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Secure care: a question of 
capacity, autonomy and the 
best interests of the child

We agree with Pilarinos and colleagues 
that secure care is not the solution to the 
overdose crisis.1 We further agree that 
evidence-based addiction treatment for 
youth is largely nonexistent and urgently 
needed. 

However, we concur with Warshawski 
and colleagues that the references used 
in the commentary by Pilarinos and col-
leagues do not support the conclusion 
that secure care is ineffective.2 Further, the 
references used in the authors’ response to 
comments, if anything, support the oppo-
site conclusions to those reached in the 
response, which states, “Coercive interven-
tions to treat addiction have been found to 
be inadequate in reducing negative sub-
stance use outcomes while increasing men-
tal duress and risk of overdose.”3

Contrast that with what the references 
cited in that sentence said. From Pasareanu 
and colleagues: “Voluntary treatment for 
SUD [substance use disorder] generally 
yielded better outcomes; nevertheless, we 
also found improved outcomes for CA [com-
pulsorily admitted] patients. It is important 
to keep in mind that in reality, the alternative 
to CA treatment is no treatment at all and 
instead a continuation of life-threatening 
drug use behaviours. Our observed outcomes 
for CA patients support the continuation of 
CA treatment.”4

Also from Pasareanu and colleagues: 
“In-patient treatment reduces mental dis-
tress for both CA and VA [voluntarily admit-
ted] patients. The time after discharge 
seems critical especially for CA patients 
regarding active substance use and severe 
mental distress. A greater focus on con-
tinuing care initiatives to assist the CA 
patients after discharge is needed to main-
tain the reduction in mental distress dur-
ing treatment.”5

From Rafful and colleagues: “Overall, 
IDT [involuntary drug treatment], as other 
type of forced abstinence, reduces drug 
tolerance, putting PWID [people who inject 
drugs] at risk of non-fatal overdose. ... This 
study highlights the life-threatening risks 

PWID experience in relation to IDT.”6 How-
ever, this study involved people with opi-
oid use disorder, for whom the standard of 
care is medication-assisted treatment. 
How can one conclude that involuntary 
treatment does not work when evidence-
based treatment was not received? A bet-
ter conclusion would be that treatment for 
opioid use disorder without medication-
assisted treatment increases the risk of 
nonfatal overdose.

Given the lack of evidence-based 
treatment for minors, it is not surprising 
that there is a paucity of research com-
paring outcomes for minors who have 
received treatment voluntarily and invol-
untarily. And given that relapse is com-
mon in youth who have received treat-
ment voluntarily, it is problematic to use 
relapse as the indication that involuntary 
treatment is not effective.

The issue of involuntary treatment 
concerns the capacity of youth to refuse 
treatment. A major barrier to treatment of 
youth with substance use disorder and 
concurrent mental health conditions is 
their inability to understand that their 
substance use is problematic.7

Further, youth with substance use dis-
order may be involved in criminal activity 
to support their addiction. If they are not 
caught upstream in the mental health 
net, they will be caught downstream in 
the criminal justice net, the child welfare 
net, hospital emergency departments and 
the morgue.8

The adolescent brain continues to 
develop until the mid-20s. The last part to 
develop is the prefrontal cortex, responsi-
ble for executive functions such as insight, 
decision-making, judgment, planning and 
impulse control. Incomplete development 
of the prefrontal cortex can affect capacity 
to make treatment decisions.

Further, addiction impairs autonomy. 
Autonomy is typically defined as self-
determination free from both controlling 
interferences by others and personal limi-
tations preventing meaningful choice 
(e.g., inadequate understanding or faulty 
reasoning). “If we know anything about 
addiction at all, it is that it impairs auton-
omy in some way. Loss of control — in 

some manner and to some degree — over 
drug-seeking and consuming behavior is 
a defining feature of addiction, as it is 
popularly and scientifically conceived.”9 
Some of the criteria for substance use 
disorder in the Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition, 
reflect a lack of choice. If substance use is 
no longer a choice, there is not autonomy 
with respect to use.

Physicians receive little education 
about addiction and less about assessing 
capacity. Minors struggling with addic-
tion, whose main impairment is an abil-
ity to say no to substance use (or yes to 
treatment) are not being assessed to 
determine if they actually have capacity 
to refuse treatment.

Canada is a party to the UN Conven-
tion on the Rights of the Child (UNCRC).

Article 3 provides that in all actions 
concerning children, including the draft-
ing of our laws, the best interests of the 
child must be a primary consideration.

Article 24 provides that no child be 
deprived of the right of access to health 
care services, including those directed to 
the rehabilitation of health.

Article 33 provides that children have 
the right to be protected from the use of 
illegal drugs and from being used in the 
drug trade.

Read as a whole, the sensible interpreta-
tion of the UNCRC is that addicted minors, 
in their best interests, should receive 
treatment, regardless of their refusal, so 
they can recover, instead of being harmed 
by criminalization or untreated and pro-
gressive addiction. This conclusion is sup-
ported in a 2009 report10 from a confer-
ence held at the University of Toronto, 
which concluded the following:

• putting the best interest of the child 
first would require substantial changes 
in current models of formal health care;

• strategies are required to keep young 
people out of the criminal justice system;

• codes of conduct by the colleges of 
health professionals on the best inter-
ests of the child are required.
Legislation similar to the Secure Care 

Act currently being considered in British 
Columbia was at issue in a 2017 inquiry 
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into the overdose death of a 17-year-old 
in Alberta.11 Judge Robertson referred to 
the duty of the state to protect vulnerable 
youth and concluded that confinement 
for stabilization purposes is insufficient; 
confinement should be for purposes of 
treatment. Judge Robertson recom-
mended that the available length of con-
tinuous secure treatment should be no less 
than 120 days, but 180 days would be bet-
ter. Confinement to protect should not be 
confused with confinement to punish.

A 2018 investigative report of the 
Office of The Child and Youth Advocate 
Alberta into the deaths of 12 youth aged 
15–19 from overdose referred to Article 33 
of the UNCRC in calling for more protec-
tive health laws for youth.12

A 2018 report of the Manitoba Advo-
cate for Children and Youth called for 
more treatment (including involuntary) 
for youth to reduce the harms of sexual 
exploitation and untreated addiction.13 It 
concludes, “[e]merging research on invol-
untary treatment suggests safe and secure 
treatment ought to be part of the continuum 
of options for children and youth struggling 
with addictions. This research also reveals 
that ‘secure facilities’ do not need to be 
institutions. They can be secured via ade-
quate staffing, geographic locations, and 
be holistic and culturally-based home-
like settings.”
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