division of labor between different authorities dealing with (mainly) alcohol-related harm changed in
the late 1970s when involuntary treatment increasingly gave way to socialservice interventions. However, cutbacks in institutional care in the wake
of the 1990s recession raised concerns about the increased reliance on involuntary coercive measures in efforts to control substance-abuse problems
in society. The question is posed in sub-study I as to whether there is evidence to substantiate the claim that rehabilitative treatment was on the decline and involuntary control on the increase after the 1990s (cf. e.g. Murto
2002, 176–181; Tammi 2007 and also Chapter 4 in this summary).
The division of labor in dealing with substance-use-related harm in institutions was analyzed in the sub-study in terms of the mean annual number of substance-abuse cases (institutional days) in hospitals, health-center
inpatient wards and psychiatric institutions. According to the findings, the
number of institutional days devoted to countering substance abuse increased during the period under study. At the outset in 1985 the daily average number of institutionalized persons was 5,103, rising to 7,047 by the
end of the period under investigation in 2006. There are two peaks in the
number of institutional places (see Figure 3), which are attributable to the
growth of different sectors (see Figure 4).

52

Sub-study I is presented in more detail than the other sub-studies. This is to assist the nonFinnish speaking reader, because this particular article is published in Finnish.
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Figure 3 The spread of SUD-related institutional days among the different institutions:
daily average number of persons, 1985–2006

Before the economic recession that took hold in Finland in the 1990s, the
biggest change responsible for driving up the number of institutional days
was the increasing proportion of rehabilitative substance-abuse treatment.
Following the recession the trends were in the opposite direction: the proportion of rehabilitative treatment fell from 23 percent and settled at around
16 percent. Likewise, there was a percentage drop in housing services for
substance-abuse clients from 32–33 to 25 percent. After the measurements
taken in 1992 the proportion of new admissions to prison increased dramatically.
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Figure 4 The share of SUD-related institutional days among the different institutions,
1985–2006, percentages

The two peaks also reflect generational changes. The majority of the institutional population in the 1980s represented baby-boomers born in the
1940s, whereas, younger age groups – about one-third smaller than the baby-boom generation – occupied an increasing proportion of institutional
places in the latter half of the 1990s. If the number of institutional days had
followed the size of the age cohorts, the number of substance-abuse days
would have decreased rather than increased. The increasing number of institutional bed days among a smaller age cohort indicates a reversed cohort
effect, and also implies that an increasing proportion of the age cohort is
institutionalized. Given that the proportion of institutional places based on
involuntary admission increased at the same time, it appears that an increasing proportion of the age cohort is undergoing involuntary treatment.
Although there are indications of increasing drug use in institutions, this
does not in itself explain the increased incidence of involuntary treatment,
alcohol consumption also having increased among prison inmates. In
search of an explanation it might be useful to consider further the increased
polarization of substance-abuse problems, the greater sensitivity of the legal system to substance-related crime, and cutbacks in institutional rehabilitation programs in social-welfare services.
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Figure 5 The development in institutional days devoted to SUD harm, the total consumption of alcohol and the prevalence of cannabis use, 1992–2006 as an index (1992=100)

Figure 5 shows the development of the different sectors in relation to the
situation in the recession year 1992. The figure also includes a line representing changes in the total consumption of alcohol and in the prevalence
of cannabis use. It is clear that the number of intoxicant cases in prison increased more than the total consumption of alcohol: only the prevalence of
cannabis use showed greater growth 53. Healthcare was at a slightly higher
level than in 1992.
According to Nordic studies conducted after the 1990s, the legal systems
of that time started to use stricter policies with regard to crimes connected to
alcohol and drugs (e.g. Träskman 2004; Tham 2005). The rise in prisoner
rates that was experienced in Finland after 1999 was mainly attributable to
longer sentences for violent crime, drug crimes and drunken driving. Moreover, the minimum sanction for assault was tightened in 2001. (LappiSeppälä 2007, 12–20) Another reason for the growth in SUDs among prisoners could be that the courts were less prone to shortening sentences in cases of diminished responsibility. The numbers of mental-state examinations
also decreased after the 1990s, contributing to an increase in the number of
people sentenced as fully responsible in both absolute and relative terms: the
53

Almost everyone who has used drugs has at some point used cannabis, and therefore the cannabis-use trend resembles the trends in overall drug use. However, many cannabis users have not
used other substances. (Metso et al. 2012)
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proportion of individuals with attested diminished responsibility of all persons with a sentence fell from 0.21 to 0.10 percent between 1992 and 2006.
Here, too, the changes were most obvious in the number of sentences for
violent crime. (Lappi-Seppälä & Niemi 2008, 356–363) There is good reason to believe that these changes contributed to the increased numbers of
prisoners with SUDs and mental-health conditions.

Considerations about Sub-study I in connection with the dissertation
as a whole
The aim in the article was to illustrate how the burden of substance abuse is
shared among various authorities, and how this has changed over time. Below I explain in more detail how the material was selected and used.
We did not include secondary diagnoses in the healthcare sample. Thus
a person staying in an institution mainly because of depression but with a
secondary diagnosis of alcohol-use disorder would not be included in the
bed-day figures. We excluded secondary diagnoses because we suspected
that the practice was not consistent throughout the study period (Simo
Pelanteri; oral account). It is also known that substance-use disorders are
commonly under-diagnosed, and are sometimes overlooked when they coincide with mental illness (Rush 2014). There is thus a slight chance that
the including of secondary diagnoses could have implied an increase in the
role of healthcare in the absolute figures. The probability is that it would
not have changed in relative terms, but if it had it would have been impossible to know to what degree this had to do with changes in registration
practices.
More importantly, the article does not include all possible authorities
dealing with substance-abuse-related harm. First, we excluded all kinds of
support or control in open institutions, the system for which open care for
substance abusers was strengthened after the economic depression. Thus
the article does not cover the development in these institutions. We made
this decision because we believed that commensurability between open
care and institutional care would have been a problem: we could hardly
claim that a one-hour visit to an A-clinic equaled a day in rehabilitation.
Moreover, experts are fairly unanimous in their opinions that the system of
open care has not been able fully to account for the shortfall arising from
the shutdown of institutional support for substance abusers (e.g. Kaukonen
& Mäki 1996; Kaukonen 2005).
Second, the current penal system offers a wider range of so-called alternative (open) sanctions than was the case at the beginning of the study
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period, and even in 2006. Community service was introduced for a trial
period in 1991, and became a sanction in 1997. Parole is also encouraged.
We knowingly left this part of the system aside: in this case, too, commensurability would have been problematic in that community service is sentenced in service hours, not days. The number of persons with imposed
alternative sanctions – parole, community service (and after 1.10. 2006 a
few cases of electronic monitoring) even exceeded the daily number of
prisoners between 2006 and 2009, although since then they seem to have
settled at a more or less equal level. There was thus an increase in the
number of people in penal sanctions especially after 1997 when community
service were introduced, but approximating the respective numbers of people with SUD would also have been problematic: at most the number
would have doubled54.
It should be taken into consideration in interpreting the results that the
diminishing role of rehabilitative institutional care is not absolute in the
sense that it has been replaced in part with open care. Simultaneously, the
use of alternative sanctions has expanded and intensified the role of the
coercive sector.

9.3

SUDs among prisoners have increased

In the mid-1990s there was alarm of increasing substance abuse problems
among prisoners both from prison staff and criminal sanctions professionals
(cf. Koski-Jännes 1995). However, no reliable data existed to allow a thorough examination of the nature and extent of this change until material was
gathered for the prisoner-health investigation in 2006. The research question
addressed in Sub-study II concerned the kind of changes that took place in
alcohol and drug use among prisoners in Finland from 1985 to 2006.
We found that the use and misuse of both alcohol and drugs among
people sentenced to prison became increasingly more common during the
years in question. Furthermore, the substances of choice changed. Alcohol
was clearly the principal substance of abuse in 1985, followed by cannabis
and sedatives, whereas 70 percent of the prisoners had used stimulants in
2006, and more than half had used opioids. The initiation of both alcohol
and drug use shifted to a younger age. Alcohol dependence was relatively
common in 1985, and increased between 1985 and 2006 when half of the
54

Community sanctions were included in the prisoner-health investigation of 2006 (but not analyzed in this study, however). The level of SUDs was somewhat lower than for prisoners in general, but was more common among community-sentenced offenders when alcohol dependence
was analyzed separately. (Joukamaa et al. 2010, 47)
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prisoners were alcohol-dependent. Dependence on a drug was diagnosed in
six percent of men and three percent of women in 1985, but the prevalence
had increased to 58 and 60 percent, respectively by 2006.Vocational training was not associated with drug use in 1985 or 1992, but less (or no) training was associated with a higher usage prevalence in 2006.
It also seemed that the development in use disorders among prisoners to
some degree mirrored the tendencies in overall society (or vice versa): the
second drug wave when the use of drugs became more prominent in Finland is clearly seen, for example.

Considerations about Sub-study II
One thing is worth pointing out in connection with the large rise in substance-use disorders: not only has the use of drugs become more common,
the diagnostic criteria have also developed. There was much more detail in
terms of what constituted substance use in the diagnostic manuals of 2006
as opposed to 1985. However, ICD-8 and ICD-9 diagnostic criteria for alcohol and drug dependence were used in the two earlier studies, whereas
DSM-IV was used in 2006. Given that DSM-IV led to slightly lower
prevalence figures than ICD-10 in this same data set (Lintonen et al.,
2011), it is likely that the observed increase would have been higher based
on ICD-10 criteria.
This study does not cover developments in substance-use disorders
among prisoners after 2006 because there is no Prisoner Health study covering this time period. If it were the case that developments in prisons continued to mirror those in society in general, it is probable that alcohol consumption continued to grow after 2006, but then become more stable.
Some of the harms resulting from drug abuse, such as the number of drug
related illnesses and deaths plateaued around the year 2000 (Rönkä & Salonen 2006) both use and problem use of drugs has continued to grow
(Metso et al. 2012; Yearbook of Alcohol and Drug Statistics 2015).

9.4

Not all SUDs are recognized (as risks) in prison assessments

According to prevailing practices, measures taken in prison, such as rehabilitation, should follow a sentence plan that is, ideally, based on a more
thorough assessment of risk and needs (Arola-Järvi 2012: see Chapter 6
and Sub-studies III and IV for more details). Thus, if a prisoner assessment
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or a sentence plan does not recognize a SUD as criminogenic recidivismheightening risk, no interventions should take place.
Many researchers nowadays are interested in how reliably the individual prisoner’s problems are portrayed through assessments and in the intervention instruments built on them. Some studies refer to problems being
recorded in an inconsistent manner or not at all, and call for more research
on the matter. (See e.g. Bosker et al., 2013, van der Knaap et al., 2012;
Lowenkamp et al., 2004)
Sub-study III compared a health investigation with in-prison risk assessments (sentence plans and risk and needs assessment) 55 concerning
substance abuse. The main goal was to shed light on how often the prison
assesses needs connected to alcohol and drugs among persons for whom a
clinical dependence diagnosis has been placed in the health study.
The study found that not all SUD diagnoses are recognized in prison assessments. The sentence plans recognized fewer cases than the more thorough risk and needs assessments (RNAs).
The sentence plan recognized substance abuse as a criminogenic risk to
tackle during imprisonment for 65 percent of those prisoners who were
diagnosed with a SUD in the health investigation. The risk and needs assessments recognized diagnoses more often and more accurately, and identified drug problems more accurately than alcohol problems. Of the prisoners who were clinically diagnosed as alcohol-dependent 78 percent were
assessed as having problems with alcohol in the RNA, whereas 87 percent
of those who had been clinically diagnosed as drug-dependent were assessed as at-risk with regard to drugs. Moreover, 82 percent of those noted
as IV (intravenous) users in the health investigation were similarly
acknowledged in the prison assessment.
The results thus indicate that the structured instruments – the risk and
needs assessments – are more efficient in recognizing SUD diagnoses than
the sentence plans. However, not all prisoners are given a risk and needs
assessment56. It was also found that drug diagnoses and IV use were more
common among prisoners who were not RNA subjects.
The main factors predicting an assessment of substance-abuse risk in
prison were analyzed by means of logistic regression and included having a
longer sentence, and one or more dependence diagnoses. It was concluded
55

Sentence plans and risk and needs assessments are sometimes referred to collectively in this
study as in-prison assessments, or assessments. Risk and needs assessments are also referred to as
structured assessments.
56
A risk and needs assessment was carried out for only 34 percent of the prisoners included in the
study. At the time of writing this summary (2016) a larger number of prisoners are being assessed,
however even today the risk and needs assessment is reserved for those with longer sentences.
Sentence plans are nevertheless made for the majority of prisoners (cf. Liimatainen et al. 2015).
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that although not all substance dependence is criminogenic, a number of
potentially criminogenic dependence problems go unnoticed because some
groups of prisoners are excluded from the more thorough instrument (the
risk-and-needs assessment), or are not assessed thoroughly enough. This
puts prisoners in unequal positions in that all interventions in prison are
based on the assessments.

Considerations about Sub-study III in connection with the entire
dissertation
It is possible that SUDs are recognized to a higher degree in sentence plans
at the time of writing than in 2006 when the prisoner-health investigation
was carried out. When the material for the sub-study was collected the procedures concerning sentence plans 57 had only recently been introduced in
Finnish prisons. It may be that routines of risk and needs analysis and sentence planning have developed in prisons and in the assessment centers that
nowadays conduct most of the risk assessments such that problem recognition is more accurate (cf. Arola-Järvi 2012).
A comparison of Sub-study III and Sub-study IV gives some subtle indications that prison procedures could indeed have become more attentive
to possible SUD among prisoners. As noted in Sub-study III, for which the
material was gathered in 2006, 44 percent of all prisoners with a sentence
plan had a recorded goal connected to substance abuse. This is in contrast
to the corresponding results of Sub-study IV, based on material from 2011,
reporting a figure of 64 percent. However, it is also possible that that the
number of prisoners with SUDs has increased (something we cannot know
based on currently available data), which would, to some extent, explain
the growth in the number of registered substance-abuse problems. Differences in data gathering could also have had some impact.
However, the findings from Sub-study IV also indicated that, the way
the sentence plan conducted – based on a risk and needs assessment, some
other interview, or only on documents – had in order of thoroughness, impact on whether or not a substance abuse need was recognized. Since, it is
not uncommon that sentence plans be based on documents only, this supports the notion that sentence plans may, in some situations, be a less thorough instrument in terms of recognizing problems.
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Sentences were of course planned even at earlier times, but the structured form of doing so was
new (cf. Liimatainen et al 2015).
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9.5

Not everyone with an assessed need receives support

The assessing and targeting of substance-abuse-related needs according to
evidence-based procedures and treatment-matching adhering to the RNR
model has become the norm in most prison administrations in Scandinavia
(Kolind & Assmussen 2012). However, not every prisoner with an assessed
need will benefit from intervention in a practical setting (Værøy et al.
2011; Wormer and Persson 2010). Investigations into the reasons behind
the lack of interventions have focused on problematic prison structures
such as lacking resources, but also on prisoner traits, particularly motivation (Bosker et al. 2013; Dixon 2012; Miller and Maloney 2013; see also
Abrahamsson & Trygvesson 2009). Few studies have examined these factors simultaneously (cf. Chandler et al. 2009).
According to analyses of Finnish prison registers on all prisoners released in 2011, 60 percent were assessed as having substance-abuse-related
needs, and of these, 22 percent received support in prison of a kind that
was specifically aimed at tackling such problems. 58
Both personal traits and prison structures influence the decision to give
or deny a prisoner intervention treatment for his or her substance-abuse
problem. We found that different factors predicted evidence-based interventions (i.e. staying in a treatment wing or taking part in an accredited
program) and any kind of intervention (i.e. non-evidence based programs
and staying in a contract wing) 59: sentence length, Finnish nationality 60, a
young age and motivation were major predictors of both evidence-based
and non-evidenced-based interventions, although in the latter case motivation was no longer significant whereas gender was. One reason why being
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It is possible that the true percentage of prisoners receiving some intervention to tackle assessed
substance-abuse problems in prison was slightly higher than 22. We knowingly omitted
healthcare, psychiatric healthcare, motivational programs and placements in outside treatment
units from the variable for receiving ‘any treatment’ because we could not know from the registers to what extent the motivational programs concerned substance abuse and which ones concerned other treatment (such as sexual offender programs), and to what extent healthcare visits
were for reasons other than substance abuse. If we had included all of these interventions in the
variable ‘any treatment’ we could have concluded that up to 24.6 percent of persons with an assessed substance-abuse need could be classified as receivers of support, in contrast to the 22 percent we report now. However, given that 230 persons with no assessed substance-abuse need
received these interventions, it was very clear that not all of them concerned substance abuse.
Thus, the exclusion of these factors should not have made too big a difference to the results of the
study.
59
These interventions are described in more detail in Chapter 8.5.3.
60
The importance of Finnish nationality for receiving treatment could be attributable at least in
part to language problems as an obstacle in terms of admission into treatment, even if there is not
enough research on the matter. Many foreign nationals will serve their entire sentence in Finland.
(e.g. Rikosseuraamuslaitos 2013a; IL 2015)
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female raised the probability of receiving treatment could be that many
women’s wings in Finnish prisons are substance-free.
Matching prisoners’ needs with the correct intervention is a key component of the RNR model, and motivation should be present for treatment
enrolment (Andrews & Bonta 2010.) In our study, being registered as motivated to change one’s behavior or to tackle one’s substance-abuse problems heightened the probability of enrolment into evidence-based substance abuse interventions. However motivational differences were not significant when the odds for any substance-abuse intervention were analyzed.
In the case of evidence-based interventions the differences between motivational groups did not disappear, but merely diminished. We concluded
from our material that motivation matters in terms of receiving treatment in
a multi-faceted way, being more important for enrolment into evidencebased programs that more rigidly adhere to RNR standards and less so for
any program. Support for substance-abuse problems may be given even if
motivation is not present or registered but in these cases the program is
usually not evidence-based. The selective use of motivation as an entrance
criterion for interventions could be a means of systemic adaptation to a
combination of a high prevalence of substance-abuse problems and a lower
prevalence of treatment motivation in the prison population.
Our material seems to indicate that evidence-based structures – mainly
using motivation as an entrance criterion for interventions – are used when
applicable, and other structures when not. This, as well as differences in
treatment and prison cultures, could – in at least some way – reflect efforts
to do “something” about the high numbers of prisoners with dependence
problems. Most prisoners are targeted with no measures at all, however.

Considerations about Sub-study IV in connection with the entire
dissertation
It is possible that not all substance-abuse needs recorded in the registers are
criminogenic in type, and thus not every need should be targeted according
to RNR criteria. This study was also limited to analyzing substance abuse
interventions and programs provided in the prison environment (mostly).
Thus it is possible that even if the prisoner received no programmatic substance abuse intervention, the prisoner may have taken part in some other
activities, such as work or studying or short discussions with a prison
guard/worker. However, it is unlikely that the difference of almost 40 percent reported in Sub-study IV between the proportions of people assessed
with a need for substance-abuse intervention and those who received it
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would be largely attributable to a lack of need for such services or to having taken part in other prisoner activities (see 8.4.3).
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10

DISCUSSION

10.1 Overview
The current study has analyzed developments in societal approaches toward harm resulting from substance abuse from the 1980s to the 2010s,
focusing specifically on the Finnish prison. This discussion chapter begins
with a summary of the main results. The following sub-chapters (2–7) discuss the findings from the broader cultural perspective of institutional
changes in the locus of substance abusers in connection with the increasing
role of risk management in addressing harm related to substance-abuse,
particularly within the prison. Sub-chapter 10.1 constructs a platform on
which the other chapters build.
It was found that cases of substance-abuse-related harm dealt with in
institutions between 1985 and 2006 increasingly became a matter for the
prison rather than the social sector. During this period the mean number of
persons institutionalized per day on grounds of harm related to substance
abuse increased. Before the Finnish economic recession of the 1990s the
growth was attributable to the increasing proportion of rehabilitative substance-abuse treatment within social care, and after the recession to the increasing proportion of new prison admissions among substance abusers.
The number of substance abusers in Finnish prisons grew substantially
between 1985 and 1992, and between 1992 and 2006, according to a comparison of three different years of nationally representative Finnish Prisoner Health investigations. Drugs strongly supplemented alcohol, but alcohol
abuse continued to be common. The developments in use patterns among
people serving prison sentences mirrored the changes in society overall –
and vice versa.
The developments mentioned above coincided with a welfare policy offering more outpatient services to substance abusers while at the same time
downsizing institutional rehabilitation. However, although the number of
referrals to non-residential care increased, the number of people in rehabilitation did not grow at the same rate (Kaukonen 2005).
Simultaneously, views on rehabilitation in the prison sector changed.
Finnish prisons have introduced several new rehabilitative programs since
the mid-1990s, the goal of which gradually became the provision of programs that were acknowledged to reduce the risk of recidivism in prisoners. The assessment of prisoners for so-called criminogenic risks, problems
– such as substance abuse – that could increase the risk of recidivism now
constitute the basis for treatment provision in Finland, too, strongly influenced by the originally Canadian risk-need-responsivity (RNR) model

70
(Andrews & Bonta 2010). The prisoner’s main needs that should be addressed during the prison term in order to reduce the risk for recidivism are
to be assessed and articulated in a sentence plan. The plan may be based on
documents such as court proceedings, criminal records, and examinations
of accountability, and/or on an interview with or observations of the prisoner. These sentence plans should ideally be based on a risk and needs assessment, a semi-structured protocol in which information about the prisoner’s psychosocial situation is recorded through a detailed expert assessment of nine central problems. (Arola-Järvi, 2012)
This study investigated the extent to which Finnish prisoners’ abuse
problems were recognized as risks in prison assessments through analyses
of prison registers in connection with the independent prisoner health study
of 2006. The results showed that risk and needs assessments were in closer
agreement with the health study and recognized a higher proportion of
SUDs as risks than the sentence plans. Drug abuse was recognized more
often than alcohol abuse. Although it is clear that not all substance dependence is criminogenic, it was concluded in the study that a number of potentially criminogenic dependence problems went unnoticed, and that not all
prisoners were assessed with equal thoroughness. The problems of different groups were recognized to different degrees: most importantly, the
SUDs of prisoners with short sentence were considerably less likely to be
recognized.
Analyses of data on prisoners released during 2011 were conducted to
find out what degree of support was given to those whose sentence plans or
risk and needs assessments indeed stated that they had problems related to
intoxicant abuse. Substance abuse was assessed as a (criminogenic) problem among 60 percent of these prisoners in the risk and needs assessment
or the sentence plan. However, only about one fourth of these prisoners
received interventions to tackle substance abuse through treatment programs or stays in substance free/treatment wards.
Reasons for the selective use of interventions pertained in part to the
underlying treatment theory, the RNR model. There seemed to be a tendency to direct the interventions at “high-risk prisoners”: those with long sentences who needed treatment and were motivated were more likely to be
treated.
However, practices in some prisoner groups seemed inconsistent in
ways that did not comply with RNR standards. Prisoners with shorter sentences were offered interventions consistently more seldom even though a
need for intervention was present. Foreigners received treatment significantly less frequently than native Finns. Sometimes interventions were directed at prisoners who were not motivated, which did not comply with
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RNR requirements, either. The reasons for this seemed to be the long sentences of those receiving the intervention and potentially also the low
numbers of (measurably) motivated inmates of Finnish prisons in general.
Consequently, there were interventions directed at prisoners for whom motivation was not indicated as being present this is discussed further below.
The study shows that the substance-abuse risk among prisoners with
long sentences becomes over-emphasized in Finnish prisons: those with
longer sentences seemed to be assessed more thoroughly and more often,
thus making their needs more easily visible, and their needs were more
likely to be met. Short-term prisoners, in contrast, were assessed comparatively less thoroughly and received less treatment, even if their problems
were noticed. This happened despite the fact that substance abuse is known
substantially to increase the probability among short-term prisoners of further offending (Kivivuori and Linderborg 2009)

10.2 Changing institutional loci for substance abusers
It is widely agreed among European scholars that a ‘culture of control’ in
which a non-welfare approach to delinquency leads to massive numbers of
prisoners has not emerged in Europe or in the Nordic countries (Cheliotis
& Xenakis 2010). Nordic prisoner levels did rise at the turn of the millennium, but nowhere near as much as in the United States. Between 2006 and
2011, the time period studied here, imprisonment rates in the Nordic countries dropped to their previous – comparatively low – level (Lappi-Seppälä
2012b; Pratt 2008; Rikosseuraamusviraston 2013). However, there are
claims of less drastic but similar tendencies in Europe, with different effects than in the US (cf. Garland 2009; 2013). One area of discussion in
which researchers claim that increased penalization has replaced tasks formerly assigned to the social sector, in Scandinavia, concerns societal reactions to substance abuse and related harm (Garland 1985; Mary & Nagels
2012; Barker 2014; Träskman 2005).
Some of the results of this study can be interpreted to support the notion
of penalization by social order with regard to substance abusers, but other
aspects allow for alternative interpretations. This is tackled below.
There has, indeed, been an increase in the number of substance abusers
in prison, and the emphasis in the division of labor between authorities
handling institutionalization on the grounds of substance-related harm has
shifted from the social sector to the prison authorities. What is clear is that
the rise in consumption levels of intoxicating substances among prisoners
and the changes made to the system dealing with this in the 1990s mark a
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turning point in the institutional handling of substance-abuse-related harm.
Prisons house high numbers of people who are addicted to or misuse alcohol and drugs, and who are generally in poorer health and worse off than
the general population (Lintonen et al. 2011; Joukamaa et al. 2010). The
responsibility for the “worst-off” group with multiple abuse problems
seems to fall on the prison system.
Nevertheless, this does not imply that a punitive attitude toward substance abusers prevails on all levels, specifically given the stated aim to
promote the frequent use of the outpatient services available to them. However, studies show that the provision of outpatient treatment has not expanded enough to compensate for the downturn in institutional care. The
alternatives have also been regarded as catering for the capable, who are
able to handle timetables and appointments: the more marginalized user is
thought to benefit more from inpatient treatment. (Kaukonen 2005 & 2002;
cf. Harrikari 2008)
Second, alternative sanctions have been under development since the
1990s. Starting from 1997 it has been possible to convert a sentence of
eight months or less into community service, provided that specific criteria
such being able to handle timetables and meet other requirements of service work are fulfilled. Those who are eligible for community service
could be characterized as having committed “mild enough crimes” and as
being capable enough, whereas those who go to prison for a shorter time
may be in generally worse health and less capable61.
Third, Finnish prisons indisputably administer more treatment than previously, even though it does not extend to everyone (cf. Tourunen et al.
2012.).
Not only has the division of labor among the authorities in different
sectors regarding substance-related harm changed in Finland, these authorities have also changed from the inside. The ways in which people are treated can differ substantially even within the same authority (cf. Jenkins
2014; Mik-Meyer & Villadsen 2014). For example, although commitment
to prison as such is a punitive measure, my study shows that the punitivity
may take different forms.
The following sub-chapters discuss the changes within the Finnish prisons. It is argued through the results of this study that the introduction of
What Works standards, and the pragmatic challenges their implementation
61

This does not hold for all prisoners or crime types – such as severe violent crime – for which
sentences are longer than 8 months and cannot be converted to community service, for example.
Around 15 percent of prisoners serve a sentence of less than a year, hence it would be important
to discuss what type of people are sentenced to prison versus alternative forms of punishment (cf.,
Rikosseuraamuslaitos 2012).
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produces different selective mechanisms for persons with substance abuse
problems in the modern Finnish prisons. Consequently the same crime may
produce sentences of different content depending both on the prisoner’s
traits and problems, the type of sentence and on the prison’s resources and
structures.

10.3 Dual selection in prison
Finnish prisons nowadays administer more treatment than previously.
Tourunen et al. (2012) refer to this as the “new penal welfarism”. However,
as this study shows, certain mechanisms restrict the availability of this welfare to certain prisoners, and not all of them are straightforward.
Tammi refers to a two-track drug policy that was implemented between
1996 and 2000 in Finland: harsher penal strategies for drug offences coexist with treatment elements and harm reduction (Tammi 2007). My study
indicates that dual selection has emerged in Finnish prisons since 2000
when it comes to drug- and alcohol-dependent prisoners. The selection of
those who receive treatment in prison occurs on at least two levels.
1. First, in line with current rehabilitative practice rehabilitation
should be offered only to those whose recidivism risk is likely to be
reduced by the treatment. The existence of a serious-enough problem, and the motivation to tackle it are major criteria for selection
into intervention. Ideally, all prisoners should be assessed with equal
thoroughness, and relevant criminogenic problems such as substance dependencies should be identified. The assessments should
also identify obstacles to treatment, such as the absence of motivation, or an unwillingness to undergo interventions. Following the assessment the proper intervention matching the prisoner’s status
should be implemented. If the treatment-matching criteria are not
met, there should be no intervention.
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This study shows that in the practical setting of prison, eligibility for treatment according to RNR standards is seldom the only deciding factor in
terms of whether or not interventions for substance abuse occur62.
2. The second selection level is that of the ’practicalities’, and selection occurs both during the assessment and in implementing its results.
a. A number of substance-abuse disorders are overlooked in
prison during the assessment process.
b. Even if the substance-use disorder is noticed in the assessment, not everyone who needs interventions will receive
them. Hence the results of the assessments will not be implemented.
The most common reason for both occurrences on the second selection level is that the sentence is too short to allow either a thorough enough assessment or a rehabilitative program.
The dual selection results in three possible tracks for receiving welfare.
Some prisoners fall on the “evidence-based treatment track” on which assignment to intervention indeed seems to be based on RNR standards; others fall on the “welfare track” on which also reasons other than matching
RNR criteria seem to lie behind the allocation; and many fall on the “nothing” track on which there are no interventions. The track on which prisoners fall depends not only on having a need for treatment but also on other
factors connected with dual selection. Figure 6 illustrates this selection.
This is a schematic representation of the different intervention tracks in
Finnish prisons. In reality the tracks are not clear, and partly overlap.
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Figure 2 in Chapter 5.2 shows an ideal type of selection according to the RNR model, emphasizing the motivation criterion. Applying the model in Figure 2 to the results of my study highlights the following approximations. In Sub-study III 82 percent of the prisoners were diagnosed
with a SUD; in Sub-study IV it was found that 53 percent of the prisoners were assessed as having
some kind of motivation for change – an assessment that could well be ‘faulty’, as assessments in
prison seem to be according to the results of this and other studies. A rough estimation would
imply that at least about 40 percent of prisoners (0.82*0.53=0.44) would be eligible for treatment.
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Figure 6 Possible tracks for selection into treatment

Notes: Based on Sub-studies III and IV
Stanley Cohen stated in 1985 that there is always a gap between theory and
practice in implementing theories of penology (Cohen, 1985, 266). Studies
on the implementation of What Works theories in practical settings can
indeed be viewed from such a perspective: the theories are applied, but
both practical and ideological issues seem to affect the implementation
process (Bosker et al. 2013; Dixon 2012; van der Knaap et al., 2012; Lowenkamp et al. 2004; Obstbaum 2015 & 2016).
One view on dual selection as found in this study is expressed in the
works of Ben Crewe (2011), who refers to the new power in prison as soft
power: on the one hand the prisoner can receive help, but on the other hand
the keys for giving help or coercing more, is in the hands of the prison
staff. The type of arbitrary power Crewe mentions may indeed exist also in
Finland: prison practices do not always comply with the underlying theory,
but reflect practical issues such as how long a prisoner will be in prison.
Almost all prisoners are subjected to assessments of some kind, but the
allocation of interventions is not always based on the results (Obstbaum
2015 and 2016).
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With reference to Figure 6 one could thus ask why there is so much emphasis on the beginning of the process, in other words the assessment, and
not on the end on the interventions. As mentioned and as this study shows,
only about 25 percent of those in need of substance-abuse-related intervention received it. Feeley and Simon’s (1992) criticism raises a point here.
How do we justify the assessments and the potential raising of people’s
hopes of their problems being tackled if interventions are, in fact, quite rare?

10.4 Reasons for selective prison mechanisms
According to the concept of archaeological systems (cf. Rush 2014), every
system encompasses both acknowledged and unacknowledged traits. Some
traits or conventions stem from long ago and are so strongly incorporated
into the working of the system that their existence is never questioned.
Some of the results reported in this study may reflect the fact that other
schemes of thought are present alongside evidence-based standards (cf.
Lavikkala & Linderborg 2011).
Laine suggests that the Finnish penological discussion could be “Going
back to its roots” in the sense that in addition to promoting cognitivebehavioral programs social work and social issues are given more attention
(Laine 2011). The findings of this study concerning the three intervention
tracks support such thinking. Prisoners on what I call the treatment track
could be assigned to substance-abuse interventions even if they did not
meet WW eligibility criteria (mainly motivation). I have interpreted this as
trying to cope in some way with the large numbers of substance abusers in
Finnish prisons even though it is uncertain whether or not there will be an
immediate effect on the risk of recidivism. This tendency could be interpreted as carrying the legacy of social work – when the need of the client
(intervention related to substance abuse) is primary and the need of the system (protecting society) is secondary (cf. Suonio 2014).
A contributory reason for offering interventions to seemingly unmotivated prisoners may lie in one of the main criticisms directed at WW models: they project too mechanical a view of motivation as being either present or absent rather than as unstable and evolving over time. It is indeed
possible to enhance prisoners’ motivation either during the intervention
itself or by motivational treatment. (McMurran & Ward 2010; Miller &
Rollnick 2002.) Theories of criminal desistance point out that motivation is
not stable but is something that can be enhanced. These theories stress the
human connection in “recovery” from persistent offending, such as the im-
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portance of spouses, children, and treatment workers in contrast to programs. (McNeill 2006; Ward & Maruna 2007) The same tendency is reported time and time again in research on people who have overcome substance dependence: ‘that someone believes I can do it’ is a strong predictor
of success (Kuusisto 2010). From the therapist’s perspective this is called a
therapeutic alliance (Cournoyer et al. 2007). Peer support has also proved
effective in enhancing the motivation for criminal desistance. (McNeill,
2006)
Another point Ward and Maruna (2007) take up is the need to consider
the offenders’ views of the programs. Offenders in the United States tend
to be highly suspicious of prison-based programs, and in particular of those
that emphasize risk. They tend to feel that things are being done ‘to them’
not with them, whereas their own active participation in the change process
is being overlooked.
It would be interesting to find out whether prisoners’ attitudes toward
rehabilitation are exactly the same in Finland and the other Nordic welfare
states as in US prisons. People in Finland (especially before the 1990s depression) became accustomed to seeing the state as a doer of good. When
things are bad it is often accused of “not doing enough” and not giving
enough support. This is true in the case of substance-abuse-related rehabilitation for those at liberty, for example, and the discourse is also present
among users (Toiviainen 2008). Finnish studies indeed show that offenders
also feel the need for more state-supported help in prison (cf. e.g. Granfelt
2007; Karsikas 2005; Tourunen & Perälä 2004; Kivivuori & Linderborg
2009).
However, the fact that prisoners in general feel that they are not given
enough support does not rule out the possibility that certain types or ways
of delivering rehabilitation will feel more appropriate to some prisoners
than to others. It would be interesting to hear more about what prisoners in
the Nordic countries think of programs that are based on a measurement of
their “riskiness”. Kivivuori and Linderborg (2009) carried out a study on
short-term prisoners and detected indications among some of strong dissatisfaction with their sentence plans in general, which they felt were given to
them from ‘above’ without their being able to influence the content. In the
light of my study this is hardly surprising. Short-term prisoners definitely
seem to be worse off when it comes to the thoroughness – or in this case
the lack of it – of the sentence plans made for them. However, it is not at
all clear that prisoners with longer sentences will feel equally negatively
about their plans, which seem to “work” better in this group, in fact. It
would be important to know what prisoners feel about the risk-assessments
and programs relating to them, depending on the process. A current project
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at the Institute for Criminology and Legal Policy touches upon this (cf.,
Mäkipää 2014; Liimatainen et al. 2015)63.

10.5 Longer sentences are problematic treatment “guarantees”
The force and promptness with which the WW theories have been introduced in Finland has been explained in several ways. First, the criminalpolicy climate is such that rehabilitation in prisons needs to be justified via
the rhetoric of trying to lessen recidivism. At the same time, the emergence
of rehabilitation in prisons could be seen as a natural consequence of the
Finnish humane criminal policy, a policy aiming at short sentences and low
numbers of prisoners – less recidivism would mean fewer prisoners (cf.,
Laine 2011).
Unfortunately, as this study shows, prisoners with short sentences usually have a poor chance of receiving support for substance-abuse problems.
Thus the aim of giving short sentences and the aim of offering substance
abuse treatment seem to be hard to combine. This is problematic knowing
that substance abuse is highly likely to increase the probability of new
crime attracting a prison sentence, namely among those given short sentences (cf. Kivivuori &Linderborg 2009).
If practicalities prevent in-sentence treatment it might be an option to
offer support after release. However, it is probable that this is seldom the
case- or as Laine (2014) puts it: ‘You need to go to prison in order to get
treatment’. The arranging of any post-release treatment is problematic and
seems to be dependent on the good will of the municipalities (Ryynänen
2010; Henriksson 2013 also Chapter 6.2). Whether or not the extent to
which such treatment is offered has anything to do with the length of the
sentence is not something we could establish from the material used in this
study. Earlier studies have shown that the public in general and also some
professionals perceive former prisoners with long sentences returning to
society as particularly problematic, and there are problems finding housing
and rehabilitative services on the point of return (Ryynänen 2010). The
situation of short-term prisoners and their reception when they return to
society is more severely under-researched.
As Giertsen (2012) points out, rehabilitation should never be used for
advocating more severe sanctions. She suggest that when prisons start to
63

Liimatainen et al. (2015) analyzed prisoners’ perceptions of their sentence plans and the process of their making through a survey conducted in 2014. They found that prisoners in general
were happy that the sentence plan existed (70 percent). However, only half of them felt that their
concerns and troubles were recorded correctly in their plans. They also felt that they had little say
in whether or not the matters recorded in the study were followed through.
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offer more rehabilitation, there is risk that the prison is seen as an institution that gives rehabilitation rather than one that inflicts pain, thus paving
the way for the advocation of longer sentences with the argument that the
prison rehabilitates. Giertsen goes on to suggest that Norwegian prison policy may have overcome this problem in that treatment is to be given outside of prison: rehabilitative measures in prison are regarded as motivators,
or the beginning of a treatment continuum that continues in liberty. This
particular feature, according to Giertsen, could indeed be seen as a trait of
Scandinavian exceptionalism – in which rehabilitation is the key.
With regard to what is stated above, it is clear, that the situation in Finland concerning rehabilitation after release is far removed from that in
Norway. What, then, would be the lesser of the two evils? Not to offer rehabilitation at all, or only offering it in prison?
In my view a third option is actually manifested in Finnish prisons:
There is rehabilitation given to some degree, but the selection mechanisms
place prisoners in different categories to begin with. The criterion for egalitarianism, a criterion that is proposed as key feature of NE by Pratt, is
overshadowed, which will be discussed below.

10.6 Nordic Exceptionalism?
Nordic prisons with their humane conditions, low prisoner rates and comparatively low recidivism rates are seen by many as unique, and as somehow resisting global trends toward tougher and more punitive criminal policies with a weakening focus on welfare. John Pratt has called this “Scandinavian Exceptionalism” (Pratt 2008a). The new emphasis on prisonbased drug treatment has indeed been hailed as a new ‘dawn of welfare
ideologies in Nordic prisons (Kolind et al. 2014). However researchers
seem to be uncertain of, the degree to which this development means equal
treatment opportunities for everyone (Frank & Kolind 2012), and whether
all development is specifically Nordic – or particularly exceptional
(Ugelvik & Dullum 2011).
Pratt’s statement has, received much criticism also on other grounds.
Nordic prison cultures should be interpreted as humane with caution, it is
advised (Mathiesen 2012). Punitive policies are found also in Scandinavia
in, particularly when it comes to substance abuse crimes (cf. Kainulainen
2009). Pratt has also been criticized for not understanding the differences
between the Nordic countries (Mathiesen 2012).
Barker (2013) takes the criticism off Pratt to another level in her article
“Nordic Exceptionalism re-visited: explaining the paradox of a Janus-faced
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penal regime”. Ultimately Barker claims that the NE thesis is based on a
fundamental misunderstanding of Sweden as egalitarian. She claims that
Sweden is not egalitarian but individualistic. The difference is that freedom
in Sweden is constructed through the state rather than as freedom from the
state. In constructing its welfare state the Swedes have in fact restricted the
liberty of their citizens, particularly according to Barker in vulnerable
groups such as criminal offenders, criminal aliens and drug offenders: foreign nationals are particularly highly vulnerable to deprivation and exclusion. Mild and restrictive elements thus coexist in Sweden. What elements
will be applied to you is dependent on your abilities to contribute to the
state.
This duality promotes “individual well-being and autonomy in the social sphere while resisting individual rights in the legal sphere” (Barker
2013, 7). As a particular example Barker takes the recurrent attempts of
both the Left and the Right in Sweden to create a ‘drug-free’ society. As
Henrik Tham (2005) points out, ever since the Temperance Movement,
Sweden’s view of a drug-free (substance-free) society has stressed the
principles of sobriety, self-discipline and the improvement of one’s life.
Barker calls Sweden a universal but exclusionary welfare state.
How well does this portrayal of Sweden resonate with the situation in
Finland? My claim is that it resonates well with the current treatment of
drug abusers portrayed in this study. There seem to be new welfare mechanisms as well as new restrictive mechanisms at work at the same time in
several areas64. This is clarified below in the concluding sub-chapter.

10.7 Conclusion
The Finnish Welfare State underwent many changes during and after the
financial depression of the 1990s. Many of the changes have had a profound impact on how substance-use-related harm is handled today. Finland
started to dismantle a treatment system that relied strongly on social welfare and institutional treatment of (mainly) alcoholism during the 1990s.
The system was only partly replaced by outpatient treatment (Kaukonen
2005; cf. Julkunen 2001).
In the 1990s also the field of substance abuse changed. The proportion
of users from the baby boom generation declined but a new generation
emerged – one whose needs on the field of substance abuse treatment and
64

The same situation also seems to exist in Swedish prisons (Bruhn et al. 2012, 257) and in policies for dealing with drug abusers more generally both nationally and internationally (Tammi
2007).
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control were different from those of the previous generation. This generation grew up during financially ill-times, unemployment, more liberal alcohol legislation (due among other things to the accession to the European
Union in 1995) and a growing supply of drugs. On an institutional level,
the prison quarters a higher proportion of substance abusers compared to
other institutions handling harm from substance abuse at the beginning of
the millennium.
Simultaneously, theoretical views on why and how substance-abuserelated harm should be handled have changed. Within the prison system
substance abuse is currently seen as a criminogenic risk that should be
tackled in order to reduce the likelihood of reoffending. This is to be
achieved through the use of evidence-based programs matched with the
right kinds of (motivated) prisoners (Arola-Järvi 2012).
This development manifests in a dual selection for treatment within
prison. The first selection occurs due to the current view that rehabilitation
should be offered only to those whose recidivism can be reduced by it. The
second selection occurs due to ’practicalities’: dependence problems are
not always recognized by prison assessments and when they are, not everyone will receive treatment. As a result of this prisoners end up on one of
three treatment tracks, the evidence-based track, the welfare track or the
nothing track.
The explanation in all cases generally lies in the length of the sentence:
longer sentences allow thorough assessments and leave time for interventions, whereas short sentences warrant both less thorough assessment and
fewer interventions. The substance-abuse risk among prisoners with longer
sentences compared to short-term prisoners is thus over-emphasized in
Finnish prisons, leading to inequality problems that contradict notions of
Nordic Exceptionalism. (cf. Pratt 2008a)
Some aspects of the changes in Finland resonate much more strongly
with the NE thesis, however. For example, Finnish prisons that earlier were
reluctant to offer treatment nowadays offer it to a higher degree (cf.
Tourunen et al. 2012). However, this study points that at on the practical
level prisoner groups are in different positions for receiving this treatment.
Treatment outside prison is still more firmly based given on the
grounds on a need for treatment. However, since the 1990s the socialwelfare services have made their decisions in accordance with individualized profiling, the guiding principle being the expected efficiency of the
intervention. (Harrikari 2008). 65 In connection with managerial cutbacks
65

This change has been called a “break from welfare policies” and a “move toward risk policies”
(Harrikari 2008 115, 131).

82
and favoring outpatient treatment have potentially worsened the situation
for more marginalized substance abusers (Kaukonen 2002.)
According to the results of my study, the proportion of institutional
days devoted to substance abusers has grown in prison since the economic
depression, but has decreased in social care. However, we cannot know
whether the failures of the social-welfare system regarding the “worst off
group” are the sole reason for the large numbers of substance abusers in
prison or if the changes in the division of labor only are only evident on the
institutional level.
Table 3 shows the historical developments leading up to this situation
based on the results reported in this dissertation in parallel with other literature. Specifically, it summarizes responses to substance-related harm in
liberty and in prison from the 1960s to the 2010s. The table lists changes in
the use-level of substances and different historical views on the reasons for
abuse-related harm; and describes in more detail the practical consequences
arising from the most recent changes (post-2000).
The developments are presented at ten-year intervals as a typological
simplification of reality: temporal shifts in societal views do not follow
exact dates. The aim is nevertheless to provide the reader with a concise
framework depicting developments in views on substance abuse and how
Finland’s welfare state and particularly the prison system have developed
in the meanwhile.
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Table 3 Views on substance use and selected responses to it in liberty and prison between the 1960s and 2010s
Time1

Alcohol/drug
consumption

View on
rehabilitation

Welfare
state developments 2

1960–
1969

Alcoholism as
a social and
psychiatric
problem. Alcohol use
among workers moving to
cities
acknowledged
as a problem.
The first “drug
wave” in connection with
changes in
youth culture,
drugs used by
all social classes.
Increase in
alcohol use.
First drug
wave evens
out.

Substance
use should
be cured by
periods of
“hard work”.
Criticism of
rehabilitation in
closed institutions followed

Increase in
involuntary
treatment
and treatment in
psychiatric
hospitals.

Alcoholism
seen as a
symptom of
lifemanagement
problems.
Welfare
replacing
control.

1973 law on
handling
drunken
persons.
Social services prominent in alcohol treatment.

Social and
health problems arising
from the increasing consumption of
alcohol.

Alcoholism
a symptom
of lifemanagement
problems.
Social welfare important.

Law on
welfare for
substance
abusers,
1986. Increase in
socialsecurity
entitlements.

1970–
1979

1980–
1989

View on offending/
rehabilitation
in prison
Critique of
rehabilitation
in closed institutions.

A “humane
and rational
criminal policy” takes
shape.
The offender
as socially
deprived.
The road to a
life without
crime as complicated.
The same
sentences for
the same
crimes.
The road to
life without
crime is complicated.
The same
sentences for
the same
crimes.
A prison term
should not
make the prisoner’s situation worse.
Some rehabilitative views.

Prison sector
developments2
Active policies to
lower prisoner
rates.
1969 decriminalization of
public drunkenness.
Tightened conditions for the use
of preventive
detention and
sentence conversion leading to a
decrease in the
number of fine
defaulters.
Total reform of
criminal law
starts in 1972.
Tight separation
of care and control.
Aftercare and
work opportunities for criminal
offenders (Kriminaalihuoltotyö).

Separation of care
and control. Aftercare and work
opportunities for
criminal offenders (Kriminaalihuoltotyö).
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1990–
2000

2000–

The second
drug wave.
Drug use
among youth
and subcultures, new
substances.
Alcohol consumption lowered temporarily.
After the mid1990s a rise in
alcohol consumption.
Highest level
of alcohol use
around 2000,
evening out at
a high level.

Focus in
rehabilitation on effectiveness
and costefficiency.
Harm reduction and
criminal
control parallel in drug
control.

Individualized handling of
problems.

Dismantling
of institutional care.
Outpatient
treatment
emphasized
but does not
suffice.
Dual-track
policies in
drug treatment. Welfare arranged by
municipalities.
Lower availability of
inpatient
treatment.
Clientcentered
selection
into different
types of
service.

Studies in the
mid-1990s
showing that
targeting the
correct criminogenic need
with the correct program
can reduce reoffending
levels.

Community service, 1991/1997.
Increased sanction severity for
some crimes a
“punitive turn”.
Alarm about SUD
problems among
prisoners.
Prison starts to
offer more rehabilitation.

Individual risk The punitive turn
factors such as ends and prisoner
substance
rates back to a
abuse seen as
lower level.
reasons for
Act on Imprisonoffending.
ment (2005).
Drug use conAim of prison Increase in rehatinues to grow.
term is to
bilitative proreduce
grams: evidencereoffending
based (cognitive
levels.
behavioral) faInterventions
vored.
should be
based on prisoner assessments.
Practical
In society: those who can
In prison: individualized practices
consehandle outpatient treatment
that sometimes comply with treatquences
are in a different position
ment theory, sometimes with prison
of the
than those who may need
practicalities; evidence-based for
situation
the comparatively more
some, nothing for some, socialafter
rarely available inpatient
work ideology for some.
2005
treatment.
Assessment practices sometimes
fail to recognize problems.
Even if problems are recognized
interventions are not always given.
Longer sentences enable higher
levels of assessment and treatment.
Based on: Takala & Lehto (1988), Kaukonen (2000), Lappi-Seppälä (2012), Harrikari & Westerholm (2014), Partanen (2014), and Obstbaum in this dissertation.
1

The time-periods are presented at ten-year intervals as a simplification of reality: in realty temporal shifts do not follow exact dates. The views presented in this table are simplifications. Many
have been expressed in different forms at different times, and are present to different degrees at
different times.
2
Selected developments that connect to the depicted views.

Selection concerning the kind of intervention the individual substance
abuser will receive occurs in each sector. These selective mechanisms are
based on the individual’s needs and the institutional views of those needs.
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The mechanisms are also highly influenced by institutional practices and
by practical deficits in following them. Risk thinking, welfare thinking, and
solutions dictated by scarce resources alternate in a sometimes ad hoc
manner, particularly in prisons, thereby putting prisoners in unequal positions. Some persons receive interventions to tackle their problems and
some do not, but the reasoning and process behind the decisions are not
always coherent. Nordic exceptional tendencies particularly concerning
welfare indeed exist in the Finnish prison, but many times the criterion for
equality is overlooked.
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11

FUTURE RESEARCH AND POLICY IMPLICATIONS

The Finnish prison system has faced challenges, one of the main ones being the high number of prisoners with substance-abuse problems. These
problems tend to coincide with problems related to health, housing, and
unemployment, for example. At the same time, a new way of handling the
problems has been found: there are more – although not sufficient– programs and interventions for substance abusers. The theoretical grounds on
which treatment is offered have also changed: in the case of rehabilitation
nowadays the first step is to assess the need for treatment and to include it
in the sentence plan.
It seems that many of the problems addressed in this study derive from
the way in which prisons have endeavored to keep up with the changes.
The field of criminal sanctions is indeed, constantly developing its strategies for dealing with substance abuse (Rikosseuraamuslaitos 2012). It
would be important that this development proceeded in even closer dialogue with research and researchers. Specifically, research into the nature
of practice should include observations of real situations so as to bridge the
gap between words and deeds (cf. Taylor and White 2000).
More detailed qualitative and quantitative research on the processes involved in assessment would facilitate further exploration of the reasons
why issues are overlooked. Why are diagnosed substance-abuse problems
not recognized as risks, and why is drug use so much more likely than alcohol use to be noted? Finally, there should be further inquiries into why
interventions are not carried out despite the need being present. Studies
following individual prisoners from entry into prison to release and beyond
would also be beneficial. It is also necessary to continue conducting clinical studies with a view to following the health of prisoners so that policies
can be based on real and up-to-date knowledge of their problems.
The study has some practical policy implications. It seems that there is
room for improvement in current procedures on a practical level when it
comes to detecting and combatting SUDs in prisons. It would be important
that a particular person or institution be responsible for the entire process
involving one individual. The sentence plan does allow for such a possibility, but at times it tends to be constructed by different people (see also
Hänninen 2016).
Procedures should be improved particularly in relation to the assessment of prisoners with shorter sentences. Even if help cannot be offered
during the sentence, efforts should still be made to notice problems and to
provide support during the re-entry phase. The first days of liberty are cru-
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cial for many prisoners with regard to potential recidivism and relapse into
abuse. This calls for efforts also from the municipal level.
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