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The Challenge of Drug Abuse
Treatment in Prisons and Jails
Frank M. Tims and Carl G. Leukefeld

INTRODUCTION

Drug dependence and abuse among incarcerated populations is a stark
reality that enormously complicates the task of rehabilitating offenders.
Estimates of serious drug involvement among offenders points to the

urgent need for effective interventions, and available indicators show drug
use among arrestees to be at epidemic levels (Lipton et al., this volume).
During the 1970s it was pointed out that only about half the Nation’s State
prisons offered drug abuse treatment (Tims 1981), and only about one-quarter
of all jails in the United States had any provision for treatment (Newman and
Price 1976). In fact, a review of the National Drug and Alcohol Treatment
Utilization Survey from 1976 through 1979 showed a decline in the number of
available treatment slots in correctional institutions (Tims 1985). During the
1980s the prison population increased dramatically to more than half a million,
and the overall prevalence of drug involvement among incarcerated offenders
also rose markedly.

There are numerous reasons for offering drug abuse treatment to these
populations. First, there is the matter of institutional management. Newman
and Price (1976) pointed out that sheriffs reported fewer administrative
problems with inmates who received some treatment, usually detoxification,
while in jail. Second, there was reduction in drug-seeking behavior by the
incarcerated population, and third, jails and prisons offer an opportunity to
engage the drug-dependent individual in a rehabilitation process. Thus, for
many drug abusers, incarceration may be the only contact with treatment
providers.

The nature of drug dependence is a chronic, relapsing condition, and recovery
is a continuing process. Although engagement in treatment may begin in a
prison or jail setting, aftercare—or continuing care—is critically important.
Thus, a model of treatment should include prerelease treatment, transitional
care, and aftercare or continuing treatment.



NOTHING WORKS

A common criticism of offender rehabilitation programs is that “nothing works”;
that is, nothing has been shown to evoke such dramatic improvements as to
satisfy the program critics. In fact, almost any student of programs that have
been tried in correctional settings can point to some concrete achievement.
Indeed, the case for treating those who are serving finite incarceration terms
and who have some motivation to live drug-free, productive lives seems to

be effective from the practitioner’s point of view. But evidence of program
effectiveness is also noted from scientific studies. Amassing such evidence
must be viewed in the context of the usual high relapse rates that are certain
to be cited as indications that these interventions are not successful. It could
even be argued that, given the complexity of the problems as well as the
economic and social costs inherent in continued drug abuse after release from
jail or prison, gains of the magnitude observed thus far more than justify the
resources devoted to those programs. However, the evidence for treatment
in general and treatment under legal pressure in particular is even more
encouraging. For example, it has been shown that those entering community-
based drug abuse programs under legal sanction do as well as those who
enter voluntarily (Hubbard et al. 1989). Whether drug abuse treatment
programs directed at incarcerated populations produce lasting change is one
question that has been debated but never satisfactorily answered, although
there are multiple examples of correctional programs attracting incarcerated
clients into drug abuse treatment (Lipton et al., this volume; Wexler et al., this
volume; Magura et al., this volume).

THE CHALLENGE OF DEVELOPING RESPONSIVE TREATMENT
PROGRAMS

Developing viable and evaluable programs is a major challenge to those
charged with the responsibility for treating drug abusers. As Lipton and
colleagues (this volume), Magura and colleagues (this volume), and Fletcher
and Tims (this volume) point out, this is no simple task. The program must
have continuing organizational support, a conceptual basis, and clear
objectives, all of which should feed into an evaluation design. The evaluation,
in turn, can be the basis for program improvement. Several laudable attempts
at such designs and evaluations of prerelease and aftercare programs were
initiated in the 1970s. The most notable was at the Federal level, “Project
TRAP” (Treatment and Rehabilitation of Addicted Parolees), with a prerelease
component, a transitional component, and a community corrections (aftercare)
component. Grants were given by the Law Enforcement Assistance
Administration, U.S. Department of Justice, to four States for controlled studies
of TRAP models. Program service integration and evaluation were required,



and evaluation was to be conducted by an independent organization. However,
the program did not have a fair trial because Federal budget cuts produced
premature grant terminations.

Another example is a Wisconsin prerelease demonstration program structured
as a therapeutic community. This demonstration incorporated a transitional
reentry program at a different site, community aftercare, and an integrated
program design and evaluation design for the entire program and the individual
elements. Unfortunately, the rate at which prisoners were paroled was
insufficient to provide the necessary sample size for the evaluation design.
The design requirements, which involved random assignment of persons

with parole potential from a pool of volunteers having histories of drug
dependence, exceeded the number of available subjects, although there had
been no reason to expect that the numbers needed would not be available.

Still another effort involved a State that had a well-thought-out and executed
program of prerelease treatment and aftercare. However, the evaluation
contractor could not achieve a satisfactory completion rate for followup
interviews. Thus, all program elements were in place, but evaluation data
were lacking because a problem of contractor performance was not detected
in time for remedial action.

These three examples reveal several problems that confront advocates for
these treatment programs. Clearly, the program must be given a chance to
succeed or fail, which assumes an adequate and sustained funding level as
well as adequate institutional support over time. Evaluation designs also
must be supported by realistic projections of available subjects. In addition,
a program must have a continuing commitment to the integrity of better
programing and evaluation design as well as the practical requirements of
constantly monitoring the evaluation to resolve problems in a timely fashion.

The other critical ingredient is time. Programs should be given a fair chance
to mature. Evaluative research is necessarily a long-term endeavor. The
politicians, administrators, and treatment professionals who must advocate
support for these programs are frustrated by the delay in availability of “hard
data.” Lack of stable research funding in the past, together with compromises
in method and program budgets occasioned by events beyond the control of
treatment providers and administrators, has left the field even further behind
than reason suggests it should be in developing arguments for adequate
treatment.



NEW BEGINNINGS

Researchers and policymakers are at a point in the history of drug abuse
treatment in the United States where a frank assessment is needed of the
present state of knowledge and the most promising directions in treatment
programing indicated by the weight of clinical experience. Such new beginnings
call for a new realism, which is the driving force behind this monograph. A
body of knowledge was developed concerning treatment effectiveness (Tims
and Ludford 1984; Tims et al. 1991; Hubbard et al. 1989; Simpson and Sells
1990) and its effectiveness with criminal justice populations (Hubbard et al.
1989; Leukefeld and Tims 1990). In addition, studies have documented the
effectiveness of specific corrections-based programs (Wexler et al., this
volume; Anglin and McGlothlin 1984), and ongoing studies are adding to

that evidence (e.g., Inciardi et al., this volume; Magura et al., this volume).
Also, the National Institute on Drug Abuse (NIDA) has entered into a
memorandum of understanding with the U.S. Bureau of Prisons (BOP)

to provide evaluative support for its study of drug abuse treatment outcomes
in BOP inmate populations. NIDA’s involvement not only will strengthen the
BOP evaluation but also will increase comparability of these and other studies
by promoting the use of common instruments and methodologies. NIDA also
has entered into a similar relationship with the Bureau of Justice Assistance,
U.S. Department of Justice, to support research on corrections-based programs
and on case management strategies.

This new beginning must be accompanied by an assertion that the treatment
of drug abuse and dependence in incarcerated populations is a necessity
during incarceration. To consider it an “extra” aspect of jail or prison operation
ensures that it will be among the first items cut in the inevitable, cyclic periods
of budget austerity. Therefore, it will not be possible to guarantee that the
stable levels of support necessary for examining effectiveness will be provided.
Considering drug abuse treatment as separate from jail or prison operations
also carries the risk that it will not have the programmatic integration so
necessary for meaningful rehabilitation of drug-dependent offenders. Failure
to provide adequate treatment for this admittedly difficult problem means

that society will pay the price in the costs of recidivism, and the already
overburdened facilities will be subjected to further pressures.

Drug abuse treatment must be approached in a systematic and stable way.
Effective programs must be developed and refined, with emphasis on
assessment of needs, appropriateness of treatment, integrity of treatment,
continuity of care, and adequate aftercare programing. Aftercare cannot be
only a good intention and a paper plan but must include an active commitment
on the part of both the client and the parole system. In addition, aftercare



programing must be a proactive part of parole and consist of more than referral
or urine testing.

The range of available models also must be expanded to include linkages
with existing drug abuse treatment resources outside the jail or prison. These
models, which are linked to community treatment programs, provide a basis
for ensuring that continuity of care is conceptual as well as temporal. The
Key Extended Entry Program (KEEP), for example, provides methadone
maintenance to jail inmates who will be back on the streets in a relatively
short time. Many judges are reluctant to refer opiate addicts to methadone
programs, even though this is the treatment of choice for many. Therefore,
KEEP is an innovation. The value of such an innovation is that it engages the
addict during a vulnerable stage in his or her addiction career and provides a
link with a community-based program so that meaningful treatment can
continue after release from confinement (Magura et al., this volume).

Evaluation is essential, and resources must be made available. This is a

policy need (accountability) and a programmatic need (treatment improvement).
It also is needed because treatment improvement calls for better understanding
of the elements that contribute to treatment outcome. Thus, in the face of real-
world constraints and limitations, the development of drug abuse treatment
programs must include evaluation designs that allow for methodologically
adequate assessment of effectiveness and analysis of process (Fletcher and
Tims, this volume).

CONCLUSION

This volume has several objectives. Given the limited, though somewhat
persuasive, data available on corrections-based treatments, it is particularly
important to bring together available research knowledge, program concepts,
and clinical insights regarding drug abuse treatment of incarcerated, drug-
dependent offenders. To meet these objectives, this review includes

activities that are in their early stages as well as requirements for effective
implementation of treatment and research strategies. In addition, it examines
programing in differing jurisdictions and across bureaucratic lines. In other
words, this is another step along the way to approach the complex and difficult
task of treating drug dependence in a framework that emphasizes a systematic
approach to treatment, continuity of care, stability of outcomes, research
support, and a continuing commitment to improving treatment.
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Correctional Drug Abuse Treatment in
the United States: An Overview

Douglas S. Lipton, Gregory P. Falkin, and Harry K. Wexler
INTRODUCTION

There is no question in the mind of any responsible citizen that drug abuse is a
serious problem in the United States. There are many obvious measures that
might be taken. The urban news media daily carry stories and editorials related
to drug abuse, its casualties, and its consequences for public safety and the
quality of life. The Federal Government is making tax dollars available at an
unprecedented level for drug abuse treatment and prevention programs and
research as well as demonstration efforts. Federal spending on drug control
activities overall tripled from $1.2 billion to $3.9 billion from 1981 to 1988.
Although there is some controversy over the exact size of the drug abuse
problem and whether some drugs are declining in usage among householders
and high school students, there is no denying the magnitude of drug use among
persons arrested for felonies and misdemeanors. The Drug Use Forecasting
(DUF) system of the National Institute of Justice clearly documents the extent
to which persons involved in criminal lifestyles are engaged in the use of drugs
around the time of their arrests. All 22 cities now participating in DUF are
showing significant levels of cocaine and other drug use among their arrestees
regardless of charge, although there has been no evidence of an increase in
heroin use by male arrestees in the past few years. In every DUF city, opiates
have been found in less than 20 percent of tested males (except New York,
where the heroin-positive rate has ranged between 17 and 29 percent). In
contrast, cocaine levels consistently have been high in most cities. The highest
rates of cocaine use-above 60 percent-have been found in Washington, DC,
New York, and Philadelphia (Wish and O’Neil 1989). In figure 1, the proportion
of arrestees with positive urinalysis assays for cocaine is marked by a dark line
on the columns.

At the other end of the criminal justice funnel (i.e., at the incarceration level)
it is a safe assumption that the proportion of drug-using offenders among
those incarcerated is higher than their proportion among arrestees. In many
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FIGURE 1. Percent of male arrestees who tested positive for any drug. The
proportion of arrestees who tested positive for cocaine is marked
by a dark line on the columns. Testing October to December
1988 for opium, cocaine, phencyclidine hydrochloride (PCP),
marijuana, amphetamines, diazepam (Valium), propoxyphene
hydrochloride (Darvon), methaqualone, barbituates, and
methadone.

SOURCE: National institute of Justice 1989

instances these men and women do not use a single drug but many different
drugs and mostly in combination with each other and with alcohol. If they are
chronic users, as the data of Johnson and coworkers (1986) would suggest,
their drug use pervades their lifestyle and preoccupies their daily hours. Most of
these persons have avoided treatment while active in the community, although
some have experienced detoxification several times. Their entry into the
country’s crowded jails and prisons stills their criminal predations for a while,
but the problems of prison crowding are of such enormity that for each person
incarcerated there is bound to be one released, and he or she is highly likely
to be an untreated drug user. At least 45 percent of arrestees charged with
violent crimes or income-generating crimes (like robbery, burglary, and theft)
tested positive for use of one or more drugs, according to “NIJ Reports”
(National Institute of Justice 1989). In the Federal prison system, cells for
31,000 (Office of National Drug Control Policy 1989) are holding more than
56,500 inmates (Murray, this volume). In the States, 533,000 are being held



in facilities for 436,000 (Abell 1989). All but eight States are under some kind
of court order or consent decree to relieve prison crowding. Much of this

prison crowding pressure is directly due to public outrage regarding drug-related
crime and the resultant tougher sentencing practices that have been enacted
for repeat offenders and criminals committing drug-related crimes, as well as
the dramatic increase in arrests directly related to crime increases generally.
Drug-using offenders are a substantial proportion of the pool of persons now
flooding the prisons and jails, and this trend of the 1980s appears likely to
continue undiminished into the current decade.

One legislative reaction to the public’'s concern has been to accelerate prison
construction, but this is at the astronomical cost of $70,000 to $100,000 per
bed space. Operational costs added to construction costs and amortized over
the life of a facility still yields a per-inmate per-year cost averaging $25,000
(Abell 1989). Costs vary between $9,000 and $40,000 per year among the
States; the City of New York states its annual incarceration cost to be about
$57,000, according to the New York City Department of Correction Office of
Public Affairs. At the present time, about 14 percent of the criminal justice
system budget is being spent on such construction, double what it was in 1974
(Abell 1989).

With the advent of crack use in the mid-1980s the already heady relationship
between drugs and crime has quickened. Cocaine use has doubled in most
cities and tripled in some cities in the past 4 years, whereas other crime-related
drugs-notably heroin and PCP-have declined or remained stable (Wish and
O’Neil 1989). Crack-accelerated violence in the streets, particularly increasing
numbers of shootings of innocent bystanders, have angered the public;
consequently, there is increasing pressure on the police and the courts for
action. Cocaine users who were reasonably in control of their drug use say
they went out of control with crack; that is, they would do anything to continue
the crack high while on a binge. Pregnant crack-using women have abandoned
their newborns in hospital nurseries. Those who work with drug-using mothers
report that crack use is the most potent centrifugal force on the mother-child
relationship yet seen. Crack is apparently much more compelling than heroin,
with which drug treatment professionals are more familiar. Moreover, levels of
crack use have been reported to be increasing in rural, suburban, and urban
quarters of the country; consequently, rates of crack-related violent crime and
crack distribution crime and numbers of inmates in State prisons with crack
histories also have increased (Fagan et al. 1990).

Overall, the U.S. prison population has grown about 55 percent since 1981,

largely fueled by the major influx of drug-using offenders. These offenders—
among them the most predatory, the heroin-using “violent predators”—are
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responsible for a relatively large amount of crime; compared with non-drug-
using offenders, they committed 15 times as many robberies, 20 times as
many burglaries, and 10 times as many thefts (Chaiken 1986). Studies in
Baltimore (Ball 1986; Ball et al. 1981) and New York (Johnson et al. 1986) have
demonstrated that active drug use accelerates the users’ crime rate by a factor
of four to six and that crime content is at least as violent, or more so, than that
of non-drug-using counterparts. The subjects of these studies were heroin
users. Initial impressions from crack-crime studies indicate that crack-related
crime is as high as, or higher than, heroin-related crime and is certainly more
violent.

Although data vary across studies, it would appear that drug-using felons

are also a primary source of failure on parole. That is, they constitute a
disproportionate share of the repeat offenders. Of untreated parolees with
histories of heroin and/or cocaine use, 60 to 75 percent are reported to return
to heroin and/or cocaine use within 3 months after release and to become
reinvolved in criminal activity (Wexler et al. 1988a). The “revolving door”
analogy epitomizes the situation with hard-drug-using offenders, Since a
great proportion of American drug users are processed through some part

of the criminal justice system during their drug-using careers, it makes a great
deal of sense to consider that system as a location for treatment. Most inmates
have not been treated in the community, and when asked, they state that they
have no particular interest in entering treatment. Thus, the criminal justice
system is a major opportunity to bring to bear the state of the art in drug
abuse treatment for this otherwise elusive population.

PRISON TREATMENT PROGRAMS

In 1979, the National Institute on Drug Abuse (NIDA) conducted a
comprehensive survey of drug abuse treatment programs in prisons (Tims
1981). The survey identified 160 prison treatment programs serving about
10,000 inmates (4 percent of the prison population). In 1979, 49 programs
(32 percent of the programs) were based on the therapeutic community (TC)
model. They served about 4,200 participants (or 42 percent of all participants).
Chaiken (1989) and Chaiken and Johnson (1988) estimated that, in 1987,
11.1 percent of the inmates in the 50 States were in drug treatment programs.
Although this represents a sizeable increase (from 10,500 inmates in 1979 to
51,500 inmates in 1987), the vast majority of inmates with substance abuse
problems still do not receive treatment while in prison.

Although there is still no consensus about the percentage of offenders being
treated for drug use, recent incomplete surveys of treatment for incarcerated
drug abusers show that 39 States use preliminary assessment procedures with



newly sentenced inmates; 44 States allow Narcotics Anonymous (NA), Cocaine
Anonymous (CA), or Alcoholics Anonymous (AA) self-help group meetings once
or twice a week; 44 States have some form of short-term (35 to 50 hours) drug
education programing; 31 States have some form of individual counseling
available for drug users in which a counselor or therapist meets with an
individual inmate occasionally during the week; 36 States have group
counseling in which small groups of inmates meet once or twice weekly with

a therapist; and 30 States have some type of intensive residential program,
often based on the TC model. Most optimistically, less than 20 percent of
identified drug-using offenders are believed to be served by these programs
(Frohling 1989).

Unfortunately, little research evidence exists to support the effectiveness of
the sorts of correctional programing noted above with the exception of TCs.
Drug education and information programs are for basic support of other
programs. Their cost is low and can be maintained by inmates in resource
centers, but they do not constitute treatment. However, they are useful
adjuncts to self-help groups, group counseling, and various forms of milieu
therapy. Drug information and education is delivered on the premise that
persons using drugs or tempted to use them lack information about the drugs
or their consequences, Most drug-using inmates do not lack information

about the drugs or their consequences; in fact, most drug users are fairly
sophisticated street pharmacologists, and it is naive to think that improving the
depth and quality of information about drug abuse will deter future use. Drug
education programs do have utility and are probably cost-effective for naive
first-time offenders who were occasional drug users in the community, and they
are likely to be particularly useful when combined with more intense programing
for younger offenders with little drug experience.

Such self-help groups as NA, CA, and AA provide models for a drug-free
lifestyle and a support system to maintain the abstinence resolve upon release.
They are low-cost programs run by recovered persons who volunteer their
time to work with inmates. Using the AA 12-step model, they insist on sobriety,
encourage sharing experiences and problems related to drug dependence,
teach constructive tools to deal with the triggers to relapse, urge positive
alternatives to a drug-dependent lifestyle, and perhaps most importantly,
provide an important aftercare link-a network of supportive human resources
to help offenders returning to the community avoid relapse provoking pitfalls.
They also provide a focus for drug-free social interaction and leisure activity.
Although there is a good deal of anecdotal evidence, there is little research
evidence that has demonstrated long-term success of these programs with
drug users. Nevertheless, they are useful as part of an overall comprehensive
drug abuse continuity-of-care system, particularly when combined with more
intensive counseling or milieu efforts, and they are essentially cost-free.

12



Individual counseling is the least common program qua program but a
frequently available service that inmates can request within institutions.
Using one-to-one interviews with a psychologist, social worker, and in some
instances, psychiatrist, individual counseling sessions focus typically on
problems, feelings, attitudes, and behaviors. The ultimate goal of the sessions
is to improve the inmate’s self-image, sense of personal responsibility, and
ability to function in a socially acceptable manner. Styles may include
traditional psychotherapy, transactional analysis, behavior modification, and
reality therapy, depending on the training and inclination of the therapist and
the needs of the inmate patient. The likelihood of the effective use of this
modality is limited by the paucity of trained individual therapists working in
prisons and by its higher cost. Most research studies of the effectiveness
of individual counseling have shown little evidence of success in reducing
recidivism (and other negative behaviors), although positive psychological
changes have been demonstrated.

Group counseling is the most common intensive therapeutic method used

in prisons. It usually has 8 to 10 members meeting 1 to 2 days per week

with a trained professional. Although high expectations of involvement and
participation exist, and the focus is often on intensely felt personal problems,
the interaction is tempered by the presence of custody officers or the possibility
of revealing too much weakness or vulnerability in a group setting in which

the participants are members of and return to the general population after
each session. Much of the subject matter of the counseling sessions is offered
voluntarily by participating inmates, and the environment needs to be supportive
and psychologically safe for useful work to go on. Unfortunately, the group
counseling modality in most institutions is particularly beset by the pervasive
antisocial pro-criminal inmate subculture that exists in every prison. Despite
this powerful shortcoming, changes have been reported in the research
literature from time to time, particularly when the group is sustained with the
same competent and dedicated (and often charismatic) professional leader
for more than a year. And there are powerful additional components, such

as life skills rehearsal, role reversal, stress management, social skill practice,
problemsolving skills training, relapse prevention, and participation in AA-type
groups.

Milieu therapy programs are typically more intensive than the foregoing
programs. Milieu therapy for drug-abusing inmates is administered in an
isolated, drug-free living area within the prison and usually includes individual
and group counseling, mildly confrontational group sessions, peer interaction,
and other techniques noted above in connection with group counseling.

The staff usually comprises professionals, such as social workers and
psychologists, and specially trained corrections officers. Costs are higher for
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the above-mentioned modalities, but success rates are significantly higher
than for group counseling alone. Milieu programs appear to be best suited for
chronic multidrug users with addiction histories of fewer than 5 years. Although
time in program is an important factor in achieving higher success levels,
research shows that longer times in treatment in milieu therapy do not produce
as profound an effect on recidivism as do longer terms in TCs (Falkin et al.
1990).

THERAPEUTIC COMMUNITY APPROACH

With respect to community-based TCs, more than 20 years of program-based
and multimodality studies have yielded an impressive knowledge base
concerning the modality. Simply stated, more than 40 percent of clients
formally treated in TCs maintain favorable outcomes to the most stringent
criteria (no illicit drug use and no crime), and an additional 30 percent improve
over their pretreatment status (De Leon 1989). Among program graduates
who were followed for 7 years after treatment, success rates exceed 75
percent. Among dropouts, success rates average 30 percent. All studies

of residential TCs demonstrate the positive relationship between favorable
outcome and length of stay in treatment (De Leon 1989).

Prior to 1980, relatively few outcome research studies of TCs in prison settings
had been conducted. In a study of inmates who participated in various kinds
of prison-based drug treatment programs, Nash (1973) found no significant
differences in arrest rates among inmates who had participated in four TCs,
one non-TC residential program, and two drug counseling programs when
compared with a nontreatment comparison group. In an extensive reanalysis
of Nash’s data, Des Jarlais and Wexler (1979) found that participants in two of
the four prison-based TCs did significantly better than the comparison group
in terms of reduced drug use and criminality following release. Recently,
published findings regarding the Stay’'n Out program (Wexler et al. 1988b,
1990a) and the Cornerstone program (Field 1985, 1989) substantiate the
significant accomplishments of correction-based TCs with incarcerated
drug-abusing felons.

Stay’n Out

The Stay’'n Out program, a TC for the treatment of incarcerated drug offenders,
has been identified as a national model. Stay’'n Out began as a joint effort by
the New York State Division of Substance Abuse Services, which funded the
program during its first years; New York Therapeutic Communities (NYTC),
which operates it; and the New York State Department of Correctional Services,
which currently funds it. It has two sites: a program for male offenders at the
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New York State Arthur Kill Correctional Facility on Staten Island established in
1977, and one for females, which opened in 1978, at the Bayview Correctional
Facility in Manhattan. Currently, there are three treatment units at the Arthur
Kill Correctional Facility, with about 35 beds per unit (a total capacity of 146
beds), and one female treatment unit at the Bayview Correctional Facility, with
40 beds.

In 1984 NIDA provided a grant to Narcotic and Drug Research, Inc. (NDRI)

to evaluate Stay’'n Out and compare it with other prison drug abuse treatment
programs. The evaluation was designed to test the proposition that effective
treatment of substance abusers is possible within prison (Wexler et al. 1990a).
A large-scale, quantitative analysis was conducted relating several measures of
treatment outcome (e.g., rearrest, reincarceration) to both client characteristics
and program attributes (time in program and termination status). The study
included males and females as well as treatment and no-treatment comparison
groups. Statistical analyses were performed to test several hypotheses,
including the following: that the Stay’'n Out TC is more effective at reducing
recidivism than no treatment and alternative prison-based drug treatment
modalities and that increases in time in program would be related to reductions
in recidivism. These two hypotheses were confirmed, with the main finding
being that, as time in TC treatment increases, recidivism declines significantly.

Since the program began, nearly 1,000 men and more than 500 women have
been admitted to treatment. The aim of the program is to treat felony offenders
for their drug abuse and related problems so that they are less likely to
recidivate after leaving prison. Inmates selected for the programs are recruited
at State correctional facilities. The criteria for admission to the program are
official history of drug abuse (or indication of involvement in the drug culture);
at least 18 years of age; evidence of positive institutional participation; no
history of extensive violence, arson, sex crimes, or mental iliness; and that
inmates be no more than 12 months nor less than 6 months away from their
first parole hearing.

On average, males in the Stay’'n Out program have been convicted previously
four times and have been incarcerated for 4 years (prior to admission into
Stay’n Out). Most of the offenders are in prison for robbery (43 percent), drug
sales (18 percent), or burglary (18 percent). Drug abusers in the Stay’'n Out
program have been heavily involved with drug use since the mean age of

16 1/2. Seventy-three percent of the clients have abused opiates; 77 percent
have abused cocaine (and other stimulants). Previous attempts at changing
their lifestyle have ended with two prior treatment failures averaging 18 months
in treatment combined.
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The Stay’n Out programs at Arthur Kill and Bayview are TCs modified to fit into
a correctional institution. (For a full description of the program, see Wexler and
Williams 1986.) During the early phase of treatment, the major clinical thrust
involves observation and assessment of client needs and problem areas.
Orientation to the prison TC procedures occurs through individual counseling,
encounter sessions, and seminars. At the outset, clients are given low-level
jobs and granted little status. During the latter phases of the recovery process,
residents are given opportunities to earn higher level positions and increased
status through sincere involvement in the program and hard work. Encounter
groups and counseling sessions are more indepth and focus on the areas of
self-discipline, self-worth, self-awareness, respect for authority, and acceptance
of guidance for problem areas. Seminars take on a more intellectual nature.
Debate is encouraged to enhance self-expression and to increase self-
confidence.

Stay’'n Out clients are housed in units isolated from the general prison
population. They eat in a common dining room, however, and attend morning
activities with other prisoners. Most program staff members are ex-addicts who
are graduates of community-based TCs as well as ex-offenders. Employed by
NYTC, they act as role models demonstrating successful rehabilitation. NYTC
has an annual contract with the New York State Department of Correctional
Services to provide the entire Stay'n Out program at both facilities. All but one
of the units are staffed by a unit director and three counselors; one unit at
Arthur Kill has only two counselors.

Upon release, participants are encouraged to seek further substance abuse
treatment at cooperating community-based TCs. About half the program
graduates continue in residential programs. Extensive involvement with a
network of such community TCs is central to the program’s operation. Staff
and third-phase residents of community TCs visit Stay’'n Out on a regular basis
to recruit resident inmates for their programs. These visitors provide inspiration
since they are ex-addicts and ex-felon role models who are leading productive
lives.

The evaluation research design compared a male TC treatment group (n=435)
and a female TC group (n=247) to no-treatment control groups and alternative
treatment groups. The male treatment group was compared to the no-treatment
control group (n=159), which consisted of inmates who were on a waiting list for
the program. They met all the criteria for admission except the parole time
eligibility criterion and, therefore, completed their prison term without treatment.
The male treatment group also was compared with a milieu treatment group
(n=576), which offered a less intensive treatment than the TC. That is, time
was less structured; there was no hierarchy of jobs or social roles; counselors
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were not ex-addicts or ex-offenders but were trained correctional officers; good
conduct in the program was not rewarded with greater responsibility; and
interaction with community TCs was less extensive.) In addition, the male
treatment group was compared with a counseling group (n=261), which

only received individual and group counseling once a week. The female
treatment group was compared to a no-treatment control group (n=38)

and with a counseling treatment group (n=113); these groups were similar

to their male counterparts. (That is, the control group met the basic criteria

for admission but did not receive treatment, and the alternative treatment
group received only counseling services.)

In general, the background characteristics of the samples were comparable,
except that the male milieu group had a significantly higher mean age and
criminal history score (a weighted average of prior criminal arrests, convictions,
and sentences) and spent more time in prison than the other male groups.
Multivariate statistical analyses were performed to control for the possible
confounding effects of these differences on treatment outcomes. The groups
were compared according to several recidivism measures: the percentage
arrested, the mean number of months until arrest, the percentage positively
discharged from parole, and the percentage not reincarcerated. The sampling
timeframe was based on inmates released from prison between 1977 and
1984; the followup period (which ended in 1986), therefore, ranged up to 9
years, depending on the year prisoners were released. (Almost all had at
least 3 years, and many had 6 years, of followup.)

Statistical analyses were performed to compare the effectiveness of TC
treatment with alternative interventions and no treatment and to assess the
relationship between treatment outcomes and time in treatment. The across-
group comparisons yielded mixed results (i.e., when compared with the other
groups, the TC groups had significantly lower arrest rates, but differences in
other outcome variables were not significant); however, the most powerful
finding was that there was a consistent and significant correlation between
treatment outcomes and time in program. The Stay'’n Out evaluation research,
like other TC evaluation research, consistently found statistically significant and
salient effects between time in program and treatment outcomes. Generally
speaking, failure to look at time in treatment is almost always bound to mask
important findings and to yield spurious, no-difference outcomes.

Male and female Stay’'n Out clients do better on parole if they remain in

the program for 9 to 12 months rather than terminating earlier (or later).
Furthermore, time in the comparison modalities does not produce a positive
effect. This pattern was found to be consistent for the other outcome variables
as well, leading to the firm conclusion that Stay’n Out is more effective than no
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treatment and alternative treatments, especially so when clients remain in
treatment for an optimal period.

Insofar as testing the hypothesis that treatment outcomes improve as time in
program increases, several statistical analyses were performed on subgroups
of TC clients that spent varying amounts of time in treatment. For example,
when clients who completed the program in 9 to 12 months were compared
with clients who left within 3 months, differences between the percentages
positively discharged from parole for the two treatment periods were significant.
Among the males who terminated in less than 3 months, the percent with
favorable outcomes was only 49.2 percent, whereas the counterpart rate for
the males who stayed in the program for 9 to 12 months was 77.3 percent.
Similar findings were obtained for the females, although the percentages with
favorable outcomes were generally higher than for their male counterparts
(79 percent for females in treatment less than 3 months, 92 percent for the

9- to 12-month group).

For those who failed (i.e., those rearrested or reincarcerated), more time in TC
treatment also was related to positive treatment outcomes. When the mean
time until arrest was compared for the two termination periods, it was found
that clients who received treatment for shorter periods were arrested much
sooner than those who stayed in the program for 9 to 12 months. Furthermore,
the percentage of Stay’n Out male clients who were not reincarcerated after 9
to 12 months of treatment was considerably higher (72 percent within 3 years
after release from prison) than for males who resigned or were dismissed earlier
(60 percent within 3 years). Indeed, a logistic regression analysis showed that
the odds of not being reincarcerated were nearly three times greater for clients
who remained in treatment for 9 to 12 months than for clients who spent less
than 9 months in treatment.

A related analysis compared clients who completed the program favorably (53
percent) with those who resigned and were dismissed (32 percent). (Neutral
terminations, such as transfers for institutional reasons or death, accounted for
15 percent of the terminations.) A significantly higher percentage of clients
who completed the program favorably were not reincarcerated (72 percent
within 3 years) as compared with clients who terminated negatively (61 percent
within 3 years). The positive influence of time in program on outcomes was
independent of the effects of background variables. Regression analyses
showed that time in program was positively related to time until arrest and
reincarceration when other significant background variables (age and criminal
history) were held constant. Furthermore, time spent in the Stay’'n Out TC
reduced reincarceration, whereas time spent in the comparison modalities

did not.
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Clients who received 9 to 12 months of treatment were not only less likely to
recidivate than clients who spent less time in treatment, but they also did better
than clients who remained in treatment more than 1 year. This finding was
consistent for most of the outcome measures tested (time until arrest, positive
parole discharge, reincarceration). Indeed, a multiple-regression analysis
confirmed a statistically significant decline in time until arrest for clients who
remained in treatment for more than 12 months. It should be noted, however,
that the clients in this group are still significantly less likely to recidivate than
those who terminate from the treatment in less than 9 months. In addition,
assessment of the possible influence of several psychological traits of the
clients did not produce significant or systematic associations between
measures of psychological traits and treatment outcomes. Furthermore,

the research design (utilization of treatment and no-treatment comparison
groups) adequately controlled for the subtle effects of motivation, deterrence,
and treatment. Thus, the robust central conclusion of the Stay’'n Out research
is that hard-core drug abusers who remain in the prison-based TC longer are
more likely to succeed than those who leave earlier and that 9 to 12 months
appears to be the optimal duration for the treatment.

Cornerstone

The Cornerstone program is a highly respected treatment program for alcohol-
and drug-dependent offenders (for a detailed description, see Field 1985).

The program began in 1976 and is situated on the grounds of the Oregon
State Hospital in Salem. It consists of a 32-bed residential unit and a 6-month
aftercare program. Cornerstone is jointly administered by the Oregon Divisions
of Mental Health and Corrections.

Inmates are referred to the program by prison counselors. Admission criteria
require that candidates have a history of substance abuse, do not have a
history of psychosis or sex offenses, are at least 6 months but not more than
12 months from their parole, qualify for minimum security, and plan to remain
in the State after release. In 1984, Cornerstone clients had an average of
about seven felony convictions and had served more than 7 years in prison.
The mean age of first substance use was 12 years of age. Ninety-five percent
of the clients had histories of polydrug abuse.

Like Stay’'n Out, Cornerstone is modeled on the TC concept. Two evaluation
studies of the Cornerstone program assessed several treatment outcomes,
including recidivism (Field 1985, 1989). The findings of both studies are
summarized here because they demonstrate the effectiveness of the program
over time. The first study (Field 1985) evaluated all clients who graduated
between 1976 and 1979 against three comparison groups: (1) clients who
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dropped out in less than 1 month during the same timeframe, (2) all Oregon
parolees (from 1974 to 1977) who had a history of substance abuse, and
(3) a sample of Michigan parolees. There were no statistical differences
between the demographic characteristics of the program graduates
(n=144) and the dropouts (n=27). The group of Oregon parolees (n=179)
had significantly less severe histories of substance abuse and crime than
did the program graduates. The sample of Michigan offenders (n=217) was
based on a population similar in background to the Cornerstone groups.

A 3-year followup study compared the groups according to two outcome
measures: the percent not returned to prison and the percent not convicted

of any crime. The program graduates had a significantly higher success rate
for both outcome measures than each of the other groups. Seventy-one
percent of the program graduates were not reincarcerated 3 years after release
only 26 percent of the dropouts avoided reincarceration. Similarly, although
slightly more than half the program graduates were not convicted of any crimes
(including minor offenses), less than 15 percent of the dropouts were not
convicted of any crimes. As Field (1985) points out, the factors that cause
residents to drop out also may influence recidivism; however, the favorable
comparison with the other two groups supports the hypothesis that treatment
in the Cornerstone program is associated with reduced recidivism. Indeed,
Chi-square tests of both outcome measures showed that program graduates
had significantly better outcomes (p<.01) than the Oregon parole sample.
(Sixty-three percent of the parolees were not reincarcerated, and only 36
percent were not convicted of any crimes.) These univariate statistical
differences tend to understate the effect of the treatment because the

program graduates had significantly more severe criminal histories and
substance abuse problems.

Field’s second study (1989) produced similar results, using a different
research design. A group of program graduates (n=43) with an average

stay of 11 months in treatment was compared with three groups of clients
who did not graduate: (1) clients who spent more than 6 months in the
program (n=43), (2) clients who spent between 2 and 6 months in treatment
(n=58), and (3) clients who were in treatment for less than 2 months (n=65).
The measures of recidivism that were assessed in the 3-year followup include
the percent of each group without arrest, without conviction, and without
reincarceration (which included jail terms greater than 6 months as well as
prison sentences).

The results for the program graduates in this sample were quite similar to the

findings in the earlier evaluation. Slightly more than half the graduates were
not convicted and about three-quarters were not reincarcerated; in addition,
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37 percent were not arrested. These results compared quite favorably to

the three groups that did not graduate. For example, 21 percent of the
nongraduates who were in treatment for more than 6 months were not
arrested; 28 percent of them were not convicted; and 37 percent were not
reincarcerated. The findings for the other dropouts are even more startling.
Only 8 percent of the clients who dropped out in less than 2 months were not
arrested during the 3-year followup; only 11 percent were not convicted; and
only 15 percent were not reincarcerated. These findings are consistent with
the findings in the Stay’n Out program, which showed that increased time in
program is associated with more positive treatment outcomes.

In addition to comparing the percent in each group that did not recidivate,

Field assessed the effect of the treatment on rates of recidivism, that is, the
average number of times that clients in each group were arrested, convicted,
and incarcerated. (These measures imply an expected probability of the
number of times that offenders will recidivate, depending on the amount of time
they spend in treatment.) The 3-year posttreatment period was compared with
two different 3-year intervals prior to the prison term that involved treatment

in the Cornerstone program. These intervals were the 36 months “at risk”
prior to the Cornerstone incarceration and the prior 37 to 73 months at risk.
(The at-risk intervals represent time in the community; they exclude time spent
incarcerated.) Because some subjects were too young to be at risk for 6 years
before the Cornerstone incarceration, only about 75 percent of the subjects in
each sample were included in this analysis.

The results of the analysis across the three recidivism rate variables were
consistent and support the findings on the variables that measured outcome
in terms of the percent of each group that did not recidivate. The arrest,
conviction, and incarceration rates for the group of program graduates were
lower than for each of the comparison groups. Furthermore, as the length of
time in treatment increased, recidivism rates declined. Perhaps the most
interesting findings pertain to the comparisons between the pretreatment and
posttreatment intervals. Whereas the recidivism rates during both pretreatment
intervals were about the same for each of the groups, recidivism rates during
the posttreatment period were considerably lower among the program
graduates. In addition, the decline in recidivism rates between the
pretreatment and posttreatment periods was greatest for the program
graduates.

These studies of the Stay’n Out program and the Cornerstone program are
the first large-scale research evaluations to provide solid evidence that
prison-based TC treatment can produce significant reductions in recidivism
rates among chronic drug-abusing felons. The cost-effectiveness of the

21



treatment makes the case for implementing such programs even more
imperative. Programs like Stay’n Out cost about $3,000 to $4,000 more
than the standard correctional cost per inmate per year. Programs such as
Cornerstone, with more professional staff and one-fourth the caseload per
staff member, cost a little more than twice as much for the same period. The
savings produced in crime-related and drug use-associated costs, however,
pay for the cost of the treatment in about 2 to 3 years.

Correctional drug treatment costs vary between $200 and $4,000 per inmate
per year above this (depending on modality form, length, and intensity) (Wexler
et al. 1990b). Such treatment is extremely cost-effective. That is, treatment
lowers crime and health costs as well as associated social and criminal justice
costs. Moreover, the higher the investment in rehabilitating the most severe
offender-addicts, the greater the probable impact. The most serious chronic
heroin and cocaine users (about 3 to 10 percent of all offenders, depending

on jurisdiction) are each responsible for 40 to 50 burglaries/year, 30 to 40
robberies/year, more than 1,000 drug transactions, etc. (Gropper 1985, based
on the work of Johnson et al. 1985; Ball et al. 1983; and Inciardi 1979). Any
substantial reduction in such criminality among this group immediately has an
impact on quality of life. Without intervention, this group will return to crime and
drug use 9 times out of 10 after release, and most will be back in custody within
3 years. With appropriate intervention, more than three out of four will succeed
(i.e., reenter the community and lead a socially acceptable lifestyle). This highly
predatory group is amenable to long-term (9 to 12 months) TC treatment while
incarcerated and is unlikely to benefit much from less intensive treatment.

PROSPECTS AND PROBLEMS IN PRISON DRUG TREATMENT

Dissemination of these results already has had an important impact on the field
and has generated interest as well as funding to support effective treatment for
substance abusers while in prison. In 1987, the Bureau of Justice Assistance
(BJA) of the U.S. Department of Justice funded NDRI, in the form of Project
REFORM, to provide technical assistance to State departments of correction
to help them plan statewide comprehensive drug abuse treatment strategies
for correctional inmates and implement the plans that developed. In the 2 years
that Project REFORM has been in operation, 11 State departments of
corrections (Alabama, California, Connecticut, Delaware, Florida, Hawaii, New
Jersey, New Mexico, New York, Oregon, and Washington) have received
technical assistance in developing (or enhancing) their comprehensive prison-
based drug abuse treatment systems from NDRI's technical assistance and
training team. In the States that have completed at least 8 months of project
implementation (Alabama, Connecticut, Delaware, Florida, New Mexico, New
York, and Oregon), the number of drug abuse treatment system components
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now operating as a direct consequence of NDRI's technical assistance are as
follows: 39 assessment and referral programs implemented and 33 expanded
or improved; 36 drug education programs implemented and 82 expanded or
improved; 44 drug abuse resource centers implemented and 27 expanded

or improved; 20 in-prison self-help 12-step programs implemented and 62
expanded or improved; 11 urine monitoring programs and 4 expanded or
improved; 74 prerelease counseling and/or referral programs implemented
and 54 expanded or improved; 39 postrelease treatment programs with parole
or work release implemented and 10 expanded or improved; and 77 isolated
unit (milieu) treatment programs initiated and/or improved, including 16 brief
(less than 6 weeks), 19 short-term (6 to 12 weeks), 34 intermediate (5 to 9
months), and 8 long-term (9 to 15 months) treatment programs based on the
Stay’n Out and Cornerstone models (Wexler et al. 1990b).

There have been several TCs in correctional settings over the past two
decades. This particular intervention strategy was adopted by the correctional
community during the 1970s and several were started in State and Federal
prisons. However, most were abandoned after several years of operation and
their accomplishments and shortcomings were not documented systematically.
Of the 17 (of about 30 in all) TCs that have been closed since the 1970s, 11
were designed to serve drug offenders. Thirteen states are presently operating
TCs, and five are bringing them on-line-almost all to serve drug offenders
(Camp and Camp 1989).

An examination of TCs no longer in operation shows the earliest Federal
program began in 1969 at the Federal Penitentiary at Marion, IL; the oldest
State program began about the same time at Fort Grant in Arizona. The closed
programs ran for as short a period as 2 years and for as long as 9 years, with
an average of 6.5 years-which for correctional treatment programs is a long
period. It is revealing to discover the reasons for the demise of these programs.
Almost all the reasons for failure (staffing, prison administration, overcrowding,
budget cuts, and social conflict) were administratively circumstantial rather than
failures inherent in the concept of TCs.

Staffing is one of the keys to successful programing whatever the modality.
Motivated enthusiastic staff set the tone for the TC, which is a high-intensity
environment with demands put on staff for as long they are on-site. This
frequency and intensity of demand can lead to staff burnout and a resultant
high turnover rate that, in turn, leads to reduced program consistency and
stability, thereby undermining program integrity. This was a stipulated reason
for failure in several cases. Indeed, employment gaps require remaining staff
to do more, and running the program under these conditions strains the staff,
in turn, creating further turnover. Finding replacement staff is sometimes
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difficult—recruiting recovered ex-offenders to go back to work in a prison is
trying under the best of circumstances. Moreover, they often do not share

the enthusiasm and experience of the original staff. Recovered persons, while
making excellent role models, are in need of support networks themselves. The
geographic isolation of some prisons makes keeping in contact with members
of their own support system onerous for recovered former offenders. This also
contributes to high turnover.

Another essential factor for a treatment program’s very existence and for its
success is the support of the prison administration. Changes in warden or
deputy administrator in charge of program was sufficient in several instances
to terminate well-functioning TCs. Such high-level administrative changes can
bring in administrators who are opposed to rehabilitation, view other forms of
treatment as more effective or more appropriate, want to use the program
space for a different purpose, or hold mistaken and prejudicial views about
TCs. When such changes in high-level administration occur, only the massing
of sufficient political influence and the weight of successful outcome and cost-
effectiveness data can prevent the program’s demise.

It is vital for a TC in a prison to have living space and therapeutic areas isolated
from the general prison population. Overcrowding seriously impinges on such
isolation. Program failures have occurred merely when the increase in the
prisoner population led to the need for housing reintegration with the general
population and when the increased numbers of addicts in need of treatment led
the administration to use the living space for programs that would treat much
larger numbers of persons.

Financial considerations often were a decisive factor in closing TCs.
Otherwise successful programs as well as only moderately successful
programs succumbed to agency-wide budget cuts. Unfortunately, yet
typically, when cuts in the correctional budget are required by the State
executive, the budget bureau, or the legislature, the first to go is research
and planning and the next is treatment programing.

TCs need to operate in a climate that accepts its activities and permits the
program a considerable degree of autonomy, while staying within the prison
rules. Differences in routine, jealousy about living arrangements or “special
privileges,” differences in temperament and world view, and the isolation of a
TC have contributed to social conflict in some prisons where TCs have existed.
For example, in one instance, the regular prison rehabilitation staff members
who were not involved with the TC were threatened by the self-help aspects
of the TC and sabotaged the program. Allegations of mysterious cult-like
activities and devil worship also have been reported where the TC program
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failed to educate adequately the administration, staff, and general inmate
population about the program’s activities. When inmates fail in the TC, they
typically return to the general population where they are free to tell stories that
undermine the program’s reputation. In another instance, the emphasis on
open and honest communication in the TC was seen as a threat to the inmate
code of silence, resulting in confrontations tetween members of the general
population and members of the TC, which caused the administration to see
the TC as a source of problems.

The irony in so many of the failures is that the nature of the program that
makes it successful where it continues to operate is the cause of its demise.
Its isolation, its prosocial value system, its hierarchical incentive structure, its
self-help philosophy, and its open and honest communication seem to threaten
the entrenched inmate social system as well as the governance structures,
and these in turn can exercise sufficient influence to close a program. Of
course, in some instances poor management, poor leadership, inadequate
problemsolving, poor communication, bad staffing, and poor training have
contributed to program failures in some instances, but the data indicate that
these reasons are rare in comparison with budget cuts and administrative
changes (Camp and Camp 1989).

CONCLUSION

There are persons in senior policymaking positions as well as academics
who could not agree that rehabilitation is or should be one of the key purposes
of the postadjudicatory system. They would argue this on two bases: (1) It
lies outside the State’s responsibility, which is to punish and to deter (Allen
1981; Bartollas 1985; Currie 1985; Van den Haag 1975); and (2) correctional
rehabilitation does not work. Opponents of rehabilitation are able to marshal
potent quantities of data to support their point of view (Bailey 1966; Martinson
1974; Lipton et al. 1975) and also to blame ineffective rehabilitation for
increasing recidivism rates (Regnery 1985). However, there are a growing
number of people who hold a contrasting view, that is, that the “nothing works”
in corrections viewpoint is untrue and that there is ample evidence to support
rehabilitation as an effective crime control strategy (Gendreau and Ross 1979,
1981, 1984, 1987; Ross and Gendreau 1980; Greenwood and Zimring 1985;
Halleck and Witte 1977; Palmer 1978, 1986; Cullen et al. 1985; Van Voorhis
1987; Hamm and Schrink 1989; Andrews et al. 1990).

If it comes down to a matter of opinion as to whether the State has a
responsibility to undertake correctional rehabilitation, the authors firmly
declare for it. Some exponents do surveys of the public, legislators, and
policymakers and show that the bulk of concerned people express favorable
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attitudes toward rehabilitation for offenders (Berk and Rossi 1977; Cullen

and Gilbert 1982) to convince the opposition that they are running counter

to public and professional opinion. But the encounter is with belief rather than
rationality. The authors assert the belief that the State has a responsibility to
encourage and sponsor rehabilitation for offenders.

Lipton (1990) argues that the objectives of the criminal treatment system are
to prevent crime and to prevent anomie. These objectives are implemented by
the postadjudicatory treatment system by administering sanctions that have
a sufficient degree of unpleasantness to demonstrate to the public that the
threats annexed to the prohibitions cannot be ignored without consequences
(i.e., general deterrence) and to reinforce the confidence of the public that the
State is determined to uphold norms through a demonstration of action taken
against offenders (i.e., prevention of anomie). A second way these objectives
are implemented by postadjudicatory treatment is by (1) preventing recidivism
through the use of sanctions as a vehicle for administering rehabilitative
techniques to bring offenders to the point where they voluntarily will observe
the prohibitions in the criminal law (i.e., rehabilitation), (2) preventive force
through incarceration or close community supervision of the offender so as

to limit his or her opportunity to offend again (i.e., incapacitation), and

(3) punishment to make the threats a reality to the individual offender so

that he or she will be more responsive to them in the future (i.e., individual
deterrence).

The authors hold further that rehabilitation is part of the social responsibility

of the postadjudicatory system as well as its legal responsibility and that this is
true particularly for the drug offender for whom custody in the postadjudicatory
treatment system provides control and opportunity exercised pursuant to

law. Custody is characterized by three factors: (1) restrictions on liberty not
applicable to the public at large; (2) coercive power for enforcement of the
restrictions; and (3) a tangible instrumentality for execution such as probation
or incarceration. Incarceration provides the setting and the opportunity for the
administration of rehabilitative programs; and three balanced purposes can and
should be effectively and simultaneously served: (1) punishment (individual
deterrence), (2) direct preventive force (incapacitation), and (3) retention for
prosocial change (rehabilitation).

Just serving time degenerates men and their keepers inexorably. Using time

as an opportunity for change values both of them and eventually alters the
quality of life for all humankind.
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Program Models
Barry S. Brown

INTRODUCTION

There are five types of program models available for drug abusers in
correctional settings: (1) incarceration without specialized services,

(2) incarceration with drug education and/or drug abuse counseling,

(3) incarceration with residential units dedicated to drug abuse treatment,
(4) incarceration with client-initiated and/or client-maintained services,
and (5) incarceration with specialized services that do not directly target
users’ drug abuse problems.

Although this chapter focuses on these five models, three additional
alternatives also target the drug-abusing offender: (1) routine probation,
(2) surveillance-only initiatives, and (3) use of Treatment Alternatives to
Street Crime (TASC).

MODELS IN CORRECTIONAL SETTINGS
Incarceration Without Specialized Services

The model most commonly available to the imprisoned drug abuser is
incarceration without a specialized program. A 1987 survey (Chaiken 1989)
of correctional program directors in the 50 States suggests that only 11.1
percent of inmates in State institutions were enrolled in specialized drug
programs in that year, up from the 4.4 percent reported in a National Institute
on Drug Abuse survey (National Institute on Drug Abuse 1981)—hardly a figure
that gives comfort to those who see treatment interventions as important in
containing recidivism in this population. A very conservative approach would
target only those 140,000 individuals in State correctional facilities who, in a
1986 survey (Innes 1988) were reported to be frequent users of heroin, street
methadone, cocaine, phencyclidine (PCP), or LSD immediately before arrest.
Even with this conservative approach, the 51,500 people reportedly seen in
some form of drug abuse treatment in 1987 would represent little more than a
third of the population in need.
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The lack of specialized drug abuse treatment does not translate into a lack of
rehabilitative services. Depending on institutional resources, such initiatives as
educational programing, vocational counseling, casework services, release
planning, and individual and/or group counseling may be available. To the
extent these services are available, they typically are provided by institutional
personnel, although some workers (e.g., teachers) may be contracted through
the local community. Services are available through staff direction or at the
instigation of the correctional client.

Incarceration With Drug Education and/or Drug Abuse Counseling

The second most common model of drug abuse treatment involves drug
education and/or targeted counseling, including (as above) the range of
traditional rehabilitative services that a correctional facility’s resources permit.
In addition, efforts are made to make drug-abusing offenders more aware of the
consequences of their drug-taking behaviors and the risks thereof. The sudden
and dramatic emergence of acquired immunodeficiency syndrome (AIDS) as

a threat to life among intravenous (IV) drug users lends new, if unwelcome,
weight to these arguments. Institutional settings are focusing more attention
on this aspect of drug use and, in some instances, developing innovative
educational strategies to arouse concern and encourage behavioral change.

In this model, individual and/or group counseling also is used to focus on drug
abuse issues. According to Chaiken (1989), group counseling has become the
favored approach. Counseling strategies involve usual efforts at uncovering
resistances and lending support to behavior change initiatives. In addition,
group efforts may make substantial use of confrontational strategies, derived in
part from the experience of the therapeutic community, while also employing the
group to provide encouragement and assistance to correctional clients’ efforts
to modify their thinking and behaviors. Thus, the group operates as a spur and
a support to behavior change.

Treatment services in this model are provided by institutional staff—
caseworkers or psychologists-and are funded through departmental budgets.
These programs and all other treatment and rehabilitative programs provided
on institutional grounds operate at the sufferance of security personnel. This is
not to say that support for treatment and rehabilitation is lacking, particularly as
one moves along the continuum from maximum to minimum security, but that
all service providers in institutional settings eventually come to understand the
dominance of and the need to pay sufficient attention to security issues to
guarantee support for service initiatives.
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Incarceration With Dedicated Residential Units

The third model involves incarceration with use of residential units dedicated
to drug abuse treatment. These units may exist as distinct programs within
the larger correctional facilities, such as New York’s Stay’'n Out therapeutic
community (TC) program, Wisconsin’s Drug Abuse Treatment Unit, and
Florida’s Lantana program; or they may be organized as secure units outside
the correctional complex, such as the Cornerstone program located on the
grounds of the Oregon State Hospital made infamous in the movie “One Flew
Over the Cuckoo’s Nest” (Chaiken 1989; Bureau of Justice Assistance,
unpublished manuscript). Arguably, the use of alternative secure sites for
treating drug abusers has its historical roots in the Lexington (Kentucky) U.S.
Public Health Service Hospital, which opened in 1935.

Current residential units are modeled on the structure and functioning of TCs.
Some units, such as Wisconsin’s Drug Abuse Treatment Unit, closely resemble
the traditional version of the TC, employing “pull-ups” (verbal reprimands) by
fellow residents or staff, as well as wearing signs or carrying oversize items
that serve as negative reinforcers. TCs use the group and the setting to
stimulate and reward growth, as evidenced by taking increased responsibility.
The resident is expected to play an increasing role in the maintenance of the
environment, in the behaviors and functioning of fellow residents, and in the
adoption of changed and more mature behaviors on his or her part. In addition
to use of the milieu and group as stimuli to change, there is some mix of
encounter sessions, group counseling, large group (community) sessions,
individual counseling, and traditional rehabilitative programs (such as
educational efforts and vocational counseling). Status in the community is
associated with the degree to which the individual undertakes change and
accepts responsibility for stimulating change in others.

Staff may be drawn from the ranks of the corrections department (e.g., Lantana
and Wisconsin’s Drug Abuse Treatment Unit) or from outside the correctional
setting (e.g., Stay'n Out and Cornerstone). Whether they are service providers
or correctional personnel, staff persons attached to these programs appear

to regard themselves as special, pursuing a kind of mission separate from the
initiatives of their correctional colleagues. The staff may represent backgrounds
that are different from those of other corrections service providers. Most
dramatically, the Stay’n Out program employs recovering addicts on its staff,
whereas convicted felons are frequently unable to gain employment in other
correctional  settings.

Funding also may come from diverse sources-from the corrections department
alone or from a mix of corrections, drug abuse, and/or mental health programs.
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Federal funding, as seed money to help initiate a combined research and
services initiative, may be a possibility through demonstration grant money

Incarceration With Client-Initiated and/or Client-Maintained Services

The fourth model involves programs initiated and/or maintained by clients.

In this model, clients take primary responsibility for initiating drug-oriented
behavior change programs within the institution. Narcotics Anonymous (NA),
for example, is organized within correctional settings, often with the assistance
of interested correctional staff. Pamphlets and materials are available from
NA headquarters, which can help guide the planning, implementation, and
maintenance of an NA program. The NA headquarters also maintains a list

of all NA programs organized by location.

NA’s 12-step program is designed to lead to a drug-free lifestyle and to the
addicts becoming acceptable, responsible, and productive members of society.
Institutional NA programs frequently draw on sympathetic NA members of the
neighboring community who share aspects of correctional clients’ backgrounds
and can be enlisted to speak at NA meetings as well as provide links to the
community and evidence of support and concern within that community.

Little is known about the structure and functioning of NA programs in
correctional settings, perhaps because professionals are less likely to develop
them or to be an integral part of them. Nonetheless, they offer an inexpensive
support to a changed, drug-free lifestyle that seems worthy of attention from
the drug abuse and criminal justice fields.

Another “program” that significantly targets drug use and is entirely “client-
driven” is adoption of the Muslim faith and its practices. Again, relatively little
information exists on the role and influence of Muslims vis-a-vis drug abuse
and behavior change. Only anecdotal data exist with regard to in-prison
conversions and group influence; this issue also merits closer attention.

These client-driven programs make minimal demands on staff and resources,
although the correctional staff may undertake some coordinating responsibilities
with both NA headquarters and the local free community on behalf of the NA
chapter. According to some reports, both NA and Muslim activities are viewed
positively by correctional staff, at least in part because of the capacities of both
groups-particularly the Muslim followers-to maintain peace in the correctional
community.
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Incarceration With Specialized Services for Problems Other Than Drug
Abuse

The fifth model involves the use of specialized services for drug abusers

that do not directly target drug abuse problems. The Simon Fraser Prison
Education Program organized by Simon Fraser University in Vancouver,
British Columbia, is located in four correctional institutions (Chaiken 1989).
The program provides collage-level study in a degree program to offenders
who are willing to commit to the self-discipline required to undertake a course
of study. Most, but not all, of the prisoner student body have histories of long-
term drug abuse. A part of the Simon Fraser program involves the award of
certificates in literacy training, enabling program students to teach reading and
writing to their illiterate peers in the correctional institutions.

As in the case of earlier college training programs for prisoners and the Daytop
Village’'s TC college program targeting drug abusers (Biase 1989) the success
of the Simon Fraser program in containing client recidivism is due in part to

the personal resources and capabilities of those clients eligible for a college
program. Nonetheless, the importance of providing programs to channel and
support individuals’ capacities should not be denigrated, especially when those
programs achieve their objectives. Staff and resources for the Simon Fraser
program are derived from sources outside the correctional department and
institutions.

MODELS OUTSIDE CORRECTIONAL SETTINGS

Whereas the foregoing five models provide drug abuse treatment for clients
within institutions, three other models of service delivery involve alternatives
to incarceration.

Probation

The most typical model of service delivery to correctional clients is probation,
a mix of counseling, support, and surveillance. Nearly two-thirds of all
adjudicated offenders are placed on probation; and the probation population
is growing even more rapidly than the incarcerated population, albeit without
comparable growth in human and material resources (Byrne et al. 1989).

Surveillance
To meet the challenge of increasing numbers of offenders, there also is an

increasing interest in and use of surveillance-only mechanisms to deliver
services to nonincarcerated offenders. Although house arrest and electronic
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monitoring, for example, are unconcerned with providing rehabilitative services
(and in the case of 24-hour house arrest would appear inimical to rehabilitative
ends), these strategies are appealing as appropriate techniques for monitoring
and controlling client movement outside correctional settings. About 10,000
offenders have been placed under house arrest (Byrne et al. 1989) and 2,300
on electronic monitoring (Schmidt 1989), although the latter technology is
reportedly gaining attention.

Treatment Alternatives to Street Crime

A third model of service delivery as an alternative to criminal justice programing
is TASC (Weinman, this volume), which involves diversion from criminal justice
processing into a program that provides a mix of supervision and treatment
services.

As do probation and surveillance-only programs, TASC has one objective

(and selling point): relief of jail and prison overcrowding. Unlike the other two
programs, TASC is vitally concerned with providing linkages to community
treatment programing and, through those linkages, with making rehabilitative
opportunities available to drug-involved offenders (Bureau of Justice Assistance
1988).

CONCLUSION

These efforts to contain drug use-specifically IV drug use-have received
increased impetus by virtue of their significance in containing the spread of
AIDS. Given the role and potential of the IV drug-using population in the
spread of that disease, efforts taken to encourage the use of effective models
can be central to the survival of thousands and perhaps tens of thousands of
persons. At the same time, these models must be refined and tested, and
additional effective models must be encouraged. Although corrections
professionals generally are good at conducting studies, they are sadly
deficient in encouraging and supporting the use of study findings. With
respect to AIDS, such a deficiency could be tragic.
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Drug Treatment Services in Jails
Roger H. Peters and Robert May Il

INTRODUCTION

Jail and prison populations have grown considerably in the past several

years as a result of an influx of new arrestees who are involved with drugs.
Sixty-two percent of State and Federal prisoners report regular drug use prior
to incarceration (Frohling 1989). The proportion of drug-dependent jail inmates
also has risen steadily. Information from the Drug Use Forecasting (DUF)
system reveals that over 70 percent of arrestees in many metropolitan areas
test positive for drugs (U.S. Department of Justice 1989).

Treatment resources for drug-dependent jail and prison inmates have not kept
pace with the demand for services. State correctional administrators report
that from 70 to 80 percent of inmates are currently in need of drug treatment
(Frohling 1989). Despite evidence that participation in State correctional drug
treatment programs is increasing (Chaiken 1989), only 6 percent of State prison
inmates sampled in a recent survey reported that they were currently enrolled in
drug treatment (U.S. Department of Justice 1988). For inmates referred to in-
jail drug treatment, only 11 percent reported prior treatment for alcohol abuse
and 31 percent for other drug abuse (Peters and Dolente, unpublished data).

Treatment in a correctional setting provides an important opportunity to
engage offenders in a therapeutic environment who otherwise would not

seek treatment on a voluntary basis or who have a poor record of treatment
participation (Wexler et al. 1988). For many offenders, incarceration is the first
lengthy period of abstention since initiation of regular drug use and provides an
enforced removal from drug-using peers, family conflict, or other cues that often
precipitate drug use. For incarcerated offenders, motivation to participate in
treatment is enhanced by the immediacy of negative consequences of past
drug use. Correctional drug treatment enables offenders to begin developing
life skills and drug coping skills, and it serves as a foundation for subsequent
involvement in community-based treatment.

Drug treatment in a correctional setting provides an effective vehicle to prevent
offenders from returning to chronic patterns of drug abuse and crime. Within
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this setting, court-ordered treatment programs have been shown to encourage
involvement in drug treatment for offenders who are unlikely to attend such
programs on their own (Anglin 1988). Offenders who are court-ordered to

drug treatment experience short-term treatment outcomes that are comparable
to those of voluntary clients (Maddux 1988; Simpson and Marsh 1988), and
they often remain in treatment longer than clients without criminal justice
sanctions (Hubbard et al. 1988). Treatment retention among offenders released
from correctional treatment programs is strengthened by ongoing supervision
and monitoring provided by Treatment Alternatives to Street Crime (TASC)
programs (Collins and Allison 1983; Hubbard et al. 1988). Increasing retention
in community-based treatment tends to reduce daily drug use and involvement
in criminal activity among drug-dependent offenders. Several studies indicate
that involvement in correctional drug treatment reduces the likelihood of criminal
recidivism. Findings from a followup of offenders participating in the Stay’n Out
program in New York (Wexler et al. 1990) indicate that inmates who completed
the treatment program had significantly fewer parole violations than those

who dropped out before completing treatment or those who participated in less
intensive programs. A similar followup of participants in the Cornerstone
Program in Oregon (Field, this volume) found that, over a 3-year postrelease
period, program graduates were significantly less likely than other participants
who did not complete the program to be arrested, convicted, or placed in prison.
For inmates treated in the Wisconsin Department of Corrections’ Drug Abuse
Treatment Unit (DATU), only 6 percent of program participants returned to State
prison during a 2-year followup period, compared with 33 percent of untreated
inmates (U.S. Department of Justice 1990).

This chapter examines the scope of drug treatment services in jails across the
country, as addressed by a recent survey conducted by the American Jail
Association. Several innovative treatment approaches implemented by in-jail
model demonstration programs also are reviewed. The success of these
approaches is discussed within the context of preliminary evaluation findings,
including indications of progress during treatment and of recidivism following
release from in-jail programs.

NATIONWIDE SURVEY OF IN-JAIL DRUG TREATMENT PROGRAMS

Although several studies (U.S. Department of Justice 1989; Peters and Dolente,
unpublished data) have documented the prevalence of drug abuse among

jail inmates and the low proportion of inmates who have received treatment,
program-level survey data addressing the quantity and quality (e.g., content)

of in-jail drug treatment programs have not been systematically collected. The
Drug Treatment Program Survey, conducted by the American Jail Association,
has provided the first comprehensive examination of in-jail drug treatment
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programs in this country. The survey was conducted as part of a larger
initiative funded by the U.S. Department of Justice, Bureau of Justice
Assistance (BJA), entitled “Drug Treatment in the Jail Setting: A National
Demonstration Program.” The American Jail Association was selected to
administer this grant program and also has assisted in the development of
three model demonstration in-jail drug treatment projects.

The Drug Treatment Program Survey examined important aspects of the

jail facility and population and identified key components of drug treatment
programs, including staffing patterns, number of inmates served, length of

stay in the program, and type of treatment offered. Survey respondents were
asked to describe the status of existing in-jail drug treatment programs in 1987.
Survey results were based on a total of 1,737 respondents from 48 States and
the District of Columbia, representing 57 percent of all jails in the country. Each
geographical region of the country was adequately represented in the survey,
with respondents about evenly split between Eastern and Western States.

Only 28 percent of jails responding to the survey offered drug treatment
services other than detoxification. As indicated by table 1, jails with fewer
than 50 inmates were particularly underrepresented among facilities with drug
treatment programs, with only 15 percent currently providing such services.
For jails with drug treatment programs, 33 percent reported that services were
provided by volunteers. Thus, funded drug treatment programs were present in
only 19 percent of jails surveyed. An additional 116 jails (9 percent) planned to
implement a drug treatment program within 6 months. For jails without a drug
treatment program (n=1,186) and with no plans to implement a program in the
following 6 months, 65 percent indicated that development of services was
hindered by a lack of funds. Another 29 percent reported a lack of need for
drug treatment services. Jails with fewer than 250 inmates accounted for 93
percent of all respondents that indicated difficulties in funding drug treatment
services and 97 percent of respondents that indicated a lack of need for these
services.

Characteristics of Drug Treatment Programs

Drug treatment programs were isolated from the general inmate population

in only 12 percent of jails, including fewer than 4 percent of all programs in jails
with fewer than 250 inmates. Forty-two percent of drug treatment programs
were located in jails using the direct supervision model of inmate management.
Only 30 percent of jails without treatment programs used the direct supervision
concept. Jails with drug treatment programs were substantially larger
(average daily nonpeak population=327 inmates) than jails without programs
(average=68 inmates). The average drug treatment program size was 42
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TABLE 1. Drug treatment services by size of jail for all survey respondents

Number of Inmates (Percent)

Drug Fewer than More than
Treatment (n=1,014) 50-250 251-499 500-999 1,000-2,000 2,000 Total
Services (n=440) (n=103) (n=57) (n=32) (n=15) (n=1,647)
Drug 15 41 60 67 72 67 26
treatment

program*

Group 6 20 43 47 58 60 15
counseling

Transition 2 " 31 32 33 53 8
planning

Drug 6 19 42 46 55 60 14
education

Comprehensive 2 9 28 32 35 53 7
program’

Volunteer 6 15 13 16 9 27 10
services only

Program 5 14 20 22 39 20 9
planned within

6 months

*Other than detoxification services
TProgram includes group counseling. drug education, transition planning, and referral to outside treatment
agencies.

inmates (SD=69) but varied considerably according to the size of the jail
system. In general, larger jails had a larger drug treatment population. For the
56 drug treatment programs in jails of over 500 inmates, the average program
size exceeded 70 inmates. Inmate requests to participate in drug treatment
programs exceeded the number of slots available for all categories of jail size.
Survey respondents indicated that only 39 percent of inmates who participated
in an in-jail drug treatment program during 1987 actually completed the
program, although it was unclear what proportion of this total had been
discharged involuntarily.

Inmates enrolled in drug treatment programs averaged 26 years of age. For all
programs surveyed, 66 percent of participants were white, 23 percent black, 8
percent Hispanic, and 3 percent of other ethnic backgrounds. Programs in
larger jails tended to have greater numbers of black and Hispanic participants.
The proportion of sentenced inmates in jails with drug treatment programs (48
percent) did not differ significantly from jails without programs.
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In-jail drug treatment programs employed an average of three staff members,
with a range of two employees for jails of fewer than 50 inmates (average
program size=17) to a high of six staff members for jails with more than 2,000
inmates (average program size=171). The ratio of paid program staff members
to inmates enrolled in drug treatment averaged 1:12 for all jails responding

to the survey. The most favorable staff to inmate ratio (1:6) was reported by
jails of fewer than 50 inmates. The least favorable ratio (1:25) was reported
for jails of over 2,000 inmates. More than 80 percent of programs used
community volunteer services. The number of volunteer staff members
exceeded the number of paid personnel across all categories of jail size.

In-jail drug treatment programs averaged 6.5 volunteers, or more than twice
the number of paid staff. Use of volunteers increased according to the size of
the jail population. Of all programs surveyed, jails of over 500 inmates were
the most reliant on volunteers, with an average of at least two volunteers for
every paid staff member. In-jail drug treatment program coordinators were
from a wide range of mental health and social services backgrounds, including
psychologists (19 percent), psychiatrists (8 percent), social workers (31
percent), and drug specialists (30 percent).

Treatment Interventions

For the 28 percent of jails (responding to the survey) that had drug treatment
programs other than detoxification services, the most common treatment
interventions were group counseling (78 percent), individual counseling (78
percent), drug education (76 percent), and referral to outside agencies (84
percent). Only 44 percent of in-jail programs provided transition planning
prior to release. For jails of fewer than 50 inmates, only 26 percent provided
transition planning. Existing in-jail drug treatment programs included
approximately 6 hours of therapeutic activities per week for each inmate.
The number of hours of programing increased as a function of jail size, with
treatment programs in jails of over 1,000 inmates averaging over 13 hours of
treatment activities per week.

Attempts were made to identify in-jail drug treatment programs that provided

a comprehensive level of services. A criterion measure for comprehensive
treatment was established that included provision of each of the following
services: (1) group counseling, (2) drug education, (3) transition planning,
and (4) referral to outside treatment agencies. According to this measure,
only 107 (7 percent) of all jails surveyed provided a comprehensive level of
drug treatment services. Comprehensive drug treatment programs averaged
6.8 hours of inmate activities per week compared with 3.8 hours per week
provided by noncomprehensive programs. However, only 19 of the jails with
comprehensive drug treatment programs (17 percent) and only 11 jails without
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comprehensive programs (6 percent) provided more than 10 hours per week
of treatment activities. The number of hours of treatment programing
appeared to increase according to the size of the jail for both comprehensive
and noncomprehensive programs. Drug treatment programs within larger jails
also appeared to be more comprehensive with respect to provision of group
and individual counseling, drug education, and transition planning.

In Jail Drug Treatment Program Costs

Program costs varied enormously, even within jails of approximately the same
size. It is unclear to what extent these differences are attributable to the use

of different methods for determining costs. Fewer than one-third of jails with
drug treatment programs reported actual program costs. For these jails,

costs per year averaged $74,450, with a range of $13,042 for jails with less
than 50 inmates to $233,080 for jails housing from 1,000 to 2,000 inmates.
Expenditures for each inmate enrolled in drug treatment programs averaged
$4.90 per day in addition to normal incarceration costs. This figure was derived
using average yearly program costs and average program capacity, and it is
based on the assumption that in-jail programs operated at 100-percent capacity
during the reporting period. Average daily inmate costs ranged from $2.30 for
jails of 500 to 999 inmates to $9 for jails of 1,000 to 2,000 inmates. Program
costs varied as a function of jail size, the number of hours of treatment activities
provided per week, and the number of treatment interventions provided. Over
70 percent of jails surveyed received funding for drug treatment programs from
the county government. More than 40 percent of jails received State funding.

Adjunctive Drug Treatment Services

Survey results indicate that several adjunctive drug treatment program
activities are provided in jails. For all jails sampled, 22 percent provided
detoxification services, 77 percent provided intake screening for drug abuse,
and 76 percent provided intake medical screening. Only 3 percent of all jails
conducted drug testing at the time of intake, and 13 percent provided random
urinalysis during incarceration. Six percent of respondents indicated that
acquired immunodeficiency syndrome (AIDS) screening was provided at
intake. A larger proportion (37 percent) of jails provided AIDS testing after
intake, although this was presumably done on a selective basis according to
need. Almost two-thirds of jails reported specialized training for correctional
officers in substance abuse-related topics, and 57 percent provided training in
AIDS screening. In general, large jails were more likely to report the availability
of adjunct drug treatment services.
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MODEL DEMONSTRATION PROGRAMS

Several comprehensive in-jail drug treatment programs have been developed
through a 1987 grant from BJA and administered by the American Jail
Association. Three model demonstration projects were developed-in
Hillsborough County (Tampa), FL; in Cook County (Chicago), IL; and in

Pima County (Tucson), AZ. These programs were developed to disseminate
information regarding strategies for implementing treatment programs in a
jail setting, effective treatment approaches, and evaluation of treatment
effectiveness. The model demonstration programs have hosted several
training sessions and provided consultation for jail staff interested in
developing similar drug treatment programs.

Treatment Approaches

Although the treatment approaches vary, each program provides
comprehensive assessment, drug education, group and individual counseling,
vocational and educational activities, and case management services, including
work to develop a followup treatment plan and linkage with the courts and

with community drug treatment providers. The in-jail program in Florida
provides services to 70 inmates, most of whom are sentenced. Treatment
services are provided to both male and female inmates. The 6-week treatment
curriculum includes an emphasis on the development of cognitive-behavioral
and relapse prevention skills. Inmates remaining in jail for more than 6 weeks
are enrolled in an advanced skills group. Relapse prevention efforts focus on
identification of specific antecedents to relapse and of high-risk situations, on
rehearsal of coping skills to manage high-risk situations, and on returning to
abstinence following a single lapse to drug use. Other interventions address
need to restore lifestyle balance, to manage anger and stress, to develop
communications skills, and to build a long-term plan for recovery.

The programs in Arizona and lllinois use therapeutic community (TC)
approaches. The program in Arizona treats approximately 50 sentenced
inmates in a modified TC setting within a direct supervision pod. The
average length of stay in the drug treatment unit is 6 months. The treatment
unit recently admitted female inmates, which has encouraged more open
communication among group members and more rapid changes in prosocial
attitudes and behaviors. Following release from jail, most inmates are referred
to a full-time residential facility or to other less intensive levels of community
treatment. The program in lllinois is based on the principles of Alcoholics
Anonymous/Narcotics Anonymous 12-step approach programs and provides
services to pretrial inmates in four (40-bed) direct supervision dormitories,
The program relies significantly on inmate leadership and monitoring of
treatment activities.
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A major objective of each of the model demonstration programs is to provide a
graduated reentry to the community, with the goal of assisting the offender to
remain abstinent from drugs during the critical first several months following
release from jail. The programs in Florida and lllinois are assisted by TASC
counselors who work with inmates to develop a followup treatment plan, to
ensure that an initial appointment for community treatment is made, and to
monitor offender participation in followup treatment. TASC programs also
provide key linkages to assist the court in designating appropriate followup
treatment as a condition of probation. In the Florida program, the TASC
counselor provides an intake assessment for the community treatment provider
during the last week of participation in the jail program, thus streamlining the
process of enrollment in community treatment. In the Arizona program, where
treatment services are subcontracted to a community agency, coordination of
followup care is provided by the primary treatment counselor.

Evaluation Results

Preliminary evaluation results from the model demonstration programs indicate
that offenders involved in drug treatment show marked improvements in
knowledge of key aspects of the treatment curriculum, in abilities to use drug
coping skills, and in psychological functioning. Several repeated measures
administered in the Florida program provide evidence of progress over the
course of treatment in use of skills to manage high-risk situations for drug
relapse. A sample of 207 inmates were administered the Problem Situation
Inventory (PSI) (Hawkins et al. 1986), a situational competency test designed to
examine coping skills in high-risk situations. Evaluation results demonstrated a
significant increase in PSI test scores at the time of program completion. The
mean pretreatment PS| score was 42.3 compared with a posttreatment mean of
63.5 ({[207]=13.49, p<.001). Results indicated significant improvements in
abilities to respond (albeit in a simulated setting) to situations that frequently
lead to drug use following release from treatment.

Inmates in the Florida program also are administered a substance abuse
test to evaluate knowledge gained over the course of treatment, including
relapse prevention principles, information regarding the stages of recovery,
and coping skills for use in high-risk situations. Test scores were found to
improve significantly over the course of treatment. The mean pretreatment
test score was 57.4 compared with posttreatment score of 82.3 (t[232]=23.17,
p<.001). Particular improvement was noted in areas related to identification
of personal high-risk situations, abilities to identify urge coping skills, and
identification of methods for disputing irrational beliefs related to drug use.
Repeated evaluation measures administered in the Arizona program indicate
substantial improvement in psychological functioning over the course of drug
treatment as measured by reductions in anxiety and depression.
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Preliminary results from a 1-year followup of program participants released
from the model demonstration program in Florida indicate that the length

of involvement in treatment is inversely related to the likelihood of rearrest.
Inmates successfully completing the 6-week treatment program in Florida
(n=31) were about half as likely to be rearrested during the first 3 months after
release compared with offenders who had been terminated from the program.
For inmates completing the program, 23 percent were rearrested within 3
months, 42 percent within 6 months, and 61 percent 1 year after release from
jail. In other words, 39 percent of program completers were not rearrested
within 1 year. In contrast, 70 percent of inmates prematurely released from
treatment (due to release on bond or recognizance; n=23) and 79 percent of
inmates terminated from the treatment program (n=24) were rearrested during
the 1-year followup period. Inmates completing the program averaged one
arrest during the followup period, a slight reduction compared with the rate of
arrest in the year prior to their last incarceration (mean=1.6 arrests). Inmates
who were released prematurely or who were terminated from the program were
arrested at about the same rate during pretreatment and followup periods.

Several caveats should be addressed before interpreting followup results:

(1) A primary consideration is the extremely small sample size. Continued
efforts to track program participants will enhance generalizability of these
results. (2) This sample includes offenders who are at extremely high risk for
reinvolvement with drugs and criminal activity due to considerable prior contact
with the criminal justice system and who have had little prior involvement in
treatment. Offenders in the Florida program averaged 6.3 prior arrests and
1.2 years of incarceration; they also had an average of less than one prior
episode in drug treatment. (3) It also should be noted that the Florida sample
received treatment within 6 months of program startup, at a time of considerable
change in the treatment curriculum and of staff turnover. Within 6 months afler
this first sample of participants was released from jail, daily group counseling
sessions were expanded from 1 to 2 hours per day; the treatment curriculum
was revised to include several new interventions; and a TASC counselor was
assigned to assist in placing inmates in community drug treatment programs.
Additional tracking efforts will be required to determine whether these
programmatic changes are related to improvement in psychosocial functioning
during treatment and to reductions in rearrest following completion of the
program.

CONCLUSION
Despite the high prevalence of drug abuse among inmate populations, and a
growing awareness that untreated drug abusers have a negative impact on all

segments of society, most jails do not have adequate drug treatment services.
For the 1,687 jails that provided information regarding inmate census, only
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12,894 inmates (7 percent) of an average daily inmate population of 192,461
were enrolled in drug treatment programs. Even for jails with drug treatment
programs, only 12,894 (13 percent) of 100,389 inmates were involved in
treatment. The absence of drug treatment services is particularly striking in
smaller jails. The survey identified a clear need for smaller jails to begin forging
linkages with community drug treatment providers or to hire in-house staff to
provide at least minimal treatment interventions such as drug education and
group counseling. Survey findings point strongly to the conclusion that only a
small fraction of inmates needing drug treatment in 1987 actually received these
services.

Drug treatment programs were more likely to be reported in large jails, in jails
with a continuum of adjunctive support services (e.g., screening, urinalysis,
training, collection of assessment data), in jails with an orientation toward
development of inmate and staff (e.g., employee assistance) programs, and in
jails with an orientation toward innovative approaches to inmate management
(e.g., direct supervision). Only 19 percent of all jails surveyed reported a drug
treatment program supported by paid staff. Many of these programs do not
appear to provide an adequate level of drug treatment services: (1) 75 percent
do not provide group therapy, drug education, transition planning, and referral
to community drug treatment agencies; (2) only 30 programs (2 percent of all
survey respondents) provide more than 10 hours per week of treatment
activities: (3) programs average only three paid staff members; and (4) only 12
percent of drug treatment programs presently isolate participants from the
general inmate population. A significant concern is the absence of transition
planning/case management services, available in only 8 percent of jails
surveyed. Without strong efforts to place offenders in followup care in the
community, it appears unlikely that in-jail programs will be effective.

The absence of in-jail drug treatment services represents a neglected
opportunity to assist offenders in developing skills to prevent further relapse to
drug use. Jail inmates spend a considerable number of idle hours that would be
spent more productively in drug treatment. Survey results indicated that over
half of all sentenced offenders (representing an average of 47 percent of jail
populations sampled) were incarcerated for at least a month and that 32
percent were incarcerated for over 3 months. Evaluation results from jail and
prison programs indicated that treatment of incarcerated inmates was an
effective means to develop skills critical to the recovery process and to reduce
subsequent drug use and rearrest.

In comparison with residential treatment in the community, the costs of

developing and operating an in-jail drug treatment program are quite modest.
Survey results indicated that jails rated as having comprehensive programs
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provided drug treatment services for 7 hours a week (per inmate) for an
average of 65 inmates, at an average cost of $83,574 per year. This average
program cost translates to $3.50 per day, per inmate, beyond the ordinary cost
of incarceration.

Technical assistance and consultation in staff training, treatment curriculum
development, and assessment and evaluation are critically important in
developing new in-jail drug treatment programs, particularly in jails with no
services. Without this support, it appears likely that jails will continue to take
a disjointed approach in program development and to rely on volunteers and
may neglect key program components such as thorough screening and
assessment, group counseling, and transition planning.

Preliminary findings from model demonstration drug treatment programs in
jails indicate that even relatively short-term interventions (6 to 8 weeks) can
provide inmates with important coping skills to manage high-risk situations and
can increase the fund of knowledge regarding the recovery process, health-
related consequences of drug abuse, and relapse prevention principles. In-jail
programs based on development of cognitive-behavioral skills appear to hold
considerable promise in reducing the rate of rearrest following release from
jail. Further research is needed to explore (1) the long-term impact of in-jail
drug treatment programs, (2) specific interventions that are most effective for
drug-dependent inmates, (3) the effect of varying lengths of in-jail treatment,
(4) innovative community-based followup interventions such as use of
employment incentives, and (5) predictors of success in jail drug treatment
programs.
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HIV-1 Infection in the Correctional
Setting

David Vlahov
INTRODUCTION

Infection with human immunodeficiency virus type 1 (HIV-1), the cause of
acquired immunodeficiency syndrome (AIDS), is a major public health problem
in prisons and jails. Through October 1989, 5,411 cases of AIDS had been
reported from prisons and jails throughout the United States (Hammett 1990).
In several correctional systems, AIDS has become the leading cause of death
(New York State Commission of Corrections 1986; Salive et al. 1990a; CDC
Weekly 1989). The occurrence of AIDS in prisons and jails has stimulated
multiple serosurveys to identify the magnitude and scope of HIV-1 infection.

From the large number of HIV-1 seroprevalence surveys that have been
conducted in the United States, as reported elsewhere (Hammett 1990;
Centers for Disease Control 1987, 1989a), several trends can be identified.

In the United States and Europe, HIV-1 seroprevalence vanes considerably
by geographic region. U.S. seroprevalence rates have been lowest among
entrants to prisons in the Midwest region, with none in Idaho, 0.1 percent in
South Dakota, 0.2 percent in Nebraska, 0.3 percent in Wisconsin, 0.4 percent
in Oklahoma, 0.4 percent in Missouri, 0.4 percent in lowa, and 0.8 percent in
Colorado. Conversely, rates have been highest in the mid-Atlantic States, with
17.4 percent in New York and 7.0 percent in Maryland (Hammett 1990; Truman
et al. 1988). In Europe, rates among prisoners ranged from none in Cyprus to
16.8 percent in ltaly (Harding 1987).

Prevalence of HIV-1 infection in the correctional setting tends to exceed
prevalence in the general population. For example, the I|-percent prevalence
of HIV-1 antibody among entrants to a military maximum-security prison (Kelley
et al. 1986) contrasts with the 0.15-percent prevalence among applicants to
U.S. military service (Burke et al. 1987). Although these two groups are not
strictly comparable because the samples were drawn at separate times in the
subjects’ respective military careers, these data highlight the need to focus
attention on HIV-1 in the correctional setting.
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Despite geographical variation in HIV-1 seroprevalence among correctional
facilities, similarities have been noted across systems. The National Institute of
Justice (NIJ) recently supported an HIV-1 seroprevalence survey of male and
female entrants to 10 correctional systems within the continental United States
(Vlahov et al. 1991). The results from this study indicated geographic variation
but noted that HIV-1 seroprevalence was significantly higher among females
compared to males, among racial/ethnic minorities compared to whites, and
among inmates over 25 years of age compared to inmates under 25 years of
age. A comparison of two pairs of jails and prisons located in the same State
identified a similar HIV-1 prevalence among females and males, suggesting no
important difference between jails vs. prisons after accounting for geographic
variation.

The major risk factor for HIV-1 infection and AIDS in the correctional setting is
intravenous (IV) drug use prior to incarceration. Within the New York State
prison system, which conducts risk factor investigations on diagnosed cases of
AIDS, approximately 95 percent of inmates with AIDS reported a history of IV
drug use in comparison with 3 percent who acquired AIDS by homosexual
contact and were not IV drug users (Bureau of Communicable Disease Control
1989). Among 1,488 male entrants to the Maryland Division of Corrections
between April and June 1987, 7 percent were HIV-1 seropositive; 85 percent
of the seropositives were identified as IV drug users by history or observation
of needle tracks (Vlahov et al. 1989). Although IV drug use and homosexual
activity are acknowledged as continuing among a nontrivial proportion of
inmates (Decker et al. 1984; Nacci and Kane 1982), intraprison transmission
of HIV-1 has been found infrequently (Brewer et al. 1988; Kelley et al. 1986;
Horsburgh et al. 1990). This infrequent transmission of HIV-1 supports the
conclusion that IV drug use prior to incarceration is the predominant risk factor
for HIV-1 infection and AIDS among incarcerated populations.

The ability to project temporal trends of HIV-1 infection in the correctional
setting is of obvious value to correctional administrators, but its value has been
limited because most published serosurveys typically report prevalence for a
single year. Given that preincarceration IV drug use is the major risk factor for
HIV-1 infection in the correctional setting, early reports of temporal trends of
HIV-1 infection among nonincarcerated IV drug users raised concerns that the
prevalence of HIV-1 infection might increase dramatically. In particular, these
reports noted that once HIV-1 entered a community of IV drug users in New
York City, Milan (ltaly), and Edinburgh (Scotland), dramatic increases in HIV-1
seroprevalence in the IV drug user population were observed within 2 to 4 years
(Novick et al. 1985; Angarano et al. 1986; Robertson et al. 1986). However,
other reports of nonincarcerated IV drug users noted a subsequent stabilization
of HIV-1 seroprevalence in IV drug user populations (Des Jarlais et al. 1989;
Moss et al. 1988; Brown et al. 1988; Peterson et al. 1988).
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With respect to incarcerated populations, HIV-1 data are limited. In the
Maryland State prisons, data obtained over 3 years (1985 to 1987) showed
stable prevalence among males entering prison; this stability persisted in
multivariate analyses (Vlahov et al. 1989). Additional data for 1988 were
analysed and showed persistence of stability for HIV-1 antibody among male
entrants to Maryland State prisons (Vlahov et al. 1990). Similarly, stable
prevalence has been observed in a 1-year period in two other correctional
systems (Prendergast et al. 1989; Davis et al. 1989). Failure to detect an
increase in HIV-1 seroprevalence may be due to a variety of factors that
have been discussed in detail elsewhere (Vlahov et al. 1989; Des Jarlais et al.
1989). Briefly, these include random variation in sampling; an effect of active
risk reduction in response to the AIDS epidemic; and achievement of an
equilibrium among three variables: (1) the influx of uninfected individuals, (2)
the incidence of new infection, and (3) the exit of infected individuals through
death and migration. The extent to which these and possibly other factors
may help produce stabilization of prevalence among inmates entering prison
requires further investigation. Although these data may be reassuring to
correctional and public health officials, ongoing surveillance is prudent.

Intraprison transmission is related to the temporal trends of HIV-1 infection

in the correctional setting. Since homosexual activity and IV drug use are
acknowledged to occur in prison (Nacci and Kane 1982; Decker et al. 1984)
and the median length of incarceration is usually 2 to 3 years, concern exists
over the potential for correctional facilities to serve as an amplifying reservoir
of HIV-1 infection into the surrounding community. Transmitting HIV-1 during
incarceration was suggested by a Maryland Division of Corrections study
(Vlahov and Polk 1988). This study involved approaching 338 inmates who
had been incarcerated for at least 7 years prior to 1985. Of the 137 volunteers
in the study who were tested, the two found to be seropositive had each been
incarcerated for 9 years, and the estimated infection rate was 2.1 per 1,000
prison-years. Although no baseline specimens were available, the extended
duration of incarceration suggests that infection probably was acquired in
prison. Because the response rate was low and restricted to long-term inmates,
bias cannot be excluded. Subsequently, at a military maximum-security prison
that reported an HIV-1 seroprevalence of 1 percent at baseline, serologic
followup was performed on 567 inmates for whom negative baseline specimens
were available, and no seroconversions were identified (Kelley et al. 1986). In
the Nevada State prisons, which reported a baseline prevalence of 2.4 percent,
the intraprison transmission rate was calculated as 1.7 per 1,000 prison-years
(Horsburgh et al. 1990). In Maryland, which reported a baseline prevalence of
7.0 percent, the intraprison transmission rate was calculated as 4.2 per 1,000
prison-years (Brewer et al. 1988). Although these study samples included only
those inmates who were still incarcerated at the time of followup, the data
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suggest that the risk of intraprison transmission is low. This documentation of
infrequent transmission and the observation of an apparent direct relationship
between HIV-1 seroprevalence at intake and risk of transmission (table 1)
suggest that, for most correctional facilities in the United States, intraprison
transmission is likely to be rare.

TABLE 1. Point estimates for prevalence and incidence of HIV-1
seropositivity among prison inmates, United States

Prevalence on Entry Incidence per
Prison System (Percent) 1,000 Prison-Years
Military maximum security 1.0 0
Nevada 2.4 1.7
Maryland 7.0 4.2

To summarize, although available data on the geographical variation and
temporal stability in seroprevalence in combination with data suggesting
infrequent intraprison transmission appear reassuring, HIV-1 infection remains
a major prison health problem. Large numbers of persons either at risk for
infection or already infected continue to enter correctional facilities. However,
prudent policies are needed to continue monitoring, treating, and intervening
with this population and, thus, to efficiently prevent and control HIV-1 infection
in the correctional setting.

RESPONSE TO HIV-1 IN THE CORRECTIONAL SETTING

Responses to HIV-1 infection in the correctional setting have included inmate
risk education; screening for antibody to HIV-1 infection and segregation of
seropositive inmates; and, to a lesser extent, treatment for drug abuse.
Options and constraints for each of these approaches are discussed below.

Inmate Risk Education

In the third annual NIJ survey of U.S. correctional facilities, virtually all
jurisdictions reported offering or developing some AIDS training or educational
material for staff (97 percent) and inmates (96 percent) (Hammett 1990).
Despite this near universal application of education about risks, sparse data
are available on the preexisting level of knowledge about HIV/AIDS among
incoming inmates. Recently, Celentano and coworkers (1990) administered the
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AIDS Awareness Questionnaire—developed by the National Center for Health
Statistics (NCHS) and given periodically to a random sample of the U.S.
population-to a sample of 210 consecutive male entrants to the Maryland
State prison system. These investigators reported that, within this sample,
knowledge about HIV/AIDS and the established routes of transmission and
prevention of transmission was high before receiving in-service education.
These results were similar to a random sample of U.S. males interviewed
during the same calendar period, with more than 95 percent correctly
responding that HIV was transmitted by sexual intercourse and sharing needles.
However, knowledge about casual contact transmission was lower, with 57
percent incorrectly reporting that HIV is transmitted by sharing eating utensils
with someone who has AIDS. The findings led Celentano and coworkers
(1990) to conclude that knowledge about established routes of transmission
and prevention of HIV-1 probably had been disseminated adequately prior to
incarceration but that clarification of unlikely transmission sources would seem
prudent.

More recently, Zimmerman and colleagues (1991) surveyed HIV-1 knowledge
and perceptions among 108 inmates from a Pennsylvania prison who
volunteered to participate. The same NCHS AIDS Awareness Questionnaire
was used. Their findings were similar with respect to knowledge, but they
noted a strong inverse association between knowledge about unlikely routes
of transmission and perception of risk while in prison. This inverse association
suggests that faulty knowledge about unlikely routes of transmission (e.g.,
through casual contact) might lead to a high perception of risk for acquiring
infection while in prison. Although the extent to which perception of risk as
associated with fear and concern was not measured, studies that have
identified intraprison transmission as infrequent (Brewer et al. 1988; Kelley et
al. 1986; Horsburgh et al. 1990) suggest that the risk perceptions reported by
these inmates may be unnecessarily high. These findings combined with

the data from Celentano and coworkers (1990) suggest that education
programs in the correctional setting should focus on clarifying unlikely routes
of transmission. Zimmerman and colleagues (1991) further noted that, among
the inmates surveyed, the most trusted sources of AIDS information were
television, newspapers, and the Division of Corrections’ programs and the least
trusted sources were correctional officers and other inmates. These findings
suggest strategies for focusing attention on educational interventions.

In summary, cost-effective planning for AIDS education programs should
recognize that fundamental concepts of HIV-1 transmission and prevention are
likely already to have been disseminated to inmates. A current focus for such
programs should include clarification of unlikely transmission sources, with the
objective of minimizing unnecessary fears and concerns.
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In addition to clarifying concerns that arise during incarceration, HIV/AIDS
education in correctional settings has been discussed as having a second
objective. Prisons provide a high concentration of IV drug users. Surveys
have reported preincarceration drug use among 27 to 41 percent of prison
inmates (Anda et al. 1985; Decker et al. 1984; Hull et al. 1985; Vlahov et al.
1989). Also, samples of incoming inmates to a regional prison system involve
many |V drug users from a wide geographic area (e.g., approximately 1,500 IV
drug users per year in the Maryland Division of Corrections enter through a
single facility), and similar numbers are released each year. This access to
large numbers of IV drug users, many of whom have no history of drug abuse
treatment (Barton 1980) suggests an opportunity to reach efficiently an
otherwise difficult-to-access population. However, a recent survey of 1,580
active drug users in Baltimore, recruited through extensive community outreach
techniques, indicated that information about AIDS had been disseminated
adequately (Celentano et al. 1991). Therefore, education programs confined
to fundamental concepts about HIV transmission and prevention are likely to
be redundant. Although the correctional setting provides a unique opportunity
to efficiently reach many IV drug users, the most cost-effective approach to
facilitate desired behavioral change requires further work.

Serological Screening of Inmates

As a discrete public health policy, much discussion has surrounded the issue
of screening inmates for antibody to HIV-1 and segregation of seropositives.

In a survey of U.S. correctional systems in 1987 and 1988, Hammett (1990)
summarized the position of proponents and opponents. Briefly, proponents
argued that screening would permit identification of infected individuals and
segregation would permit closer monitoring of infected individuals to reduce
risk of transmission and to initiate treatment for complications of HIV-1 infection.
Opponents argued that, for most correctional systems, the risk of HIV-1
transmission was low, so that mass screening was not cost-effective. In
addition, opponents argued that treatment of HIV-1 for asymptomatics was not
available. With the multitude of logistical problems surrounding mass screening
and segregation in the correctional setting, it was argued that such basic issues
as confidentiality of test results and the potential for positive test results to lead
to inmate victimization had not been addressed adequately.

More recently, recommendations and guidelines for the early treatment

of HIV-1 infection have been published (Centers for Disease Control 1989b;
Salive et al. 1990b; Volberding et al. 1990). These guidelines call for identifying
HIV-1 infection and monitoring immune parameters to start chemotherapy in
asymptomatic individuals, with the goal of delaying onset of HIV-1 related
disease.
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With the advent of multiple chemotherapeutic protocols for asymptomatic
HIV-1 infected individuals, the issue of serological inmate screening shifts
dramatically. Rather than debating the merits of mass screening, the
issue now shifts toward defining efficient and cost-effective identification
of HIV-1 seropositive inmates with adequate safeguards for protecting
their confidentiality. Cost estimates for implementing recommendations
to perform serological screening with appropriate confirmatory testing,
measuring immune parameters on a semiannual basis for HIV-1 infected
individuals, and administering chemotherapy are beyond the scope of this
discussion. However, crude calculations suggest that many prison systems
might need to consider supplemental budgets of hundreds of thousands of
dollars per year.

Two factors can be considered as potentially offsetting the costs of
implementing the recent recommendations for treating HIV-1 infection.

First, careful attention to ethical and confidentiality considerations suggest
that voluntary rather than mandatory serological screening may be the
preferred approach. The proportion of inmates who might volunteer for
screening is difficult to predict, but it would probably be lower than the prison
population because of inmate concerns about maintaining confidentiality

of test results in the correctional setting. Nevertheless, prior to publishing
treatment recommendations for asymptomatically HIV-1 infected individuals
(Centers for Disease Control 1989b), data from Wisconsin prisons indicated
that 71 percent of inmates volunteered for confidential HIV-1 testing (Davis
et al. 1989). If treatment protocols were available, an increase in participation
is conceivable. Based on these limited data, the economic impact of
nonparticipation in voluntary testing on budget projections for a comprehensive
HIV-1 screening and treatment program probably should be estimated as
minimal.

A second factor that potentially may offset costs for implementing a
comprehensive HIV-1 screening and treatment program is the ability to
identify and target subgroups most likely to benefit from intervention.
Although several studies have been published that identify IV drug users,
minorities, women, and those older than 25 as significant independent risk
factors for being HIV-1 infected upon entry into prison (Vliahov et al. 1989,
1990; Truman et al. 1988), more research is needed to refine categories and
examine generalizability. These data also require detailed discussion by
correctional and public health officials to weigh their policy implications for
targeting interventions.
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Treatment for Drug Abuse

Another HIV-1 related intervention to promote in correctional settings is drug
abuse treatment. Large numbers of IV drug users, a major risk group for HIV-1
infection, are found in the correctional setting and a substantial proportion report
no history of drug abuse treatment (Barton 1980). Facilitating abstinence
through treatment is important to prevent acquisition of HIV-1 infection.
Treatment also may be important for HIV-1 infected drug users because of

an observed inverse association between rate of decline in CD4 cell levels

by frequency of continued injections (Des Jarlais et al. 1987). This inverse
allocation suggests that abstinence may slow progression to clinical disease.
Although another group of investigators (Schoenbaum et al. 1989) did not
replicate this finding, promoting abstinence among HIV-1 seropositive IV drug
users is likely to reduce the possible reservoir for parenteral transmission.

SUMMARY

The correctional setting provides an opportunity to serve IV drug users who
might otherwise be difficult to access. Interventions-including education,
counseling, treatment for HIV-1 infection, and treatment for drug abuse—
conducted in the correctional setting could have benefits for individual inmates
and the surrounding community.
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Drug Abuse Treatment Programs in the

Federal Bureau of Prisons: Initiatives
for the 1990s

Donald W. Murray, Jr.
INTRODUCTION

Interest in providing quality drug abuse treatment programs to incarcerated
Federal offenders within the Federal Bureau of Prisons (BOP) is not a recent
development. BOP has, in fact, provided treatment services to offenders with
significant drug abuse problems over the past quarter century (Wallace et al.
1990). Although program offerings within the agency generally have been
consistent with the broader social views regarding treatment and rehabilitation
as a function of prisons (Wallace et al., in press), the agency historically has
perceived opportunities for treatment of drug-abusing or addicted offenders as
an important part of its mission.

Not unlike most State correctional systems, BOP has experienced a rapid

and dramatic increase in population. Currently, there are approximately
56,500 individuals incarcerated in more than 60 facilities throughout the
country. Nearly 50 percent of all offenders are serving time for a drug-related
offense. It is projected that the total offender population will reach 95,000 by
1995, and nearly 69 percent will be incarcerated for drug offenses-more than
the total current BOP population (Federal Bureau of Prisons 1989).

Although the exact percentage of individuals with drug abuse problems who are
serving time for a drug-related offense is unknown, it is known that a significant
number have substantial drug problems and histories. In addition, significant
numbers of individuals commit crimes that are not specifically drug offenses
under Federal law but may be motivated by drug use. More precise data in
these areas, as well as type and duration of substance abuse, motivation for
treatment, and selected demographic characteristics, await the outcome of the
Comprehensive Substance Abuse Assessment Project (Whittenberger, in
press).
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Available data suggest that approximately 46 percent of all incarcerated
Federal offenders have moderate to severe drug abuse problems. About 47
percent of male offenders and 30 percent of female offenders report moderate
to severe substance abuse problems on admission to the system. This is
generally consistent with, yet somewhat lower than, the findings of several
State systems.

In 1986 the Bureau of Justice Statistics reported that 62 percent of State
inmates reported using illicit drugs on a regular basis, and 43 percent reported
drug use on a daily basis during the 30-day period prior to committing the
offense for which they were imprisoned (Innes 1988). Study data from some
jails in New York City are more ominous, indicating that up to 85 percent of
arrestees reported prior drug use on at least a weekly basis prior to arrest
(Coughlin 1989).

Chaiken (1989) has noted that more than 50 percent of all inmates in the

United States were using illegal drugs routinely prior to their last arrest but

were not receiving treatment while incarcerated. The lack of effective

treatment programs within the correctional setting and the reasons underlying
this unavailability have been noted by several authors, perhaps most articulately
by Gendreau and Ross (1987), Wexler and Williams (1985) and Van Voorhis
(1987).

Although some controversy remains regarding the manner in which drug abuse
may result in criminal behavior, recent longitudinal research findings indicate
that addiction serves as a “multiplier” of crime. Despite the fact that criminal
behavior frequently occurs prior to addictive behavior, addictive behavior leads
to greater criminal behavior (Nurco et al. 1985). Clearly, the need exists to
develop new program efforts in correctional settings. As numerous studies
have demonstrated, treatment is effective in reducing posttreatment drug use
(Tims 1984; Tims and Ludford 1984; Wexler et al. 1985; Simpson 1984;
Hubbard et al. 1984; Anglin and McGlothlin 1984; Bureau of Justice Assistance
1988) and reduces future criminal behavior following both prison-based and
community-based programs (De Leon 1985; Gendreau and Ross 1987; Anglin
and McGilothlin 1984; Simpson and Friend 1988).

The recent findings involving long-term outcome studies of offenders who
have received treatment while incarcerated are among the forces that have
placed renewed emphasis on providing drug-impaired individuals with
expanded treatment opportunities within BOP. In addition, as a part of an
overall National Drug Control Strategy (Office of National Drug Control
Strategy 1989, 1990) there has been increased emphasis on the serious
consequences of drug abuse for the country as a whole and its impact on
the criminal justice system specifically.
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BOP provided additional impetus to enhanced treatment initiatives by
sponsoring a National Drug Treatment Issues Forum in Washington, DC,

in September 1988. The conference explored drug treatment strategies

for Federal offenders and the increase in awareness of treatment issues and
initiatives across the country. The conference was attended by researchers,
administrators, program staff, practitioners, and representatives from the
judiciary and legislature. Several recommendations resulted from the
conference, which have facilitated the development of current BOP
comprehensive strategy.

Before reviewing current treatment program developments, this chapter
gives a summary and overview of drug programs implemented over the
past 2 1/2 decades that will provide a perspective for BOP’s new strategy.

HISTORICAL REVIEW OF BOP DRUG PROGRAMS

BOP historically has provided drug treatment programs for inmates with

drug abuse problems. Since the mid-1960s BOP has offered drug treatment
programs based on individual needs. This commitment to treatment and
education has continued over the past 2 112 decades, consistent with
resources allocated to the agency. The following list reflects BOP’s efforts
toward treatment and education in a chronology of drug abuse treatment
programing from 1966 through 1989.

*  1966-71
—Narcotic Addict Rehabilitation Act (NARA).

—Established Public Health Service programs at several institutions (e.g.,
Ft. Worth, TX, and Lexington, KY).

—Research on NARA programs indicated they were “moderately”
successful and that some treatment is better than none.

« 1971-78
—BOP began establishing Drug Abuse Programs (DAPs) intended to
“expand” on the apparent success of NARA programs and reinforce

the development of “Functional Unit Management.”

—In 1978, 33 DAP units in 24 institutions (some institutions had one
program for alcoholics and another for “drug” abusers).
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1978-84

—First Task Force on DAPs (credibility/accountability of Drug/Alcohol Unit
programs of concern).

—Drug Abuse Incare Manual published—26 recommendations; all
programs had to be “certified.”

—A brief (approximately 2 years) improvement in drug programing followed
publication of the Incare Manual. Beginning about 1980, a decline in
quality began (apparent deemphasis on certification process; erosion of
resources, etc.).

1984-86

—Second Task Force on DAPs.

—Insufficient data for evaluation of existing programs.

—40 to 50 percent of new inmate admissions with histories of drug abuse
in 1984.

—4,500 inmates in 22 programs.
—162 total positions (staff/inmate ratio of 6 per 170).

—Executive Staff recommended new program direction with “education
emphasis.”

1986-88

—National Chemical Abuse Program Statement mandated “low-intensity”
programs at all institutions.

—Standards written to enable all institutions to meet “minimum criteria.”
—Three unit-based (residential) programs remained at the end of 1987;
remainder centralized (inmates housed throughout the institution and

attended programs at a central location).

—Enrollment at the institution is voluntary and averages 3,000 per month.
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—Higher quality programs at lower security levels.

—Work groups formed to consider the development of prerelease
community drug treatment programs.

1988-89
—Total DAP enrollment of about 1,800.

—Development of Comprehensive Drug Abuse Treatment Strategy for
Federal inmates.

—Establishment of a Central Office Coordinator of DAPs
—Approval by Executive Staff of three “high-intensity” research programs.

—Development of ongoing research and data collection component to add
to knowledge guide in decisionmaking and assist with quality control.

—Ongoing development of community-based drug treatment programs to
provide aftercare following release from the high-intensity programs.

1990
—-Refinement of Comprehensive Drug Abuse Treatment Strategy.

—Mandatory Drug Education Programs implemented throughout all BOP
facilities.

—Drug Abuse Counseling Programs (outpatient) put into effect in all BOP
facilities.

—Five Comprehensive Drug Abuse Treatment Program Unit sites selected
and funded.

—Three Pilot Research Program Units became fully operational.

—Transitional Services Programs enhanced for offenders completing
treatment.

—Drug Abuse Program Evaluation Strategy completed by Office of
Research and Evaluation.
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—Agreement with National Institute on Drug Abuse (NIDA) to provide
funding for long-term outcome studies of program effectiveness.

—Program enrollment reaches 3,800 participants.

Prior to the enactment of NARA in 1966, selected Federal inmates with narcotic
abuse histories received assistance and supervision in one of two U.S. Public
Health Service hospitals located in Lexington, KY, and Fort Worth, TX. NARA
mandated in-prison drug treatment for narcotic addicts who were convicted of
violating Federal laws. It called for the creation of unit-based programs

(i.e., inmates assigned to live in specific housing units that were separate

from the general inmate population and were staffed by a team that included
treatment professionals) and for aftercare services (postrelease counseling
and urinalysis). The first such drug treatment unit was opened in March 1968
at the Federal institution in Danbury, CT. Additional NARA units opened during
1969 and 1970 at institutions in Terminal Island, CA, Alderson, WV, Milan, MI,
and LaTuna, TX.

These drug treatment units were based on the therapeutic community (TC)
model (a 24-hour learning environment using both peers and staff as role

models), with an emphasis on group therapy. All NARA participants were

required to participate in postrelease aftercare, which usually consisted of
frequent drug urinalyses and community-based counseling programs.

Evaluations (Breen et al. 1982; CONSAD Research Corporation 1974)
were conducted on the effectiveness of the NARA drug treatment programs
in decreasing criminal behavior and drug use among releasees. General
findings from the above studies indicated the following:

1. NARA graduates showed less frequent drug usage and involvement
in drug sales after release than comparison subjects.

2. NARA graduates showed lower recidivism rates (20 to 30 percent)
than inmates, matched for frequency of drug use prior to
incarceration, not placed in drug programs (65 percent).

3. Inmates who were more involved in the programs were more
successful in terms of decreased criminal behavior and drug use
after release.

4. Women who graduated from the NARA program tended to be more

successful on outcome measures than men who completed the
program.
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5. Inmates felt that group and individual counseling was the most
helpful element of the treatment programs.

With the successful operation of NARA drug treatment units, it soon became
evident that there was a large population of inmates who could benefit from
such drug treatment programs but who were not sentenced under the restrictive
NARA statutes. For example, repeat offenders and inmates whose current
offense involved violence were excluded from NARA sentencing. Beginning

in July 1971, drug treatment units were opened to serve inmates with a
demonstrated need for drug treatment programing who were not sentenced
under NARA. By 1972 all these programs were authorized to provide aftercare
services for program participants. By 1978 there were 33 drug treatment units
in Federal institutions.

A typical drug treatment unit at that time housed 100 to 125 participants
and was staffed by one unit manager, one psychologist, one or two
caseworkers, and one or two correctional counselors. Outside consultants
(sometimes ex-addicts) and education staff also provided services to the
participants. Although the elements of these treatment programs were not
standardized, they generally included an orientation period, unit-based
programing (such as group therapy sessions and individual counseling),
eventual participation in institution programs (educational, vocational,
recreational), prerelease counseling, and postrelease aftercare.

By 1979 BOP required all drug treatment programs to meet the standards
applied to NARA programs with the authority to conduct NARA study
evaluations. Thus, NARA commitments could be designated to any institution,
rather than restricted to facilities with NARA programs. This resulted in the
decline of ‘NARA-only” drug units and the publication of the system-wide

Drug Abuse Incare Manual.

The Drug Abuse Incare Manual, a program statement released by BOP in July
1979, called for the establishment of unit-based drug treatment programs in all
institutions. It also specified minimum standards for certification of each drug
treatment program, staff qualifications, staff program involvement, treatment
phases, inmate certification for completion of program, aftercare arrangements,
and data collection for evaluation purposes.

Although the publication of the Incare Manual led to an improvement in
BOP’s drug treatment programs for several years, the quality of these
programs began to decline in the early to middle 1980s. Correspondingly,
drug treatment evaluation efforts during this period were less intensive than
during the early and middle 1970s. Evaluation techniques (e.g., controlling
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for severity of addiction, motivation for selection, and quality of program
participation) were not built into the design of these programs, and researchers
had difficulty in retrospectively reconstructing the data required for evaluation
purposes. Thus, the possibility for a thorough evaluation of these programs
was restricted severely.

Because well-designed evaluations of program effectiveness were lacking, a
task force was assigned in 1985 to review BOP drug treatment programs.

The task force members concluded that the programs had begun to erode

due to diminished resources that were diverted for other high-priority purposes,
including the pressures of an increasing inmate population, a lack of centralized
leadership and coordination within BOP, and a shortage of qualified and
properly trained staff. As a result of these findings, a program statement was
issued in 1986 calling for the establishment of a chemical abuse program
coordinator in each institution. Each institution’s warden was to decide on the
type of program to be offered and the number of staff members to be devoted
to drug treatment efforts. Most institutions chose centralized programs. Thus,
inmates housed throughout the institution participated in program activities at
a central location. By 1987 only three unit-based drug treatment programs
remained in BOP.

Currently, and during 1987 through 1989, the majority of BOP substance
abuse programs are considered “low intensity,” with an emphasis on drug
education. The program techniques are varied. Approximately one-third of
the institutions have self-help groups such as Alcoholics Anonymous (AA)
and Narcotics Anonymous (NA). Other available programs include group
psychotherapy and training in communication skills, personal development,
values clarification, stress management, positive thinking, and assertiveness.
Some programs also offer individualized counseling, vocational planning, and
prerelease planning. Many group programs are of specific length, running
from 6 to 12 weeks. However, some institutions, such as Federal Correctional
Institution (FCI) Tallahassee and FCI Fort Worth, offer multistage programing,
allowing inmate participation over a longer period. With the greater influx

of Hispanic inmates, a few initiatives have been taken to provide programs
for inmates who are not fluent in English. FCI Fort Worth provides

a 12-week program led by Spanish-speaking staff and an AA group led by

a Hispanic volunteer.

In BOP, inmates generally enroll in drug treatment programs at the beginning
of their incarceration. During their orientation to the institution, new inmates
receive information about available programs. In addition to self-referral,
inmates often are recommended for program participation by their unit team
during their initial classification. Although program enroliment is voluntary,

69



priority is given to inmates with court orders to receive treatment as well as to
inmates with severe substance abuse problems. Recent monthly participation
rates show that nearly 3,800 inmates, or about 7 percent of the total inmate
population, currently are enrolled in a substance abuse treatment or education
program.

In 1988 a national DAP coordinator position was established in Washington,
DC, to oversee the development and implementation of the new drug treatment
strategies for Federal inmates. In addition to continuing but enhancing the
established low-intensity drug treatment programs, plans are well under way for
revising drug education programs and for developing new unit-based intensive
drug treatment programs.

NEW DRUG ABUSE TREATMENT STRATEGY INITIATIVES

The comprehensive drug abuse treatment strategy for BOP calls for the
development of a layered, multitiered approach to programing. There is one
level for the delivery of drug education services, three treatment levels, and
one level of transitional services. They are as follows:

Drug Education Programs

Drug Abuse Counseling Services (outpatient)
Comprehensive DAPs (residential)

Pilot DAPs (residential/research)

Transitional Services (aftercare/community reentry)

SIS SN

A comparison of the elements of these five program types is provided in table 1.
Drug Education Programs

The Drug Education Program will be mandatory for inmates with a substance
abuse history who meet the following criteria: (1) all inmates for whom there

is evidence in the presentence investigation that alcohol or other drug abuse
contributed to the commission of the current offense, (2) individuals whose
alcohol or other drug abuse was a reason for a violation of parole or probation
supervision for which the subject is now incarcerated, and (3) inmates for whom
there is a court recommendation for drug programing. The program also will be
available to volunteers; however, priority will be given to inmates with alcohol
and other drug abuse histories.

Drug abuse treatment specialists will be employed under the supervision of the

Psychology Department in all facilities. Students will be required to complete a
standardized course during their first 6 months of incarceration. The criteria for

70



TABLE 1. Comparative analysis of BOP’s drug education and treatment
programs—1990

Drug Drug Abuse
Program Education Counseling Comprehensive Pilot Transitional
Characteristics Programs Services DAPs DAPs Services
Duration 4-10 hr/iwk Continuously 9 months plus 12 months 6 months CCC
until available supervised plus supervised plus 6 months
completion aftercare aftercare supervision
Hours 40 Variable 500 1,000 Variable
required
Staff/inmate N/A Variable 1:24 1:12 To be
ratio determined
Participants Required i Volunteers Volunteers Randomly Inmates who
drug/crime assigned have completed
history; volunteers a drug program
volunteers
Point in First 6 months Anytime during Preference to Preference to CCC placement
incarceration incarceration those inmates those inmates and postrelease
15-24 months 15-24 months
prior lo release prior lo release
Completion Attendance. Attendance Attendance, Attendance, To be
criteria pass test review by review by determined
treatment staff treatment staff
Urinalysis same as Same as More often More often Variable,
inmates in inmates in than inmates than inmates more often in
general general in general in general early months
population population population population of CCC

placement

KEY: CCC=community correction center

program completion include class attendance and a passing score on an
objective standardized written test. As an incentive to stay in the program,
inmates who are required to complete the program but fail to do so will be
restricted to the lowest inmate pay grade. In addition, they will be ineligible for
halfway house placement and other community activities that are available to
carefully screened individuals during the latter portions of their sentences.

The primary objectives of the course are (1) to promote an understanding as to
how and why individuals abuse substances or become addicted, (2) to facilitate
understanding of the effects that continued abuse can have on one’s health and
life, (3) to assist the student in understanding the difficulties in the treatment of
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abuse, (4) to demonstrate that treatment can be successful, (5) to convey the
understanding that programs are available to individuals while incarcerated and
in the community, and (6) to develop a sense of trust and cohesion in small
group settings, which motivates a desire for further treatment for those who
need it.

Specific content of the course includes chapters on the following topics:

* Overview of Drug Education Program

* Models of addiction

* Explaining addiction

* A general overview of drugs and drug terminology

* Alcohol and other sedatives

* Narcotics

* Cocaine (and crack)

¢ Stimulants other than cocaine

* Tobacco

* Hallucinogens

* Cannabis (marijuana)

* Human immunodeficiency virus infection and acquired immunodeficiency
syndrome

* The impact of alcohol and other drug abuse on the family
* Relapse prevention

The text and materials were prepared by psychologists within BOP. Small
groups will undergo the course 4 to 10 hours per week, at the institution’s
prerogative, until it is completed. Students who do not meet the mandatory
criteria for successful completion will be given specific feedback regarding
deficit areas and given an opportunity to remediate. A minimum score of 70-
percent mastery on field-tested exams, with specific norms and valid items,
is required to complete the course successfully.

72



Roth English and Spanish versions of the course will be available, and all
exemptions by reason of cognitive impairment or other disabilities will be
provided by a mental health professional. A standardized Certificate of

Completion will be awarded to all who successfully complete the course.

Drug Abuse Counseling Services

Centralized outpatient drug abuse counseling services will be available to
volunteers at all institutions at any time during their incarceration. (Outpatients
in a prison setting are inmates who participate in day-to-day activities with
other inmates and receive treatment services by appointment.) These
services will include individual counseling with a drug abuse treatment
specialist or a psychologist, group therapy sessions on drug-related topics,
self-help groups such as AA and NA, stress management and personal
development training, vocational training, and prerelease planning. Some
programs will have specific lengths and completion criteria, whereas others
will allow inmates to participate in ongoing therapy.

All individuals enrolled on an outpatient basis will have a treatment plan for
the specific group or individual sessions in which they are involved, with the
exception of self-help groups. These programs may be recommended,
however, as a part of the individual's treatment needs, and participation will
be monitored by the treatment staff. The frequency and duration of each
inmate’s participation in outpatient counseling services will be tracked using
BOP’s computerized Psychological Information Management System.

The Drug Abuse Counseling Program is intended to provide maximum flexibility
to the needs of the offender, particularly those individuals who have a relatively
minor or low-level substance abuse impairment. Such offenders do not require
the intensive levels of treatment needed by individuals with moderate-to-severe
addictive behavioral problems.

A second purpose of the program is to provide those offenders who do

have moderate to severe drug abuse problems with supportive program
opportunities during the time they are waiting to participate in the highly
structured Comprehensive Residential Drug Treatment Units. As discussed
in the next section, individuals are not permitted to participate in the residential
program units until they are within 15 to 24 months of release.

The reasons for this are threefold: First, the limitations on available resources
preclude the development of sufficient numbers of units to meet the needs of
the total drug-abusing population, many of whom are serving quite extended
sentences as a result of the Comprehensive Crime Control Act of 1994 and
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other criminal statutes enacted by the 98th Congress. Second, there is also
the question of treatment motivation for many such individuals. Data from the
Substance Abuse Assessment Project, which was conducted within BOP
during June and July 1990, should assist in refining knowledge in this area
and facilitate program planning. Third, some research suggests that
individuals who participate in a prison-based TC for longer than a year

do not have outcomes that are as successful as those who participated for

9 to 12 months and then are discharged from the program to the community.
Wexler and colleagues (1985) found that individuals who participated in a
prison-based TC for longer than 12 months, due to negative Parole Board
decisions, had poorer outcomes than those who were discharged to the
community after participating between 9 and 12 months in the TC. Hence,

an intensive residential treatment period of between 9 and 12 months near the
end of an offender's sentence, coupled with an individually tailored community
transitional services program, may provide the best clinical outcomes and
optimal resource utilization. Caution must be exercised with this interpretation,
however, as factors such as length of treatment and timing of the intervention
with prison populations have yet to be more fully investigated.

Comprehensive Residential Drug Abuse Treatment Programs

Comprehensive Residential Drug Treatment Units will be developed throughout
BOP. Currently, five units have been approved with staffing and funding
allocations. These five units were operational by January 1, 1991. Additional
units are planned for 1991 and 1992. Each unit is capable of handling between
100 and 125 offenders during a 9-month program. Planning for the projected
growth in the population of substance-abusing offenders is ongoing.

Comprehensive residential treatment programs accept volunteers only.
Inmates apply for admission through their case managers who will determine
if the following criteria are met:
* Between 18 and 24 months remaining to serve until release date
* No detainers, pending charges, State commitment obligations, or
negative behaviors that could interfere with placement in a prerelease
or aftercare program

* No history of violence/assaultive behavior

*  Fluency in English
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* No serious medical problems or other limitations that would prevent
program participation

* Not a State boarder

Inmates meeting these basic criteria then will be referred to an institution
psychologist for assessment of drug abuse problems through a self-report
survey, Inventory of Substance Use Patterns (ISUP) (Whittenberger 1991),
and a record review. Inmates with a moderate-to-severe substance abuse
problem (DSM-III-R) who meet the above criteria will be considered eligible
for program assignment.

All Comprehensive Residential Drug Treatment Units will include the following
components:

Unit-based programs

Treatment staff-to-inmate ratio of 1:24

Program participation of 9 months and 500 program hours minimum
Individualized treatment plans based on comprehensive assessment
A prerequisite of 40 hours of drug education

Approximately 3 hours of drug treatment programing per day
Comprehensive assessment, 40 hours

Core group/individual treatment, 280 hours

Wellness lifestyle training, 100 hours

10. Transitional living issues, 40 hours

11.  Full team reviews every 90 days

12. Treatment reviews every 30 days

13. Increased frequency of random urinalysis surveillance

14. Preference to inmates who are within 15 to 24 months of release
15. Comprehensive transitional services

© 0NN =

Group and individual treatment focuses on a variety of skills development
issues, both cognitive and behavioral in nature. Criminal thinking confrontation
and prosocial values development are included whenever indicated. Family
issues, vocational/educational issues, relapse prevention, self-help, personal
development, and support groups are a routine part of the individual's program.

The focus on the individual hopefully will assist in avoiding a “uniformity

myth” (Donovan 1988)—that all addictions are the same, common to many
traditional programs, both in prison and in the community. Indeed, there are
marked differences among substance abusers in age, gender, socioeconomic
background, family and social support resources, culture, ethnicity, personality,
cognitive functioning, attributional styles, belief systems, and medical conditions.
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It is the heterogeneity of the substance-abusing population, rather than its
uniformity, which is of increasing interest in the community (Lawson and
Lawson 1989) and in prison settings (National Institute of Corrections 1991).

As such, it seems only prudent that DAPs incorporate comprehensive
assessments in these areas for individualized treatment plans. This is not to
say, however, that many drug-impaired individuals do not have common needs,
which can be met effectively in a group format. It seems, however, in reviewing
the history of treatment programs, particularly those in correctional settings, that
there is more interest in treating addictive behavior based on pharmacologic
classification (i.e., alcoholics, heroin addicts, cocaine or crack addicts) rather
than according to variables that have greater relationship to the development
and maintenance of the behavior. With this in mind, it seems unremarkable
that some previous programs and some contemporary ones achieve the low

to modest "success rates” that have been reported.

BOP’s comprehensive residential programs will be based on a
biopsychosocial model of substance abuse. Treatment will include a

strong relapse prevention emphasis. The goal of relapse prevention
treatment is to provide individuals with the behavioral and cognitive skills
necessary to cope effectively with high-risk situations (Marlatt and George
1984; Marlatt and Gordon 1980, 1985). Individuals are taught how to respond
to a lapse (i.e., a single incidence of return to drug use) and how to achieve
a positive lifestyle characterized by a balance between work and recreation
and by healthy habits, such as exercise, to reduce stress. It is in this latter
regard that a strong commitment to a rigorous wellness lifestyle schedule will
be maintained and integrated into the community. Indeed, daily wellness
program activities are expected of participants to help them modify their
abusive and addictive lifestyles. This will be an interesting area of future
research, comparing the relative effectiveness of programs with and without
wellness program components.

On successful program completion, the offender is prepared for release to

the community through a community treatment center facility, operated or
contracted by BOP. A tremendous amount of readiness preparation, however,
occurs during the last 3 months, particularly in the relapse prevention area.
High-risk situations are discussed, including family issues, job issues, and
supervision concerns. A specific relapse prevention plan is prepared for the
individual. Individuals also will have an opportunity to be gradually phased into
the community for up to a 6-month period, with support services provided by
BOP.
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Pilot Drug Abuse Treatment Programs

By June 1990 three pilot drug abuse treatment units were partially operational
at FCls located in Butner, NC, Tallahassee, FL, and Lexington, KY. They
were fully functional by the end of 1990. These residential pilot programs have
a strong research emphasis and will involve larger investments of staff and
fiscal resources. They will remain pilot programs until an outcome evaluation
indicates whether the additional resources produce more positive postrelease
outcomes. Table 2 describes these three Pilot Drug Abuse Treatment
Programs for Federal offenders,

These pilot programs are very similar to the comprehensive programs with the
following exceptions:

Treatment staff-to-inmate ratios of 1:12

Program length of 12 months

1,000 hours of treatment

Random assignment to program from a volunteer pool
Extended participation in outcome studies

NS

Although most pilot and comprehensive programs are based on a
biopsychosocial model, there are some treatment differences among each
of the programs. The following are examples of these differences:

1. The programs at FCI Tallahassee and FCl Butner emphasize a social
learning philosophy, whereas the program at FCI Lexington uses the more
traditional AA or NA 12-step approach model.

2. The number of treatment hours per day differs between the FCI
Tallahassee and Butner programs (4 hours treatment, 4 hours work) and
the Lexington program (10.5 hours treatment).

3. FCI Tallahassee and FCI Lexington are both security-level-two institutions
and serve primarily security-level-two inmates. FCI Butner is an
administrative facility; thus, its program will serve inmates of all security
levels.

4. FCI Lexington serves female offenders only; FCI Butner and FCI
Tallahassee serve males only.

It is hoped that research will provide additional information regarding factors
related to treatment process and outcomes that will enhance future treatment
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TABLE 2.

drug-involved Federal offenders

Program Characteristics

FCI Tallahassee

Site Location

FCl Butner

Comparison of the three Pilot Drug Abuse Treatment Programs for

FCI Lexington

Primary
approach of

program

In-prison
program

activities

Type of program
setting

Hours inmates
are In program
area each day

Social learning treatment
philosophy with major
emphasis on relapse
prevention. Skills
training, attack on
criminal habits.
enhancement of positive
feelings. reduction of
negative feelings. TC
organization for inmates
before release and
during aftercare.

Academic/vocatlonal/
UNICOR training: Group
and individual

counseling, wellness
program,  special
seminars, general
meetings. Up to 8
cohorts, with 12 or 13
subjects in each cohort.
Four hours of
introduction; 10 hours of
preprogram assessment;
4 hours of habrt
modification; 32 hours of
goal development; 68
hours of reduction of
negative feelings; 82
hours on motivations lo
change.

Residential unit within a
security-level-two FClI,
including dormitories and
dayrooms. Staff offices
located within the unit.
Unit is not separate from
general population
inmates. Male inmates
only.

4 hours treatment. 4
hours  work

Development of
adaptive self-
management coping
skills leading to a
constructive lifestyle
free of drugs and crime.
rewarding leisure and
recreational activities,
constructive work
habits. and realistic
release plans conductive
to a successful drug-
free community
adjustment.

Five program stages
operating on a 4-month
cycle with 21 subjects
in each stage. Stage
one includes evaluation/
orientation. Stages two,
three, and four include
components of
education, relapse
prevention, skills
training, wellness
training, academic/
vocational training,

and personal
counseling. Stage five
is the prerelease phase
focusing on
development of
aftercare plan.

Residential unit within
an administrative FCI
housing all security-
level inmates. Not
separate from general
population inmates
Treatment stall located
within unit. Male
inmates only.

4 hours treatment, 4
hours work
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Traditional 12-step
model used in AA/NA
treatment. Addiction is
viewed as a disease
that leads to physical
deterioration, emotional
instability, and spiritual
bankruptcy. Relapse
prevention and
educational
components.

Large-group therapy
dealing with 12-step
philosophy. denial,
recovering, cognitive
coping strategies, and
relapse prevention
skills. Small general
psychotherapy groups.
Personal counseling
minimum of 1 hour per
week. Academic/
vocational/lUNICOR
training. Peer
counseling for
advanced students.

Residential unit within a
security-level-two FCI
with single and muttiple
occupancy cells, dayrooms,
meeting rooms, exercise
area, and laundry
facilities. Staff offices
located within unit.
Separate from general
population  Inmates.
Female inmates only.

10.5 hours treatment



Activities outside
program area

Number of
full-ime  program
staff

Number of total
program ‘slots’

Criteria  for
selection

Urinalysis
monitoring

Program
duration

Time in BOP-
supervised
aftercare

Education. vocational
training, or UNICOW
institutional job. AA/NA
meetings available
several times a week.
Meals and recreational
activities same as other
inmates.

12

90

-Randomly selected
from list of volunteers.
-Meets clinical criteria
determined by ISUP
score.

-20 lo 26 months until
release.

-Approved for release
to SE region.

-No outstanding legal
matters conflicting with
halfway house slay.
No serious medical,
psychiatric, or

psychological  problems.

-No violent institution
infractions within 12
months.

Yes

12 months

Up lo 6 months

Education. vocational
training, or UNICOW
institutional job. AA/NA
meetings available
several limes a week.
Meals and recreational
activities same as other
inmates.

10

105

-Randomly selected
from list of volunteers.

-Meets clinical criteria
determined by ISUP
score.

-20 to 26 months until
release.

-Approved for release
to SE region.

-No outstanding legal
matters conflicting with
halfway house stay.

-No serious medical,
psychiatric, or

psychological  problems.

-No violent institution
infractions within 12
months.

Yes

12 months

Up to 6 months

Education, vocational
training, or UNICOW
institutional job. AA/NA
meetings available
several times a week.
Meals and recreational
activities same as other
Inmates.

12

150

-Randomly selected
from list of volunteers.
-Meets clinical criteria
determined by ISUP
score.
-20 to 26 months until
release.
-No outstanding legal
matters conflicting with
halfway house stay.
-No serious medical,
psychiatric, or
psychological ~ problems.
-No violent institution
infractions within 12
months.

Yes

12 months

Up to 6 months

KEY: UNICOR=Federal Prison Industries
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efforts. A description of the planned research can be found in Pelissier and
McCarthy (this volume).

Transitional Services (Community Reentry Phase)

Transitional services are provided after release from the prison environment to
both comprehensive and pilot residential program participants who successfully
complete the programs. (See table 1 for additional details.) The transitional
services delivery component consists of two phases. The first, prerelease
services, includes up to 6 months in a CCC, with specialized drug treatment
programing either contracted out or provided directly by BOP staff. The second
phase, aftercare services, consists of up to 6 months of community services
coordinated jointly by BOP and the Administrative Office of the U.S. Courts,
U.S. Probation Office. Several recommendations for service delivery have been
adopted for the transitional phase:

1. Individual and group counseling sessions for varying timeframes throughout
the 12-month period

2. Treatment focus on family/work adjustment, residential issues, and relapse
prevention planning (coping with high-risk events) through written
assignments and group discussions

3. Assistance in identifying and obtaining employment

4. Random urinalysis occurring with decreasing frequency over the 12-month
program duration

5. Documentation of all contacts by all service providers who are certified or
appropriately licensed

6. Transitional Care coordinators in each facilty who arrange and monitor
service delivery

Inmates who successfully complete any residential program and who have a
good record of institutional conduct (no serious rule infractions) receive priority
for postrelease transitional services. These services are contracted in several
communities or operated directly by BOP personnel around the country in those
locations where inmates from the pilot and the comprehensive programs are to
be released.
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SUMMARY

Developing high-quality treatment programs is a foreboding challenge in

any setting, particularly within a correctional setting. The groundwork has
been established for one of the most comprehensive, longitudinal evaluations
ever conducted with correctional populations regarding the effectiveness of
professionally managed treatment programs. The long-term outcome
evaluations should provide information regarding the effectiveness of a
multitiered intervention strategy within the correctional setting. This kind

of evaluation is reflected in the proposal for the evaluation of the BOP Drug
Abuse Treatment Programs, submitted to NIDA (Federal Bureau of Prisons
1990). In the months and years ahead the study is expected to yield important
information that will advance knowledge of substance abuse treatment.
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Amity Righturn: A Demonstration
Drug Abuse Treatment Program for
Inmates and Parolees

David L. Winett, Rod Mullen, Lois L. Lowe, and
Elizabeth A. Missaklan

INTRODUCTION

In October 1990 inmates at the R.J. Donovan Correctional Facility (RJD)
near San Diego, CA, began the most ambitious prison and community-based
treatment program the California Department of Corrections (CDC) has
undertaken since the Civil Addict Program (CAP) was established 25 years
ago. Two hundred medium-security male inmates are participating in a

9- to 12-month prison-based therapeutic community (TC) called Amity
Righturn. Upon parole, approximately 60 program graduates continue
receiving treatment services in a 4-month community aftercare component.
This chapter focuses on developing the Righturn program as a CDC npilot
project to determine the effectiveness of a TC-based treatment program in
reducing drug and alcohol abuse and related problems among California’s
inmates and parolees. Also discussed are the rationale and planning process
for the Righturn program. As yet, no outcome evaluation data are available to
support the policies and strategies.

Given the severe increase in drug-related admissions to CDC, there may be
considerable value in examining the early development of this effort and in
reviewing the context in which Righturn has been undertaken. The impact

of increases in California’s inmate and parolee populations, changes in
administrative priorities within CDC, and a gradual shift in attitudes and
perceptions of “what works” for drug-involved offenders all contributed to the
decision to initiate the project. This chapter presents the basic components

of the Righturn program, both prison and community settings, along with a
preliminary description of accompanying research being developed to evaluate
this demonstration project.

The recency of California’s experience in developing this type of drug abuse
program may strike a resonant chord with others who are embarking on a
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similar strategy, and this information may be relevant. Other State correctional
systems that are a step or two further along in analogous program development
and operations may be stimulated to share their experiences with CDC. In
addition, there may be opportunities for scientists and practitioners in the field
of corrections to learn about the short- and long-term effects of this program
through evaluations and careful analyses of findings.

SETTING THE STAGE

On September 27, 1987, California Governor George Deukmejian approved
legislation establishing a Blue Ribbon Commission on Inmate Population
Management. On January 29, 1990, a final report containing the Commission’s
analysis, findings, and recommendations was sent to the Governor and the
leadership of the State Legislature. Significant in the Commission’s findings
was that drug abuse is a major contributor to the increase in new commitments
and parole violators coming into California’s State prisons. In this regard, the
data provided in the report were striking.

The number of commitments to CDC with drugs as a primary offense had
grown from 3,890 in 1984 to 19,909 in 1988. As a percentage of all new
felon admissions, drug offenders increased from 11.1 percent in 1983 to
35.4 percent in 1988. In 1988, drug offense commitments became the
largest single category of felony commitments to CDC.

Drug use also has had a significant influence on parolees returned to prison.
According to the California Board of Prison Terms, in fiscal year 1988-89, drug
charges (illicit drug use) were a known factor in 58 percent of all revocation
actions, with substance abuse (illicit drugs) a contributing factor in more than
64 percent of parolees returned to custody for parole violations. The number of
parolees returned for drug or drug-related offenses grew from 850 in 1980 to
18,700 in 1988.

Such drug-related conditions have contributed to California’s current status
with regard to adult corrections programs. On August 1, 1990, more than
94,000 men and women were incarcerated in California’s State prisons, camps,
and community-based facilities, and another 65,000 were on parole. In 1994,
California’s prison inmate population is projected to reach more than 130,000,
with almost 84,000 parole violators being returned to prison annually. When
CDC'’s current prison construction phase was completed in 1990, more than
37,000 beds were added system wide; but California’s prisons continue to be
overcrowded. In addition, CDC’s annual operations budget increased from
approximately $300 million in 1980 to about $1.8 billion in 1990 and is projected
to exceed $4 billion by fiscal year 1994-95. These large increases in CDC'’s
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populations and the growing costs of prison operations and construction, as
well as concerns about public safety and the secure management of inmates
and parolees, clearly argue that other options and program policies must be
explored to effectively manage drug-abusing offenders.

In the field of corrections, public safety and security of staff and inmates come
first. Therefore, until recently, prison construction and staff training have been
primary CDC priorities. In 1984 the first new beds constructed in the Nation’s
largest prison-building program came on line, thus helping to relieve unsafe and
overcrowded conditions in California’s older prisons, which were in desperate
need of repair and renovation. Between 1984 and 1994, more than 44,000
new prison beds-costing $3.2 billion-will have been built in California. This
rapid growth has required that thousands of new correction personnel be hired
and trained. There are almost 26,000 staff members in the CDC, an increase
of more than 100 percent since 1984. Major resources have been allocated
by CDC to ensure that line staff, supervisors, and managers are appropriately
trained for their difficult assignments. For many new staff members, this
training must take the place of valuable experience usually gained from
several years working on the “main line.”

Improving staff performance and constructing new prisons and renovating
older ones have helped. Since 1984, CDC records indicate that rates of inmate
assaults, staff assaulted by inmates, and serious incidents and inmate escapes
from prisons have decreased. CDC staff turnover has significantly decreased.
In 1984 staff turnover (staff who voluntarily left the Department) exceeded 14
percent of the work force. Today the number is 6.6 percent.

But rapidly expanding numbers of offenders, new prison construction, and an
increasing professionalism among corrections staff members were not sufficient
reasons to launch CDC into a new drug abuse treatment effort. What was still
lacking was a proven theoretical framework for drug abuse treatment that could
serve as an alternative to current conditions. Evaluations of correctional drug
abuse treatment in the 1960s and 1970s were not encouraging. They were
found to be limited and generally of poor quality (Lipton et al. 1975). Criticism
and calls for the rejection of correctional treatment programs peaked when
Robert Martinson’s article, “What Works? Questions and Answers About Prison
Reform,” was published in 1974. At the same time, common opinion held that
many prison drug treatment programs were poorly implemented and lacked the
essential principles of effective treatment (Camp and Camp 1989).

In the late 1980s CDC began to review studies and evaluations that presented

evidence that successful offender rehabilitation had been accomplished
(Gendreau and Ross 1987). Long-term studies of California’'s CAP also
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showed significant positive effects of the program during its period of full
operation in the mid-1980s (Anglin et al. 1987). Several studies suggested
that alternative approaches did exist for handling drug-dependent offenders
in the criminal justice system (Gendreau and Ross 1987; Leukefeld and Tims
1988.

In early 1989 CDC reviewed a promising program model in the work done
through Project REFORM. Project REFORM was established by a New
York-based research firm, Narcotic Drug Research, Inc. (NDRI); with funding
support from the Department of Justice, Bureau of Justice Assistance (BJA),
several programs were developed and/or supported. Chief among the Project
REFORM models is the Stay’n Out program in New York. This program was
the subject of a large-scale study that confirmed that a prison-based TC can
reduce recidivism. An 8-year evaluation study examined the progress of more
than 2,000 inmates who participated in the program and highlighted different
outcomes based on the type and duration of services received by inmates
(Wexler et al. 1985).

The Cornerstone program, located at the Oregon State Hospital, is another
excellent model. Although evaluated without an experimental design, findings
showed that the Cornerstone program successfully affected the lives of
chemically dependent recidivist offenders (Field, this volume; 1985).
Cornerstone, Stay'n Out, the Lantana Program in Florida, and the Simon
Fraser University Program in British Columbia were highlighted as four
promising approaches for working with drug-involved offenders (Chaiken
1989).

Another program that influenced CDC in the development of the Righturn
program was the Amity/Pima County Jail Project in Tucson, AZ. Through work
with jail inmates, Amity adapted the treatment components and methods used in
residential TCs to the correctional setting. This program has demonstrated that
a strong, productive working relationship can be developed between treatment
professionals (some of whom were ex-addicts/offenders) and correctional
personnel (Arbiter 1988). There are no outcome studies of the program,
although evaluations are planned. Chaiken, in her 1989 review of prison
programs for drug-involved offenders, identified noteworthy characteristics
among the four programs she studied. These included special and earmarked
funding, comprehensive approaches, use of staff from other professions besides
corrections, clear statements of program rules, obvious concerns by program
staff about the welfare of participants, staff as positive role models, postprison
preparation, and utilization of community resources (Chaiken 1989).
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Douglas Lipton (Chief of Research for NDRI) listed, in addition to the items
noted by Chaiken, other necessary ingredients of a successful offender drug
treatment effort. These include treatment units isolated from the general prison
population, motivated participants, adequate treatment duration, frequent urine
testing, and continuity of postprison care (Lipton, this volume; 1983). Promising
results from other Project REFORM prison-based programs in Delaware (the
Key Program) and Alabama (New Outlook) also have provided support for
CDC’s development efforts.

In addition to these promising intervention programs, public opinion began
to focus again on the need for prisons to assist inmates in learning academic
and vocational skills and values that would help them reestablish themselves
as law-abiding citizens. The 1989 National Drug Control Strategy (Office of
National Drug Control Policy 1989) emphasized the importance of providing
treatment for drug-abusing offenders. Survey research reported in the
corrections literature also suggests that support for rehabilitation remains
strong among citizens (Cullen et al. 1988). And California’s Blue Ribbon
Commission strongly recommended the need for drug abuse treatment for
inmates and parolees (Blue Ribbon Commission on Inmate Population
Management 1990).

GETTING STARTED

CDC established an Office for Substance Abuse Programs (OSAP) in May
1989 to develop and coordinate departmental substance abuse programs.
Assisted by a BJA-funded invited review of CDC drug abuse treatment
needs (Rupp and Beck 1989) and a BJA planning grant, OSAP developed
a comprehensive treatment plan that was submitted to the State Legislature
in December 1989. Paramount in this plan is the Righturn demonstration
project at RJD.

RJD, located about 35 minutes from downtown San Diego (California’s second
largest city), was selected as a demonstration site because of the large number
of inmates committed from (and paroled back to) the San Diego area. This
localized flow will allow a sufficient nhumber of inmates to continue their
corrections-based program participation in the community. Also, the Righturn
project will be able to include a specially trained group of parole agents in the
San Diego area to supervise the community component. Furthermore, the local
availability of a well-established community treatment network ensures access
to treatment personnel who can work inside the prison and in the community.
Finally, the choice of RJD was influenced by the willingness of the prison
warden, regional parole administrator, and their staffs to work with OSAP

and develop the demonstration project.

88



Four overall principles have guided program development. First, the program
must address the individual characteristics or “impedimenta” (D. Lipton,
personal communication, June 1989) or “criminogenic needs” (Andrews et al.
1989) of the participants. This principle is addressed through the careful
conduct (and ongoing review) of individual needs assessments. Second,

the program must be comprehensive enough to address the issues identified
in the initial needs assessment. This requirement means that the program
duration must be of sufficient length and the content flexible enough to meet
inmate and parolee needs. “One size fits all” doesn't work in drug abuse
treatment. Third, treatment efforts must be sustained. Treatment continuity
from prison to parole and, if necessary, again in prison and back to parole

is essential. To facilitate the ability to sustain and continue treatment services
from one correctional environment to another requires that well-documented
records or treatment plans be maintained. To ensure this, the Righturn project
uses a Corrections Management Plan to chart inmate needs, assignment

of services, and treatment progress. Fourth, treatment efforts must be
carefully monitored and evaluated. Good evaluations must include a clear
understanding of program policies and procedures as well as agreement on
the importance of accurate, reliable, and relevant information systems.

Custody staff from RJD, parole agents from San Diego, and OSAP staff have
worked together to develop the prison and community program components.
At the same time, the proposed evaluation model (discussed below) is part

of the program development. The delivery of drug abuse treatment services is
provided by a community treatment agency that, when selected, will finalize the
program protocol.

Program Promotion and Inmate Selection

Because Righturn will be a voluntary program for inmates, the RJD staff uses a
Righturn video along with posters and announcements in classrooms, housing
units, and other areas to inform inmates about the project. Inmates interested
in participating in the demonstration project fill out an initial application form and
are screened by custody staff. Conditions that would exclude an inmate include
serious prison management problems, less than 9 months to parole, and less
than a fifth grade reading ability. Volunteers sign commitment contracts to
complete the whole program.

Length of Treatment
Based on the Stay’n Out experience, an appropriate length of participation in

a prison TC appears to be around 9 months (Wexler et al. 1985). Participants
in the prison program move through three different phases of treatment. The
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first phase (approximately 2 to 3 months) begins assimilating the inmate into
the project and into full participation in all activities: vocational, therapeutic,
and social. Inmates begin to gain an understanding of their underlying
problems and learn the use of encounter groups, peer structure, and other
TC basics. They are assigned to their prison industry job as well as other
unit duties. More experienced inmates (those in the project for a longer
period) are assigned to function in a supportive role for the new inmate

who is experiencing adjustment difficulty.

The second phase (5 to 6 months) focuses on objectives of personal

growth, socialization, and psychological awareness. Inmates are expected
to improve in their understanding of self and others and to work consistently
and productively, taking on additional program responsibilities by functioning
as role models and surrogate “big brothers” for newer inmates. As the inmate
progresses, he should become more accomplished as an encounter group
participant and facilitator and more self-disclosing, thereby helping himself
and others in the project. During the exit and community reentry phase (1 to
2 months), inmates strengthen skills for autonomous decisionmaking and self-
management. Inmates participate in intensive relapse prevention training and
participate with correctional and treatment staff in developing their individualized
exit plan (Mullen 1990).

Treatment Components

Treatment components for the three phases include individual counseling,
vocational training, group sessions, video playback, special topic workshops,
expressive therapy, leisure planning, assistance with academic programs, and
transition planning for community reentry.

In addition to these components, and in keeping with the idea of isolating
program participants from the general prison population, Righturn inmates
are assigned to work in a single prison industry. The inmate’s industry work
assignments increase in responsibility and accountability as he or she
progresses through the program phases. Because much of the TC model
is founded on the 12 steps to recovery programs of Alcoholics Anonymous,
Narcotics Anonymous, and Cocaine Anonymous, meetings of these three
groups are included throughout the duration of treatment.

Staff Selection and Training
Most of the staff designing the program will work in the program when it starts.

RJD also has received many requests from custody staff for assignment to the
Righturn project. All RJD staff members are instructed in the overall program
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aspects, and those assigned to the project receive special training from the
treatment provider. The treatment staff also receives intensive instruction in
the custody and security policies and procedures of the institution.

SUSTAINING THE EFFORT

Without consistent treatment, research has shown that as many as two-thirds
of drug-dependent offenders can be expected to return to patterns of chronic
drug use and associated crime within the first 3 months of release from jail
(Wexler et al. 1988). The revocation numbers discussed earlier in this chapter
attest to the high rate of recidivism experienced by CDC. The Righturn project
is attempting to successfully intervene during this critical period by including a
4-month community treatment component for program participants paroling to
San Diego (approximately 60 inmates). The project's community treatment
phase starts in a residential TC and continues the treatment strategies begun
in prison. Participation in this treatment phase is included as one of the
parolee’s conditions of parole and actively involves the participant, his or her
parole agent, and the treatment program staff. There is considerable evidence
that closely linking participation with legal sanctions (a condition of parole) is
effective in keeping the offender in treatment (Anglin and McGlothlin 1984)
and that increased time in treatment is associated with successful outcomes
(Hubbard et al. 1988. 1989). Both public safety and individual benefits occur
by keeping drug-using offenders in treatment. A policy that focuses on applying
appropriate interventions has the potential to reduce the offender's criminal
activity and to reduce the likelihood of subsequent incarceration (Wish 1988).

PROGRAM EVALUATION

Chaiken (1989) has pointed out that none of the four programs she studied
used designs incorporating random assignment or adequate statistical
techniques, and she has stressed a need for more rigorous program
evaluations. The Righturn demonstration project proposes a rigorous
evaluation. A quasi-experimental design for outcome evaluation is planned
to examine the effectiveness of the Righturn program. The basic question

to be answered by the evaluation is: “Is the project, with and without a
continuation of community treatment, effective in reducing drug use by
offenders, resulting in fewer parole revocations?” To answer this question,
data are being collected from three research groups: (1) inmates who
participate in the in-prison program and also in San Diego community services
after prison parole, (2) inmates who participate in the in-prison program only,
and (3) a group of inmates who are eligible for the program but are not selected
to participate. The third group serves as a comparison group.
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The original research question is separated into five major areas:

1.

What effect does the Righturn drug treatment program have on

parole outcome (e.g., arrests, technical violations, and length of time

to revocation)? To answer this question, findings for each of the three
outcome variables for the program participants will be compared with

these of the control group.

What effect does the postprison (community) drug treatment component
have on parole outcome (arrests, technical violations, and length of time
to revocation)? To determine the effect of Righturn on participants who
continue treatment services in community drug treatment, outcome for
those who receive community services will be compared with that of
participants who do not receive postprison treatment services.

What effect does the Righturn in-prison TC and postprison community
drug treatment have on long-term outcomes (1 to 3 years postprison) in
terms of parole revocations and of returns to prison for a new offense?
This question attempts to determine the lasting effect of the program for
the three primary research groups and will rely on data from standard
CDC and Board of Prison Terms data files.

Are there cost savings attributable to the in-prison and postprison
community substance abuse treatment program?

It is anticipated that program participants will remain drug-free and
crime-free on parole far more days than parolees who do not participate
in drug treatment. Associated costs include reduced numbers of parole
revocations, fewer prison days due to revocation, and reduced criminal
activity. Cost comparisons will be made for each of the three research
groups.

Are there in-prison management benefits for program participants, such
as fewer serious disciplinary incidents and fewer good time credit days
lost? It is expected that the semi-isolation and highly structured program
environment will reduce prison management problems among the
participants.

Study Sample

It is expected that 250 to 400 inmate volunteers will be eligible to participate

in the project. Of the total, 200 will be assigned to the Righturn program;
the balance will participate as control subjects. Of the 200 participants,
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approximately half will parole to San Diego County; the rest will parole
elsewhere within the State.

The selection of project participants will ensure that the ethnic composition
of the treatment and control groups will approximate that of the RJD inmate
population. Inmates who will parole to San Diego are divided almost equally
into three ethnic groups: black, Hispanic, and white. The ethnic composition
of those paroling elsewhere in the State is different, with a slightly higher
percentage of blacks and Hispanics and a noticeably smaller percentage

of whites. Efforts will be made to correct this by stratified sampling.

Subject Identification and Recruitment

RJD staff will identify inmates who meet the following selection criteria:
volunteer to participate in substance abuse treatment, have a substance
abuse problem, have no history of violence, have at least a fifth grade
reading ability, are nearing the end of confinement, and have sufficient
time to complete the program.

Since community services will be provided in San Diego County, an
additional requirement is that about half of the eligible volunteers must
have been committed from, and plan to return to, San Diego County. When
interested inmates are identified, RJD staff will invite them to attend a group
meeting describing the Righturn program. Those who attend will be invited
to volunteer for the program. Recognizing that inmates may be reluctant
to volunteer in the presence of a group, inmates also will be interviewed
individually. Inmates who volunteer will be considered for participation in
the evaluation study, either as a program participant or as a control subject.

Research subjects will be selected from two pools of inmates potentially
eligible for participation in the in-prison program: those who parole to San
Diego County vs. the balance who parole outside San Diego. Research
subjects will be assigned to each of the three comparative groups.

Sampling

Early evaluation plans for the Righturn project called for an experimental design
using random assignment of participants to treatment and control groups. This
design is recommended by Campbell and Stanley (1966) since it provides
control for both internal and external validity. Hubbard and colleagues (1989)
found random assignment inappropriate for the national long-term Treatment
Outcome Prospective Study (TOPS) because it would create artificial selection
conditions not typical of treatment atmospheres, thereby limiting generalizability
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to community treatments. A large number of community programs nationwide
were represented in TOPS, which reported that, although it is difficult to
separate treatment effect from the effect of self-selection without a randomly
assigned comparison group, causalty can be inferred through careful statistical
analysis (Hubbard et al. 1989).

In contrast to the multitude of programs represented in TOPS, the Righturn
study will examine only one in-prison program and a few community programs.
Therefore, the randomized groups experimental design was considered more
suitable for this evaluation study.

However, as planning moved closer to actual implementation, changes
became necessary, and a quasi-experimental design has been developed
instead. Two significant issues contributed to the development of this
design. The first issue was the insufficient number of eligible program
volunteers to establish random assignment to treatment and control groups.
Afler a careful review of inmate files, it was determined that only 350 to 400
of the inmates at RJD (10 to 15 percent of the general population) met the
project criteria regarding time remaining in prison prior to parole, no history
of violence, a history of substance abuse problems, and at least a fifth
grade reading level. When the “volunteer” criterion was applied, many
otherwise eligible inmates decided not to enter the program, thus revealing
an interesting phenomenon of prison inmate life (and reducing the pool of
program participants).

During initial Righturn program orientations, prison staff observed that

some inmates, upon learning about the program and its possible benefits,
were unwilling to change their daily routines. In many cases, participation

in Righturn will result in an inmate changing his housing unit and job or
education assignments and also may require socialization with other inmates
Prison officials believe that many inmates probably will adopt a wait-and-see
attitude about this new program before accepting these major disruptions in
their prison life.

The second issue concerns the possibility of assigning to a program inmates
who, in the opinion of the treatment staff, lack the essential qualities for program
success. Because of this, the first assignment of project participants will be
done through a careful screening of program applicants by the institution and
treatment staff.

An initial comparison group of 200 inmates will be composed of eligible

inmates who did not volunteer for the program as well as those who were
screened out of the treatment group. It is expected that, by the sixth or
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seventh month of project operation, randomized assignment will be used
for new project participants.

It is also important to note that the evaluation model proposed for this project
is being developed at the same time as the project. Because custody and
treatment staffs are involved with the design, it is hoped that many problems
identified in other correctional programs’ field experiments will be avoided
(Petersilia 1989).

CONCLUSION

The Righturn project offers the State of California as well as the corrections
field in general an excellent opportunity to learn about the effectiveness of
a corrections-based, drug-abusing offender treatment program. The CDC
recognizes the complexities associated with this demonstration project.
However, the knowledge gained from the successful REFORM projects
and other efforts as well as work on why similar programs failed (Camp
and Camp 1989) should greatly assist CDC with its present effort.

Numerous implementation problems exist, one of which is the availability of
treatment resources needed for continuity of care in the San Diego area. CDC
and San Diego County representatives will have to work carefully together to
ensure sufficient treatment opportunities. Even with additional funding for the
demonstration project participants, failure to develop new treatment services
in San Diego, particularly residential treatment beds, will seriously affect the
project. Potential conflict may develop if competition occurs for treatment beds
between non-criminal justice clients and “ex-cons.”

Another concern is the need for patience. Public safety and the protection

of staff and inmates remain the primary mission of the CDC. To ensure this,
the conduct of drug abuse treatment for inmates and parolees must be carried
out very carefully, in a well-planned way with specially trained and supervised
custody and treatment personnel. Thus, extensive and time-consuming
program development and training efforts are required. There are no quick
fixes or miracle cures in dealing with this difficult population. The drug
abuse-involved offender is an extremely high risk to society as well as

an individual who is very reluctant to enter, remain, and succeed in drug
abuse treatment. Because of this, funding decisions by State legislatures
and administrators must be of sufficient amount and duration to achieve the
desired outcome.

But no matter how difficult, and at times discouraging, the program
development seems, competent attempts must be made. At a presentation
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in San Diego to CDC wardens and parole administrators at an OSAP-
sponsored substance abuse conference on June 15, 1989, Lipton summed

up the importance of implementing these kinds of programs: “Just serving time
degenerates men and their keepers inexorably. Use time as an opportunity for
change, It values both of them and eventually alters the quality of life for all
humankind” (Lipton 1989).
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Substance Abuse Services in Juvenile
Justice: The Washington Experience

David Brenna
INTRODUCTION

In 1984, the Division of Juvenile Rehabilitation (DJR) in Washington State
issued a report that dramatically changed the way the agency viewed its client
population. By 1985, a full range of services for clients involved with alcohol
and other drugs began operating. In late 1989, DJR conducted an agency-wide
needs assessment that provided the opportunity for line staff members to report
their opinions of division programing. Among the results: Alcohol and other
drug services were ranked first in importance and effectiveness when compared
to all other programing offered by the agency.

This chapter describes the substance abuse programs in Washington State,
the DJR, and a system perspective on the development of such programing
that supports its replication in other juvenile justice systems. Research findings
in the field of adolescent and/or youthful offender substance abuse treatment
conducted by DJR are discussed. Finally, existing service gaps are identified
and recommendations for future direction are proposed.

Substance abuse treatment within juvenile justice systems is a natural evolution
of the demands of the dual goals of offender accountability and rehabilitation.
From 1984 to the present, the “Washington experience” has been one of
growth, change, and discovery.

STATEMENT OF THE PROBLEM

Substance abuse problems are prevalent in the juvenile justice client
population, including those in training schools, detention facilities, and

day treatment programs. Many studies have established the link between
substance abuse and delinquency (Clayton 1981; Jessor 1976; Leukefeld

and Clayton 1979; Simonds and Kashani 1979). In a study of adult criminal
offenders, Chaiken and Chaiken (1982) found serious and dangerous offenders
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were most typically addicted to alcohol and/or illicit drugs. Frequency of
criminal behavior also is linked to drug use (Ball et al. 1983; Gropper 1985).
In juvenile studies, significant findings include the link between violent
offenses and substance use (Hartstone and Hansen 1984), drug abuse rate
and predicting offense type (Simonds and Kashani 1979), extensive alcohol
use in juvenile correction populations (Dawkins and Dawkins 1983), and high
rates of toxicity in juveniles at time of arrest (Wish 1988). Juvenile offender
populations typically show 70 percent or more having a serious alcohol or
illicit drug problem (Inciardi 1981; Santo et al. 1980). Client use is identified
as a major issue in rehabilitation effectiveness, group control, and staff security
(Fagan and Hartstone 1984). Finally, within the Washington experience,
studies have demonstrated high rates of assessed chemical dependency
among the delinquent, incarcerated population (Guthmann and Brenna
1990). A further discussion of the studies conducted in Washington State
can be found later in this chapter in the section on research and evaluation.

Given current knowledge about criminality and alcohol/other drug abuse,

it is clear that little of the existing empirical knowledge is based on adolescents
(Catalano et al., unpublished manuscript). While some outcome studies
suggest optimism in treating substance abuse (Hubbard et al. 1985), there is a
limited literature that adequately describes treatment approaches or outcomes
with a juvenile offender client population. The drug/crime link, though well
established, remains undefined. Assumptions about the value of treatment to
this offender population presumes a semicausal relationship. Washington State
answered this challenge with a “best practices” approach leading to the current
configuration of services.

A most important issue concerns the impact of juvenile justice systems on

the treatment of the substance abuser. Juvenile justice programs typically

are reluctant to develop new approaches. In addition, members of the
juvenile justice profession tend to reflect the attitudes and values of the larger
society-a disturbing thought when contemplating substance abuse. DJR had
experienced difficulty in contracting for substance abuse services and had
canceled service contracts. The 1983-84 Task Force found ample evidence to
recommend (1) ownership of the “problem” by juvenile justice professionals and
(2) internal system change to reflect new attitudes and values about substance
abuse. Presuming that rates of substance problems among employees would
mirror those in the general population, these changes would have ramifications
exceeding the staffs professional role. Finally, adolescent denial demands a
total investment in drug-free environments if treatment is to be effective.
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PROGRAM DESCRIPTION

The Washington experience began with the development of a mode.

The most significant and difficult service implementation barriers involved
attitudes and values, as well as the interplay of two philosophical perspectives,
substance abuse treatment and juvenile justice, which are often at odds.

The treatment perspective presumes juvenile corrections to be punitive. The
justice perspective presumes treatment to be unaccountable. The great irony,
and the story of change in DJR, is how the two views complement each other.
Substance abuse treatment, when applied effectively, is based on the ultimate
accountability of the client to manage his or her disease. Juvenile justice, when
managed proactively, strives to rehabilitate offenders. When trained in the use
of substance abuse treatment interventions, juvenile justice professionals
become quite adept at offender accountability-directed recovery. Treatment
professionals find an entire system capable of monitoring and supporting the
client's recovery.

However, system changes were slow to develop, and they continue to evolve
now. A key philosophical position, adopted in 1986 and supported by DJR
leadership, is important:

All research based data currently available shows positive
correlation between delinquency and substance abuse. This
correlation is unclear in nature. As study continues, the
correlation strongly suggests that without addressing both
behaviors (criminality and substance abuse) the likelihood of
alleviating either behavior is low. Additionally, the subjective
analysis of working professionals points to the need for
substance abuse treatment for their clients. The correlation
data and subjective analysis both indicate promise for a
reduction in recidivism through treatment of substance abuse
(Division of Juvenile Rehabilitation 1986).

The statement is important in the adoption of juvenile justice goals for the DJR
program components. The agency rationale for operating treatment services
remains congruent with the DJR stated mission. If a youth continues drug use
but ceases criminal behavior, the pure justice goal of treatment would be met.
However, if a youth remains in recovery from chemical dependency but
continues criminal activity, the justice goal of treatment has not been met.
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The relationship of juvenile justice goals to the system’s specialized treatment
approaches is critically important in meeting agency goals. By indicating

their position, the DJR leadership settled the fundamental question: Why are
treatment services offered? They created an expectation for future research to
support or refute the effectiveness of treatment in reducing criminal recidivism.
Furthermore, the philosophical position established the direction for system
change. Two important concepts emerged: (1) The model was to be an
“integrated services” approach, and (2) the model would be a “case find”
approach instead of a “gate keep” approach. The “case find” approach differs
from “gate keep” because treatment clients are actively sought rather than
client levels being determined by budget limitations. Based on the philosophy
of “case find,” all youth in need of service are identified. Resource limitations
are answered by tailoring certain low-cost alternatives to clients who might
respond, while identifying most-in-need clients for the most intensive services.

As the term implies, integrated services ensure ownership of the substance
abuse problem by the host agency. In the Washington experience, juvenile
justice staff members are designated to perform various case management
and treatment functions. Integrated services mean that (1) individual cottages
on institution campuses have been converted to free-standing, inpatient
chemical dependency programs; (2) specialist staff personnel were hired
and assigned to coordinate and provide treatment services to the entire
client population; (3) education specific to offender substance abusers was
developed and delivered by institution school programs; (4) assessment for
chemical dependency is conducted by juvenile justice diagnostic staff; and
(5) onsite drug detection is managed by DJR. Contracted services are
provided in many community locations; however, the bulk of services are
funded and operated by DJR. Alcohol and illicit drug programs in DJR are
viewed as a component of the system, not as an ancillary service.

COMPONENTS

The model incorporates a continuum of services based on client dysfunction
level. Service components were applied to each category of abuser, based on
assessment, and layered to the next, more dysfunctional level of abuser, from
nonuse through chemical dependence. Assessment, education, and residential
chemically free environments were the nonuser components. The casual or
situational user received all the previous components plus urinalysis monitoring,
information groups, and referral. Intensive services, including intervention,
outpatient treatment, inpatient treatment, and aftercare are available for clients
seriously involved with substances.
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Describing service components was perhaps the easiest task, but
implementation began slowly and encountered numerous obstacles. Many
problems were resource issues; some were policy issues. The substance
abuse program in Washington’s juvenile system is best described by its
component parts: assessment, education, intervention, treatment, and
continuing care.

Assessment occurs at each DJR level and is supported by an offense-specific
case management approach that predates the development of the substance
abuse program. At 18 diagnostic centers throughout the State, the Personal
Experience Screen Questionnaire (PESQ) (Winters and Henly 1989) is
administered to each youth committed to the State Division of Juvenile
Rehabilitation. The PESQ is a 38-item screening instrument that “flags” clients
who might be experiencing difficulty with substances, It supports the Personal
Experience Inventory (PEI) developed by Winters and Henly (1987). A youth
identified for further assessment by the PESQ receives the full PEI at or shortly
after admission in one of five State institutions. Assessment and interpretation
are conducted by specialists located at the institutions. These chemical
dependency coordinators play a critical service delivery and case management
role throughout the division. Information from the PESO and the PEI is
compiled in individual case files and excerpted in Initial Treatment Reports and
ongoing treatment updates. At their request, youth can be reassessed at
request at any time during their stay. The PEI provides an indepth, validated
analysis of responses by youth, pinpointing their level of chemical involvement
and a variety of treatment issues, including social and psychological functioning

Education is provided to each youth within DJR’s school programs. In 1985
DJR began the development of the Innervisions curriculum. Innervisions
evolved as a result of teacher frustration with mainstream prevention curricula;
a heavily involved delinquent population did not respond to material designed
for “normal” youth. Innervisions focuses both the teacher and the youth on

an exploration of family and chemical dependency issues. Close working
relationships are required between teachers and counseling staff members to
make the curricula viable. DJR recently has contracted with a private concern
to market the Innervisions package. Keys to Excellence, Inc., will publish and
distribute the Innervisions curriculum and provide training support.

Intervention is an important and challenging system issue for juvenile justice.

A key element of the successful alcohol/other drug program is the imposition of
values and expectations on all clientele. As staff members in authority and as
adult role models, staff attitudes and their expression are essential to consistent
care. The concept of continuum of care is facilitated directly by intervention
methods applied evenly throughout the system. Intervention includes the
following approaches:
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Clarification of attitudes about drugs by all staff

Written policy that outlines conformance with those attitudes
Natural and logical consequences for client misbehavior
Provision of a drug-free environment for youth

hPON =

Staff attitudes and societal attitudes greatly affect adolescent attitudes and
values toward alcohol and other drug consumption. Consuming substances
is a choice that must be made responsibly, with the full understanding of the
consequences of that choice. A consequence of adolescent consumption of
illicit substances includes punitive measures applied by staff representing
DJR. Clients are not protected from these consequences. Attitudes about
illicit drugs and alcohol also are subjected to consequences within this system,
making it imperative that staff attitudes are explored and honestly addressed
by supervisors and coworkers. Written guidelines ensure that sanctions are
applied evenly so that use and drug/alcohol values are addressed with action.

DJR’s treatment programs consist of two essential components. Outpatient
models are provided at each residential program by in-house counseling staff,
specially trained in group treatment for chemical dependency clients. Chemical
dependency coordinators organize, schedule, and implement treatment groups
that are cofacilitated by regular counseling staff. The following is a partial list of
groups offered by institution programs:

¢« Drug Use Consequences Group

* Intervention Group

¢ Information Group

¢ Responsibility Group

* Family Group-Children of Alcoholics
¢ Family Workshop

* Intervention/Return to Use

¢ 12-Step Groups

¢ 12-Step Information Group

* Aftercare, Recovery

» Continuing Care, Relapse

* Relapse Prevention

* Recreational/Therapy Group

= Spirituality

* Chemical Dependency Treatment Group
* Pretreatment Group

* “Dual Diagnosis”

* Codependency/Relationships

* Young Entrepreneurs Group
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Inpatient treatment is the focal point for much of what occurs in DJR’s
programing. Three separate centers-Exodus, Omni, and Parke Creek-are
short-term, multistrategy intensive treatment units. Exodus and Omni are
located on institution campuses, whereas Parke Creek is community based
and is located in rural central Washington. Omni and Exodus have virtually
identical programing except that Exodus is co-ed. Parke Creek is shorter term
and works with community commitment from the juvenile court system, as
well as with State-committed youth. Each program has 16 beds. Sixty days
of treatment are offered at Omni and Exodus and 30 days at Parke Creek.
Treatment approaches are based on the Hazeldon model, following the
12-step approaches of Alcoholics Anonymous (AA) and Narcotics Anonymous
(NA). All three programs are State certified. The programs were developed
by taking an existing cottage program off line, enriching the staff complement,
providing extensive training, and reopening as resources for DJR’s clients.
Youth must be serving a sentence for a juvenile court commitment and be
referred by their assigned counselor. Following treatment, youth are returned
to the sending institution or transfered to a recovery-based group home for
aftercare.

Aftercare or continuing care is provided by institution programs for long-term
offenders or by community residential programs operated or contracted by
DJR. Programing consists of the AA/NA 12-step approaches with access to
community meetings, treatment groups, and individual counseling in addition
to regular programing for preparing youth for release. Regular urinalysis is
an important component of the DJR continuing care model. DJR utilizes
fluorescence polarization immunoassay as its testing methodology, with onsite
testing labs at every State residential facility, including some parole offices.
Parole offers some continuing care to the recovering youth, including access
to treatment groups, AA, NA, and case monitoring. Linkage to available local
services is critical for the youth finishing his or her commitment.

An important development occurred in Washington State in 1989 when the
legislature, through the Omnibus Alcohol and Controlled Substances Act,
provided funds to replicate inpatient service components in the State’s 18
county juvenile detention centers. Programs vary greatly, from assessment
and referral centers to complete, short-term inpatient programs, segregating
treatment clients from the general population. It is too early to ascertain the
viability of these programs developed in late 1989; however, current information
suggests that, with some fine tuning, detention programing offers exciting
opportunities for treatment of a client population otherwise difficult to serve.

Program administration is the responsibility of a central office administrator. To
support system changes and to respond to technical and policy questions, the
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Substance Abuse Oversight Committee was developed. This committee plays
an advisory role, making policy and program recommendations for needed
change.

RESEARCH AND EVALUATION

DJR has participated in two important studies in the area of substance

abuse treatment and juvenile corrections. In 1985, DJR contracted with the
University of Washington to conduct a literature review on substance abuse
treatment in the criminal justice system. At the same time, Hawkins and
colleagues (1986) were conducting a study called project ADAPT (Adolescent
Drug Abuse Treatment and Early Intervention Project), providing a model for
transition services with DJR clients. ADAPT was part of a series of efforts by
Hawkins and coworkers that culminated in a model of risk-based approaches
for identification and treatment of adolescent substance abusers (Hawkins

et al. 1986).

In 1988, DJR completed a study of the PEI to determine the validity of the
instrument when used with a chronic delinquent population (Guthmann and
Brenna 1990). That same study led to an analysis of the same data sets
that disclosed valuable information on the extent and nature of substance
abuse among a juvenile offender client group (Brenna and Steiger,
unpublished manuscript). The initial study found the PEI to be valid with a
delinquent population, with the clinical norms for the offenders ranging as
high as seven standard deviations more than an adolescent drug treatment
population. Subsequent analysis revealed that 80 percent of the incarcerated
population exhibited serious drug/alcohol impairment. Although this information
did not surprise practitioners in the Washington juvenile justice system, the
implications for further program development are significant. Although all
substance-abusing adolescents may not be delinquent, it appears that most
delinquents are substance abusers, suggesting that failure to address
substance abuse in this population almost ensures minimum impact on
recidivism.

It also should be noted that DJR is seeking support from the National Institute
of Justice to conduct a study, using an experimental design, to examine the
effectiveness of drug testing and treatment on a juvenile probation population.
Court-ordered youths will be assigned randomly to one of four interventions:
traditional probation, probation with treatment, probation with drug testing
and sanctions, and probation with drug testing, sanctions, and treatment.
Washington has been selected as the study site. It is expected that this

study will produce results previously unavailable to the field.

106



FUTURE DIRECTIONS

In 5 years of the Washington experience, each change in the State’s Juvenile
Justice Substance Abuse Programs has multiplied the areas of concern and
interest on the part of professionals working in these programs. As a result,
several important issues demand future attention, including those identified
below. County-based treatment services in detention currently being
implemented will answer significant questions about the amenability of the
youthful offender to early intervention, with the hope of using treatment to
reduce further criminality and subsequent, more serious involvement with the
criminal justice system. The adolescent treatment field generally is plagued by
the question of the relative value of outpatient treatment in light of soaring costs
for inpatient care. Urinalysis monitoring raises interesting questions, as does
the use of other forms of detection in combination with new technologies such
as electronic monitoring.

Another major focus of concern is providing culturally relevant services. The
substance abuse treatment field generally has reflected the cultural bias of
the majority culture. In juvenile corrections, minority groups comprise large
segments of the client population in need of treatment. Recognizing this, the
Washington State Substance Abuse Oversight Committee commissioned a
work group to examine current practice and research on culturally specific
treatment modalities and to produce recommendations for changes.

The Washington experience has produced a surprisingly straightforward model
that has been accepted by the entire system. Second-generation issues and
outcome-based research are playing a role in advancing these programs and
are providing a model for other systems.
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Florida Department of Corrections’
Substance Abuse Programs

Wilson C. Bell, James G. Mitchell, Jennifer Bevino, Abbas
Darabi, and Richard Nimer

INTRODUCTION

The increased use and abuse of chemical substances within society. combined
with more effective law enforcement initiatives to address escalating criminal
behavior(s) associated with drug addiction, has focused attention on the

need for correctional systems to enact treatment programing. It IS no longer
acceptable for offenders to enter the correctional system with addiction
problems and be released without treatment opportunities being offered.

For many years, Florida, by virtue of its global location and extensive shoreline,
has been widely viewed as the principal importation point for the majority of
cocaine introduced into the United States. Contributing to this are the diverse
cultural population, rapid economic growth, and great mobility. The result has
been widespread abuse of crack cocaine, and this has greatly affected prison
admissions.

The Florida Department of Corrections has launched a significant effort

in the area of substance abuse treatment programing services designed
for members of the inmate population identified as having histories of
substance abuse and/or addiction problems. This programing effort
addresses the substance abuse treatment needs of identified members
of Florida’s inmate population through the use of a model encompassing
a comprehensive battery of substance abuse treatment services. The
program provides linkages between institutional and community resources
and has created new services with the support of Florida’'s Governor and
Legislature.

BACKGROUND

In the early 1970s Law Enforcement Assistance Act (LEAA) funds allowed
the department to employ at least one drug counselor in each of its major
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institutions. The LEAA also provided seed money for the development of
a 250-bed therapeutic community (TC) for young male offenders and a
20-bed TC program for female inmates. Unfortunately, even though the
percentage of inmates newly committed to the department who admitted
to drug problems increased at a steady rate to above 50 percent, various
financial shortfalls within State government and the collapse of the LEAA
funding source led to the general dissolution of the department’s drug
treatment program. However, the two TCs mentioned above and a strong
outpatient treatment program at one large youthful offender institution were
maintained.

In the intervening years prior to 1987, drug treatment primarily was in the
form of a close association with two community support groups, Alcoholics
Anonymous (AA) and Narcotics Anonymous (NA). Eventually, a skeleton
counseling staff began to emerge. It consisted of one or two professional
counselors principally assigned to the department’'s mental health office,
but with ancillary duties involving coordinating or providing counseling
services for addicted inmates. In 1988 there were nearly 100 employees
whose duties included responsibility for drug counseling within Florida’s
correctional institutions. The prison population meanwhile had expanded
to about 46,000 in more than 50 maijor institutions (Florida Department of
Corrections 1988).

The recent increase in admissions to prisons in the State of Florida has been
primarily the result of drug offenders. These offenders accounted for 13
percent of the total admissions in fiscal year (FY) 1983-84 compared with 33
percent in FY 1990-91. With an inmate population of 46,233 at the end of FY
1990-91, up from 26,471 inmates 7 years earlier in FY 1983-84 (an increase
of 74.7 percent), the department has noted an alarming increase in the number
of drug and drug-related offenders entering the system (Florida Department of
Corrections 1991).

Data from FY 1990-91 (Florida Department of Corrections 1991) indicate that
the majority of drug offenders were incarcerated for possession of cocaine
(34.2 percent), sale of cocaine (43.5 percent), and trafficking in cocaine (9.4
percent). By comparison, the next largest category among specific drug
offender types was those convicted of selling marijuana (4.4 percent). Cocaine
offenders accounted for 87 percent of all drug offenders admitted to Florida
prisons in FY 1990-91. During FY 1990-91 one of three persons committed to
the Florida Department of Corrections was incarcerated directly as a result of
drugs. This ratio considered only the offender's primary offense and did not
reflect those persons being incarcerated for property crimes committed to
support a drug habit. If these factors were computed into the equation, it is
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estimated that the percentage of drug-related admissions would approach 85
percent. In addition, the department's data (Florida Department of Corrections
1989) indicate that the adult inmate population’s primary drug of choice is crack
cocaine, with alcohol running a close second. Youthful offenders’ drugs of
choice are alcohol and marijuana. It should be noted that the department's
treatment efforts are geared toward chemical dependency/addictions and not
toward a drug of choice.

Probation and community control admissions for FY 1983-84 totaled 38,948,
with drug offenders accounting for 22 percent (8,667) of these admissions.
In FY 1990-91 total admissions for probation and community control were
77,844, and drug offenders accounted for 29 percent (22,598) of that total.
The most recent major trend in drug abuse is, by all accounts, attributable to
the appearance of crack cocaine (Florida Department of Law Enforcement
1990).

ASSESSMENT PROCEDURE AND THE TIER SYSTEM

Below is a summary of the comprehensive statewide Substance Abuse
Programs that includes an initial assessment phase and a Tier system
offering varying degrees of treatment for identified substance abusers
(Florida Department of Corrections 1990). The department is attempting
to provide the addicted offender with a continuum of care through the Tier
treatment programs. This continuum can result in the offender’s going
from Tier | to Tier IV in a process of successive and successful treatment
experiences. However, in many cases due to sentencing constraints,
offenders will experience only part(s) of the treatment continuum.

Although more than 50 percent of inmates admit to a serious problem with one
or more substances of abuse, it is clear that intensive therapy is not possible for
all. Therefore, an assessment procedure has been implemented at all reception
locations. Inmates sentenced to the Department of Corrections undergo an
assessment to determine the severity of their substance abuse addiction as

well as their readiness for treatment. Through the classification process, an
appropriate level of treatment is recommended.

Treatment programs provided within correctional facilities are identified by four
varying levels of intensity. In concept, inmates would enter the treatment
continuum at the appropriate level for their particular need. However, due to
a variety of factors, such as limited program space and denial (resistance to
treatment), initial placements may sometimes be at a lower level of intensity
than would be required individually. In such instances, one of the treatment
program objectives would be to encourage more intensive followup therapy.
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Each level of treatment in the Tier system has a finite timeframe, and each
focuses on clearcut objectives within those constraints.

Tier |

Tier | is a 40-hour program specifically designed to address the needs of
offenders who (1) have a less-than-severe substance abuse problem,

(2) are believed to have a severe problem but are denying the problem

exists and therefore are not considered ready for treatment, or (3) will

not have the opportunity to go through a longer program due to a very

short sentence. Although primarily designed to provide information as an
educational component, Tier | also introduces group counseling techniques.
In addition, and more importantly, ii serves as the beginning point to essential
followup treatment consisting of continuing group counseling; encouragement
to participate in AA, NA, and other support groups; and referral as appropriate
to a more intensive level of treatment. The Tier | program is provided either
by the department staff or through contractual arrangements with private
providers.

Tier |

Tier 1l is an intensive 8-week residential modified TC program housed within

a correctional institution designed for inmates with serious substance abuse
problems. This treatment level is aimed at those inmates who will not be in the
correctional system long enough to participate in a more extensive program.
Tier Il also serves as a referral mechanism to other levels of treatment such as
long-term community-based treatment, referral to Tier lll, and participation in AA
or NA. This Tier is characterized by frequent individual and group counseling.

Tier 1l consists of three phases. In Phase 1, Orientation, the stage is set for
effective participation in the recovery process. In Phase 2, Treatment, four
major learning themes are addressed: addiction education, life management,
skill building, and relapse prevention. Phase 3, Reentry, involves preparation
for reintegration into either the prison setting or the outside community or
some combination thereof. The process of closure with the treatment program
is completed. To meet program objectives without compromising security,
isolation from the greater institutional population is necessary to the most
practical extent possible. Tier Il services are delivered by department staff
and contracted private providers.
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Drug Treatment Centers

Drug Treatment Centers (DTCs) are the newest component in the Department
of Corrections’ Substance Abuse Programs. This is a statewide system of
regional DTCs for treating minimum- and/or medium-custody inmates.
Emphasis is on those convicted of drug offenses, theft, or burglary and

those who have a cumulative sentence of 5 years or less. New inmates
assessed as being in need of drug treatment have a shortened reception
process and movement is made directly to the DTC in 3 to 7 days.

The entire DTC facility revolves around providing drug treatment services.
Inmates are involved in the TC process 24 hours a day, 7 days a week. The
format is an intensive 4- to 5-month treatment program using phases similar

to those of Tier Il. A structured fitness regimen and nutritional training are
incorporated into the program. The physical training gradually builds fitness
and endurance while emphasizing personal discipline and self- and mutual-help
principles, building team/group cohesion, and improving mental alertness and
relaxation.

Tier 1l

Tier Il is a full-service residential TC program. This treatment component is

6 to 12 months long and is currently provided in a female institution, a male
youthful offender institution, and an adult male institution. Additionally, the
department has contracts with community-based drug treatment programs
throughout the State to provide this service for eligible inmates approaching the
end of their sentences. These contract facilities are designated as Community
Tier 1l TCs. Currently, the department utilizes six such facilities throughout the
State and contracts for a total of 54 beds within those facilities. For placement
at such a facility an inmate must be classified as eligible for community work
release. As an inmate nears his or her release date, recommendations may be
forwarded to the Community Release Unit in the department’s Central Office for
an inmate to be placed at one of the Community Tier Ill facilities.

Description of Therapeutic Community Design

The Tier I, DTC, and Tier Ill programs are based on the TC model. The TC
treatment regimen uses self- and mutual-help approaches, peer pressure, and
role modeling in a structured environment to achieve the recovery goal. Peer
pressure is seen as the catalyst that converts criticism and personal insight into
positive change. High expectations and high commitment from both offenders
and staff support this positive change. TCs provide a 24-hour-a-day learning
experience in which individual changes in conduct, attitudes, and emotions are
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monitored and mutually reinforced in the daily regimen. TCs also offer a
systematic approach to achieve their main rehabilitative objective, which is
guided by an explicit perspective on the drug abuse disorder, the client, and
recovery.

The goals of a residential TC include producing a change in lifestyle, abstinence
from substance abuse, elimination of antisocial activity, increased employability,
and prosocial attitudes and values. The TC approach reinforces anticriminal
modeling, promotes the understanding of social vs. didactic learning, and
stresses the developmental process that occurs in a social learning context.
The TC approach to treating substance-abusing offenders has produced
positive research findings in the areas of outcomes, treatment retention, and
special populations (De Leon 1984; Hubbard et al. 1988).

Day or Night Treatment

A new concept within the department, this program provides a structured
schedule of treatment services that includes a minimum of 16 hours of activities
per week, 6 of which occur in individual, group, or family therapeutic sessions.
Services provided in this structured outpatient setting are consistent with the
services provided in the residential programs, except that the outpatient program
is conducted during the day, evening, or weekend hours to accommodate the
inmates’ institutional work schedule. Day or night treatment serves
approximately 40 inmates every 4 to 6 months and requires two contracted
counselors for staffing each program.

Tier IV

Tier IV is designed specifically to provide counseling services to inmates
assigned to Community Correctional Centers by means of contracted services.
This outpatient/aftercare treatment strategy focuses on relapse prevention
and supportive therapy. This 10-week program involves inmates during the
afternoon and/or evening prior to or after work and includes 8 weeks of
counseling, group attendance at AA or NA meetings, and educational groups.
During the final 2 weeks, inmates are prepared for community reentry. The
relapse prevention program is essential for this reentry process. Group,
individual, and family counseling sessions are held, and relapse prevention
plans are completed. Emphasis also is placed on developing and cementing
connections with community-based drug treatment programs, self-help support
groups, and other aftercare services.
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Substance-Abusing Offender Treatment Information Network

The Substance-Abusing Offender Treatment Information Network is not a
specified criminal justice or treatment program; rather, it is an information
system. The Network is a prescribed mechanism for transferring information
on drug offenders from one agency serving the drug-involved offender to
another so that a treatment intervention history can be developed. The goals
of the Network are (1) to channel information on drug treatment and other
drug interventions from one system component to the next, (2) to encourage
continuity of treatment and structured intervention with the drug-involved
offender, (3) to link all system components to ensure continuity of care, (4) to
define what action each unit will take to pass on intervention or treatment
information and what action will be taken once information is received, and
(5) to support research and evaluation on the effectiveness of offender
treatment. All criminal justice and treatment programs that provide specialized
services to the substance-abusing offender are participants of the Network.
Each program is encouraged to establish formal procedures that define how
the Network will be implemented in the respective agencies.

This information system is built on the premise that length of treatment with the
drug-involved offender correlates with a favorable treatment outcome (Hubbard
et al. 1988; Leukefeld and Tims 1988). The system is a structured method to
enhance the time an offender spends in treatment and to link components of
treatment in a systematic mode. Programs involved in the Network, in addition
to the Tier programs, include Treatment Alternatives to Street Crime (TASC),
jail treatment programs, postrelease supervision programs, community-based
treatment agencies, probation, parole, and community control. Brief
descriptions of these programs follow.

Treatment Alternatives to Street Crime. TASC programs provide screening,
assessment, treatment referral, and case management services. TASC staff
members serve as brokers to ensure that treatment placement is secured

and that progress in treatment is reported to the referring criminal justice
agency.

Jail Treatment Programs. Across the State, these programs provide

in-jail substance abuse education and treatment services. These services
are usually provided by local TASC or community treatment programs under
contract with the local county corrections authority. Offenders may be linked
with probation upon completion of their jail sentence. They may be referred
to TASC or to community treatment programs.
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Postrelease Supervision Programs. In FY 1990-91 more than 35,000
inmates were released from the Department of Corrections (Florida Department
of Corrections 1990). Upon completion of their sentences, offenders were
either released on parole or released under one of several programs that
provide for supervision once back in the community. These programs include
the following:

* Provisional release. This program provides released offenders with
up to 90 days of supervision by a probation officer. Treatment can be
required as a condition of granting release.

« Control release. This program operates like parole. The control release
agreement can require treatment and other performance conditions.

* Conditional release. The parole commission controls access to this program
and can require involvement of up to 2 years. This program usually is used
for violent or sex offenders.

¢« Community Correctional Centers (Tier IV). Offenders in this program are
still serving their sentences while living and working in the community. In
the Tier IV program, offenders are required to participate in specialized
treatment.

Community-Based Treatment Agencies. Florida has an established network
of community-based prevention and treatment agencies. These agencies
provide a variety of treatment modalities, including detoxification, methadone
treatment, short- and long-term residential programs, halfway houses, day
treatment, drug-free outpatient services, and support groups. The courts,
probation services, and institutions have a history of making referrals to these
programs. A recent survey of treatment agencies offering residential services
revealed that at least 50 percent of the clients being served had some form of
criminal justice involvement (Hubbard et al. 1988).

PROBATION AND PAROLE SERVICES

In the realm of Florida’s supervised population, substance abuse also

has increased. In FY 1988-89, a total of 34.3 percent of all offenders in
community supervision programs carried a primary offense in the category

of narcotic sales, manufacture, or possession. More significantly, 54.6 percent
of offenders on community supervision during that same period admitted their
involvement with substance use and abuse. Probation officers reported that

7 out of 10 offenders on their caseloads in FY 1990-91 have some degree of
problem with substance abuse, which amounts to 70 percent of the daily
population of 100,000 offenders supervised by Probation and Parole Services.
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It has become apparent to Florida lawmakers and the criminal justice
community that building more prisons cannot be the cure-all for this problem.
The focus is now on community-based alternative methods that impose a
range of sanctions to hold the substance-abusing offender accountable and
that serves to divert this population from limited prison beds. Strategies such
as front-end, early intervention and a well-defined system of Intermediate
sanctions seem to offer possible solutions.

Florida Probation and Parole Services launched a program in 1988 to address
the problem. Since that time, the program has continued to experience rapid

growth and is now considered to be a comprehensive effort that is an integral

component of the community-based supervision mission.

The major goal of the substance abuse programs continues to be the
identification, intervention, and affording of treatment opportunities when
warranted for offenders who have a substance abuse problem and addiction.
The major components of the program remain unchanged: staff training,
drug testing, and substance abuse treatment and evaluation through data
collection and analysis.

An intense effort has taken place in the past 2 years to develop mutual
strategies on how to deal effectively with the substance-abusing offender.

Much of that effort can be attributed to the Probation and Parole Services

drug specialist staff as well as community-based treatment providers assigned
to the courts who are responsible for educating and informing the major players
in the criminal justice system about drug testing and the continuum of treatment
services available.

In 1988 an initial appropriation of $500,000 was earmarked for the effort.
Program implementation was affected most significantly by the mandate,
providing that all offenders convicted of controlled substance violation would
receive random substance abuse testing intermittently throughout their term
of supervision. Thus, Probation and Parole Services was challenged with
designing and implementing a substance abuse program that was to focus
on two primary areas, testing and treatment.

State funding for substance abuse jumped to $2.1 million the second year,
which allowed further enhancements to the program. However, mandated
budget cuts reduced allocated funds by half. Sixty additional residential
treatment beds were brought online, helping to alleviate a critical shortage of
inpatient services available to offenders. In addition, five specialized staff
positions were established in each of the geographical regions of the State.
These regional drug specialists serve as coordinators and managers of an
expanding substance abuse program.
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During FY 1990-91 the program received an infusion of Federal block grant
funds to supplement State funds. Total funding for the program was $3 million.
This enabled the department to establish circuit drug specialists in each of

the 20 judicial circuits, which further localized and facilitated the day-to-day
operation of the substance abuse programs. Additional funds were provided
for more residential treatment beds as well as an increase in outpatient
services. It was no longer acceptable for a substance-abusing offender to

be placed on community supervision and not be afforded opportunities for
treatment to deal successfully with his or her substance abuse addiction.

During FY 1988-89 when the testing initiative began, 15,000 offenders were
drug tested. The statewide results presented a 33-percent positive rate. The
following year (FY 1989-90), the number of offenders tested had risen to nearly
50,000, with the positive rate dropping to 25 percent.

The most recent statewide data (FY 1990-91) show that more than 145,000
drug tests were administered to offenders. Although the number of tests
continued to rise, the positive rate decreased to 18 percent, its current level.

The department considers the program to be an unqualified success.
Countless line probation officers have detailed the significant change in
behavior demonstrated by some of the offenders who successfully completed
the various substance abuse programs. The successful completion rate of
offenders placed in nonresidential/outpatient programs was up 10 percent
over FY 1989-90. The successful completion rate for offenders sentenced to
residential treatment programs was 62.2 percent. This exceeds the rate of 50
percent for FY 1989-90. The overall success/completion rate of all treatment
programs exceeded 60 percent.

Because of the apparent success of both prison-based and community-based
treatment programs, the Governor and legislature made a commitment through
legislation and appropriations to radically increase the number of community-
based treatment beds for substance-abusing offenders. During the 1991
legislative session, the centerpiece of Florida Governor Lawton Chiles’
legislative package was a new initiative called the “Community Corrections
Partnership Act.” The Partnership Act has been designed to create additional
and more effective intermediate sanctions for an identified portion of the
offender population that could best be served and sanctioned in the community.
The thrust of this act binds the State and individual counties in an effort to
develop a range of credible interventions for this targeted group of offenders,
while allowing violent, more serious, or chronic offenders to remain in prison
for longer periods.
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This new legislation appropriated $150,000 as a grant award for the first year.
Additionally and more significantly, $4.2 million has been assigned to establish
570 nonsecure treatment beds for the drug offender. Startup funds also were
appropriated for the construction and operation of another 90-bed secure drug
facility, as well as a 256-bed work camp to divert offenders from incarceration
in State prisons. Part of this act also creates an additional supervision sanction,
Drug Offender Probation, that is designed to blend certain features of the
Community Control Program with regular probation. In this program, individual
offender drug treatment is emphasized, drug testing is mandatory, and reduced
caseloads of 50 offenders to 1 officer are utilized.

Florida has learned that along with Federal and State sanctions and funding
there is also oversight and accountability. This requires a reporting system
that is capable of producing timely, complete, and credible information. As
Probation and Parole Services substance abuse programs have continued
to expand, so has the volume of data that must be collected, analyzed, and
reported to various entities.

A new automated system is in place that allows capability for two vital functions.
First, offenders participating in substance abuse services can be tracked by
probation and parole. In conjunction with this, a treatment history is established
on the database for each offender, which is useful in individualized treatment
planning. Second, the system is capable of producing batch reports that
compile and format the data required by various funding entities. The system’s
ability to store information allows the department to conduct dispositional
studies, monitor program objectives, and review performance of contracted
treatment vendors.

During FY 1990-91 a total of 9,018 offenders were provided grant-funded
treatment services. In addition to this figure, a significant number of other
offenders received treatment through personal payment, county-funded
programs, and third-party insurance reimbursements. Noting that available
treatment resources in Florida are limited, additional offenders would have
been placed in treatment had additional funding and appropriate referral
sources been available.

These are exciting times of change and growth in the area of substance
abuse programing for Florida’s community supervision programs. Further
expansion of services is now on the horizon through the enactment of the
Community Corrections Partnership Act. This new challenge IS certain to
provide enhanced opportunities for the agency to continue its past success
in “making a difference” through effective substance abuse programing.
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DRUG ABUSE TREATMENT RESOURCE CENTER

The department also has implemented a Drug Abuse Treatment Resource
Center, which is responsible for the accumulation, distribution, and publication
of various materials regarding substance abuse for counseling staff and for
inmate use. A monthly newsletter is used to exchange innovative information
and to list new films, tapes, and publications. This creates a network for the
best use of resources.

RESEARCH

Treatment programs are only as effective as the evaluation of those

programs. Evaluation produces specific data without which any generalization,
revision, or improvement effort is guesswork and the results are not always
those intended. Evaluation is usually a process that is planned along with
initial program stages and continues long afler the program is implemented.
An effective evaluation produces an ongoing report on the program’s
implementation, operation, and accomplishment of its objectives.

Given this premise, the Florida Department of Corrections’ Substance Abuse
Programs recognizes three components of the evaluation of its drug abuse
treatment (Tier) programs: screening and assessment, process evaluation,
and outcome evaluation. The significance of these components’ interaction
also is recognized. Therefore, in its evaluation plan, the department has made
every effort to establish the proper professional settings for developing and
implementing these three components.

Screening and Assessment

The program’s main objectives are to identify substance abusers, to assess the
severity of their problems, to measure their readiness for treatment, and finally,
to recommend them to an appropriate treatment program. These objectives are
accomplished through inmate testing and interviewing at the time they enter
reception centers for classification.

The purpose of the screening is to identify substance abusers. Given the
number of inmates entering reception centers (more than 40,000 annually)
and the length of time they stay (usually 10 days) before being assigned to
other institutions, this identification must be done quickly to have time for
assessment. A Modified Addiction Severity Index (MASI) is used for this
purpose. This four-item test is administered to groups of inmates and scored
shortly after the session. Inmates scoring 3 to 8 on this test will automatically
become candidates for assessment.
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An indepth interview by a clinical social worker (CSW) is the major component
of the assessment procedure. During this interview, two assessment
instruments are used: the ASI and the Readiness for Treatment Scale. Other
factors considered in the assessment process include documented history of
substance use, referral or recommendation for treatment from other sources,
type of offense, and inmate’s request for treatment. Test results, combined with
the CSW’s overall knowledge of inmate status, determine the type of treatment
recommended for the inmate.

Process Evaluation

Process evaluation usually is conducted to establish and maintain program
integrity. It ensures that the program is implemented according to the intended
criteria and is achieving its objectives. Process evaluation consists of an
ongoing review of the program’s operational procedures, which are adjusted
according to evaluation outcomes. Procedures used in the process evaluation
include site visits, group meetings, training programs and workshops, data
collection and analysis, and program adjustments.

Outcome Evaluation

The department’s evaluation plan includes measuring the following indicators:
inmates’ participation and their rate of completion of the treatment program;
changes in inmates’ psychology, specifically their attitudes toward drug abuse;
inmates’ rate of recidivism; and employment stability. An improvement in any
one of these outcomes will be studied further for relationships to the treatment
provided through Tier programs.

It is to be noted that alcohol and other drug abuse is not used as an outcome
measure because the vast majority of inmates released from Florida prisons
either have no postrelease constraints or minimal day constraints. Thus, any
alcohol or other drug followup testing would require volunteers, and it is
believed that this would invalidate any research results since only those least
likely to relapse would voluntarily participate.

The following instruments are among those used in the outcome evaluation.

Knowledge Test (Tier ). Based on the content and objectives of Tier I,
a general knowledge test has been developed. Using a pretest-posttest
comparison, this test measures inmates’ knowledge about drugs and their
physiological and psychological effects. The results also can be compared
against test scores from a control group selected from the same population

122



Psychological Measures (Tiers II-lll). Inmates’ knowledge gain, although
encouraging, would not be sufficient to justify the resources allocated for
an elaborate treatment program. Considering the therapeutic approach of
the Tier programs and their anticipated effects on inmates’ personalities,
fundamental psychological changes are expected. These changes are
examined using the Brief Symptoms Inventory (BSI), which is given to all
incoming program participants and to all program graduates. The BSI is a
53-item test extracted from the SR-90 that was developed by Leonard R.
Derogatis, Director of the Division of Medical Psychology, Johns Hopkins
University. The BSI measures nine psychological indices: somatization,
obsessive-compulsiveness, interpersonal sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid ideation, and psychoticism. The results
of the first round of BSI testing indicated significant improvement in these
indices for inmates who participated in treatment programs (Darabi 1991 a).

Followup Measures (Tiers I-IV). To collect demographic inmate information,
the Florida Department of Corrections’ database is used for followup studies.
Variables such as reincarceration are obtained and examined in light of the
inmates’ participation in and completion of the treatment programs. As a part
of ongoing evaluation of the programs, the initial recommitment study for Tier
programs was conducted in July 1991 (Darabi 1991 b). The results of this study
showed a significant reduction in recommitment rates for inmates who have
been through the Tier programs.

SUMMARY

The Florida Department of Corrections has worked diligently to plan and
implement a system of comprehensive institutional and community-based
programs. These programs strive to establish a functional, cost-effective
continuum of care for incarcerated individuals while providing necessary
linkages essential to transferring inmates back into society with the knowledge
and social skills necessary to lead a drug-free life. It is believed that a viable
working model has been developed that will offer inmate services and,
ultimately, afford them the opportunity and appropriate linkages to continue
treatment as needed after incarceration.

REFERENCES

Darabi, G.A. Psychological Impact of Tier Programs: An Outcome Evaluation.
Program Report. Florida Department of Corrections, Bureau of Planning,
Research and Statistics. Tallahassee, FL, March 1991a.

Darabi, G.A. Tier Programs Outcome Evaluation: A Recommitment Study.
Program Report. Florida Department of Corrections, Bureau of Planning,
Research and Statistics. Tallahassee, FL, July 1991b.

124

318-269 0 - 92 - 5 QL3



De Leon, G., ed. The Therapeutic Community: Study of Effectiveness.
National Institute on Drug Abuse Treatment Research Monograph Series.
DHHS Pub. No. (ADM)85-1286. Washington, DC: Supt. of Docs., U.S.
Govt. Print. Off., 1984.

Florida Department of Corrections. Annual Report. Tallahassee, FL, 1988.

Florida Department of Corrections. Probation and Parole Testing and
Treatment Update. Tallahassee, FL, 1990.

Florida Department of Corrections, Bureau of Planning, Research and
Statistics. Tallahassee, FL, 1991.

Florida Department of Corrections, Substance Abuse Programs. Inmate
Assessment Annual Report. Tallahassee, FL, 1989.

Florida Department of Law Enforcement. Crime in Florida: Uniform Crime
Report. 7989 Annual Report. Tallahassee, FL, January 1990.

Hubbard, R.L.; Collins, J.J.; Rachal, J.V.; and Cavanaugh, E.R. The criminal
justice client in drug abuse treatment. In: Leukefeld, C.G., and Tims, F.M.,
eds. Compulsory Treatment of Drug Abuse Research and Clinical Practice.
National Institute on Drug Abuse Research Monograph 86. DHHS Pub. No.
(ADM)89-1578. Washington, DC: Supt. of Docs., U.S. Govt. Print. Off.,
1988. pp. 57-80.

Leukefeld, C.G., and Tims, F.M., eds. Compulsory Treatment of Drug Abuse:
Research and Clinical Practice. National institute on Drug Abuse Research
Monograph 96. DHHS Pub. No. (ADM)89-1578. Washington, DC: Supt. of
Docs., US. Govt. Print. Off., 1988.

AUTHORS

Wilson C. Bell, M.E.D.
Assistant Secretary for Programs

James G. Mitchell, B.S.
Director
Adult Services Programs Office

Jennifer Bevino, M.A.
Director
Substance Abuse Programs

Abbas Darabi, Ph.D.

Research Associate
Bureau of Planning, Research and Statistics

124



Richard Nimer, M.A.
Correctional Program Administrator
Probation and Parole Service

Florida Department of Corrections
2601 Blairstone Road
Tallahassee, FL 32399-2500

125



Comprehensive System Development
in Corrections for Drug-Abusing
Offenders: The Wisconsin Department
of Corrections

Gerald L. Vigdal and Donald W. Stadler

INTRODUCTION

One of the salient facts of the late 1980s has been the reemergence of public
awareness and concern over drug abuse and, in particular, its relationship to
crime. After more than a decade of neglect and attempts to deal with crime by
an ever-increasing rate of incarceration, a new consensus has developed that
the resolution of the crime problem in society is intertwined with the solution

to problems of drug abuse and addiction. The relationship between crime and
drugs has been well researched (Ball et al. 1983; Chaikin and Chaikin 1982;
Elliott and Huizinga 1984; Gandossy et al. 1980; Johnson et al. 1985, 1988;
McGilothlin et al. 1978), leaving little doubt regarding the association. Research
on arrestees with the Drug Use Forecasting system (Bureau of Justice
Assistance 1989) and on incarcerated offenders (Bureau of Justice Statistics
1988) clearly points to drug use at much higher rates compared to those of the
general public. It also has been documented that as an offender's drug use
declines there is a concomitant reduction of criminal activity (Ball et al. 1987;
Nurco et al. 1985, 1989; Shaffer et al. 1987).

The impact of drug-related crime and the resultant societal frustration have
placed an overwhelming burden on the criminal justice system. Police, courts,
prisons, and probation caseloads have become clogged as drug offenders

are arrested, prosecuted, and sentenced to supervision or incarcerated in a
correctional facility. A variety of technological coping strategies have been
employed that earlier might have met with considerable resistance: widespread
urine testing, electronic monitoring of offenders, and various furlough and early
release programs. Along with the increase in correctional populations has
come a renewed interest in treatment. Research from the Drug Abuse
Reporting Program (Simpson and Sells 1982) and the Treatment Outcome
Prospective Study (Hubbard et al. 1989) provides strong evidence that
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treatment can be effective with drug abusers. Studies of particular programs
or specific treatment modalities (De Leon 1984; McLellan et al. 1986) also
have documented success with drug-abusing offenders.

Even with these areas of demonstrated success, there is agreement within the
corrections profession that more needs to be done if the criminal justice system
is to survive. It is clear, for example, even to the most casual observer that
under current conditions offenders retain wide latitude to avoid treatment or

use treatment as a bargaining chip to evade responsibility for criminal behavior.
Due to these “cracks” in the system, there are substantial numbers of offenders
whose exposure to treatment has been largely superficial and clearly insufficient
to effect meaningful change. In addition to earlier identification, more effort is
required to place and retain offenders in treatment if the benefits of treatment
are to be realized (Bureau of Justice Assistance 1989).

To achieve these benefits a more systematic approach is required to meet

the challenges posed by the drug-taking offender. The National Drug Control
Strategies (Office of National Drug Control Policy 1989, 1990) have called for
an approach that incorporates various elements of treatment, prevention, and
supply and demand reduction. Critics have criticized the Federal plan primarily
on the basis of overemphasis on enforcement, but the overall strategy appears
sound. If an element is missing, it is the role that criminal justice, particularly
corrections, can play in focusing the overall effort. Correctional agencies are in
many ways ideally suited for developing a comprehensive approach that can
enhance the effectiveness of courts, police, and treatment providers. This is
particularly true of those correctional agencies that incorporate the functions
of incarceration along with probation and parole supervision within a single
administrative structure. The experience of the Wisconsin Department of
Corrections (DOC) in adopting a system-wide approach indicates the potential
of such systems.

THE WISCONSIN EXPERIENCE

Wisconsin’s specialized substance abuse programing began in 1975 with
the opening of a treatment unit for alcohol abusers. A 6-week, social skills-
based program was designed to treat these offenders just before release.
Emphasis was on alerting the parole agent to the offender’s participation

in the program and involving the agent in planning when possible. A final
assessment memo summarizing progress and problems was delivered
immediately upon completion of the program so that the agent could follow
through. Followup research comparing program admissions to an untreated
group of similarly selected offenders documented program effectiveness
(Vigdal et al. 1980).
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Early in this program’s existence the positive response from parole agents led
to the establishment of an Alternative to Revocation (ATR) component that
remains today. The ATR component began when a parole officer proposed
placing an offender, whose supervision was being revoked because of a series
of alcohol-related violations, into the program. Recognizing that a successful
revocation would mean that this offender would have to spend longer than a
year in prison before receiving the needed social skills program, the agent
requested and received permission to place the offender in the prison program
and then return him directly to community supervision. Thus, considerable
prison time/bed savings were realized, the program was completed, and

the offender finished his community supervision. Recent data (D.W. Stadler,
personal communication, March 1990) on ATR placements show that
approximately 50 percent of offenders placed in ATR status complete the
program and return to community supervision. Currently, in spite of severe
overcrowding, 10 percent of treatment beds are reserved for ATR clients who
are unable to secure appropriate community treatment, and one-half of a 40-
bed minimum-security residential facility has been converted to an ATR center
specifically for the provision of substance abuse treatment to those offenders
facing revocation.

Success with the initial alcohol treatment program spurred development of two
other special treatment programs, which were created for inmates whose drug
of choice was primarily a drug other than alcohol. In 1981, for administrative
purposes, all three programs were consolidated into a single treatment center.
Today, the center is a 150-bed facility with 600 to 700 admissions annually;
each treatment program maintains a separate identity while serving a different
subpopulation of inmates. The original alcohol program was lengthened to 8
weeks but retained its focus on skills training and relapse prevention. A 9- to
12-month residential therapeutic community (TC) also was developed for
drug addicts that coupled traditional confrontation techniques with Yochelson
and Samenow’s theories on criminal thinking and the “criminal personality”
(Yochelson and Samenow 1975, 1977). The third drug program was added to
target younger, nondependent drug abusers with a more cognitively oriented
approach. Thus, a range of programing was offered that forced attention on
assessment procedures to match the needs of offenders to the treatment
programs. The desirability for assessment standardization quickly led to a
major effort to develop a unified substance abuse screening instrument.

THE SCREENING BATTERY
An early success involved the discrimination of treatment program

subpopulations on the easily administered self-report instruments of
alcohol dependence symptoms (the Alcohol Dependence Scale [ADS])
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and involvement with other drugs (the Offender Drug Use History [ODUH]).
These instruments were dimensional-based and appeared to capture best the
distinction between those in need of the alcohol program and those in need of
the TC program. Differentiating the populations for the two drug programs
proved more difficult and grew more acute when it became necessary to assess
all needs at reception to the prison system. The solution was to expand the
battery to include other offender characteristics that research had shown to
be related to the treatment outcome of substance abusers (McLellan et al.
1983; Woody et al. 1985; Svanum and McAdoo 1989; Kosten et al. 1989).
The resulting multifaceted assessment battery is a marriage of dimensional
and categorical measurement approaches that utilizes both substance use
and abuse and other client features to rapidly identify offenders with similar
behavior and need profiles. Thus, clients can be assigned to the type of
substance abuse programing that most effectively addresses their problems,
which represents a commitment to the philosophy that treatment is more
effective when program content/techniques are most closely matched to client
characteristics (Glaser 1980).

The “matching” with this battery is achieved by assessing the offender on four
major dimensions: alcohol dependence, other drug involvement, psychiatric
impairment (Gawin and Kleber 1986; Khantzian and Treece 1985; Marsh et
al. 1988; Mirin et al. 1988; Rounsaville et al. 1985; Weiss et al. 1988), and
psychopathic tendencies (Gertsley et al. 1990; Woody et al. 1985). These
dimensions are viewed as a continuum, but cutting points were identified
through an iterative process of clinical experience, review of research on
assessment and treatment effectiveness, and field testing.

The battery currently includes four instruments to measure these critical
dimensions: the ADS, the ODUH, the Client Management Classification
Interview (CMC), and the Megargee offender typology derived from the
Minnesota Multiphasic Personality Inventory (MMPI).

Alcohol Dependence Scale

The ADS (Skinner and Horn 1984) is a 25-item, self-report instrument that
assesses the severity of alcohol dependence (Edwards and Gross 1976) as
defined in the World Health Organization’s International Classification of
Diseases-Release Nine (World Health Organization 1977). Items for the
ADS were culled from a longer parent instrument, the Alcohol Use Inventory
(Horn et al. 1977), which the Wisconsin DOC used in the developmental phase
of the battery. Research using the Alcohol Use Inventory (Berglund et al. 1988;
Skinner 1981; Wanberg and Horn 1985, 1987) and experience with that
instrument strongly support the ADS as the primary discriminator among clinical
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populations (inpatient vs. outpatient; first admission vs. readmission). It was
determined that the ADS could be substituted without loss of significant
information (Lettieri et al. 1985).1

Offender Drug Use History

The ODUH (table 1) contains a brief substance abuse treatment history and
usage measures for 10 drugs or drug classes identified in the substance use
disorder section of the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (Third Edition) (American Psychiatric
Association 1980). The same classes also appear in the 1987 revision
(Diagnostic and Statistical Manual of Mental Disorders: Third Edition-Revised)
(American Psychiatric Association 1987) under psychoactive substance
disorders. The drug scale is computed from the self-reported use of several
commonly abused illicit drugs and converted to represent one of three levels of
increasing involvement with other drugs (Donovan and Jessor 1983; Kessler et
al. 1976).

TABLE 1. Offender drug use history

NAME

(Last Name) (First Name) (M.L)
DATE AGENT NO. S
DOC # SITE REFERRED BY:

Circle th