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Executive Summary Exec - 1 

Executive Summary 

Only 61 percent of state correctional facilities provide substance abuse treatment. 

Notwithstanding a significant infusion of federal funds to support residential sub-

stance abuse treatment in prisons, the percentage of state prisoners participating in 

such programs has declined from 25 percent in 1991 to 10 percent in 1997. The 

policy shortfall is clear: Prisoners are not getting the drug treatment programs that 

would reduce their drug abuse and criminal behavior. 

It is clear that we need to understand what happens as correctional agencies 

bring drug treatment into their systems. There are, perhaps, conflicting expecta-

tions, systems constraints, and philosophies. There are yet-to-be-specified roles 

that federal agencies might play to assist the integration of treatment into correc-

tions. 

The goal of this collaboration between the Urban Institute and the National In-

stitute on Drug Abuse was to help inform the development of a research agenda 

that can address the unique circumstances of the criminal justice environment and 

the challenges posed by the integration of treatment services and a public health 

orientation into this environment. 

To help achieve this goal, this report presents results from a review of the lit-

erature for six different dimensions bearing on drug treatment in the criminal jus-

tice correctional system. These dimensions are: 

• prevalence of drug abuse needs, 

• screening and assessment, 

• treatment programs and approaches, 

• treatment effectiveness, 

• linkages to post-release supervision, and 

• barriers to implementing drug treatment. 
 

The literature reviews necessarily were broad in scope. The aim was to high-

light research findings, issues, and gaps most relevant to developing research-

based strategies for promoting and developing effective correctional drug treat-

ment approaches. 
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Incarceration Trends 

• Incarceration trends among states and in the federal 
prison system increased dramatically throughout the 
past two decades, with a growth of 240 percent in the 
incarceration rate between 1980 and 1999 to almost 
500 per 100,000 residents. 

• The state and federal prison system nearly quadrupled 
over a 20-year time span, from 320,000 in 1980 to 1.3 
million in 1999, with 1,179,214 inmates in state pris-
ons and 131,496 inmates in federal prisons. 

• Incarceration of drug offenders was by far the leading 
cause of increased correctional populations, account-
ing for 33 percent of the overall prison growth be-
tween 1980 and 1999. 

• In 1980, the drug incarceration rate was 15 per 
100,000 adults, but by 1996, the rate had increased to 
148, representing approximately a 900 percent in-
crease in a 17-year period. 

• The increased drug incarceration rate was largely 
attributable to increases in drug arrests and to in-
creased incarceration of those arrested for drug of-
fenses. Approximately one-third of the growth in drug 
incarceration was due to increased arrests, and the re-
maining two-thirds to increases in the conversion of 
drug arrests into prison sentences. 

• Growth in the incarceration of drug offenders does not 
necessarily indicate increased demand for drug treat-
ment, but highlights the increasing role of drugs in 
corrections and the broader context in which drug 
treatment endeavors are situated. 

Expenditure Trends 

• Federal, state, and local expenditures on corrections 
grew by more than 400 percent from 1982 to 1997, 
from approximately $10 billion to $45 billion. Expen-
ditures steadily increased for much of the 1980s, be-
fore rising more rapidly during the 1990s. 

• Incarceration trends were driven primarily by in-
creased drug incarceration rates, thus the increase in 
correctional expenditures represents a significant in-
vestment in the incarceration of drug offenders. 

• Consistent and accurate estimates of expenditures on 
treatment, especially for drug treatment, are not read-
ily available. However, estimates compiled by the 
Center on Addiction and Substance Abuse indicate 
that in 1996 less than 5 percent of state prison budgets 
went toward drug treatment, and that less than 1 per-
cent ($25 million) of the federal prison budget was 
targeted for drug treatment, including drug abuse edu-
cation, residential counseling services, and community 
transitional services. 

• Aggregate prevalence estimates mask considerable 
variation among states. For example, some states re-
port spending less than 1 percent of their correctional 
budget on treatment, while others report spending up 
to 22 percent. Many states are not able to separate in-
mate programming costs from general operations ex-
penditures. 

• On a national level, over $3 billion in funds went to 
drug treatment in 2000, compared with $2 billion to 
drug prevention and $9 billion to the criminal justice 
system. 

• If international drug control efforts, interdiction, re-
search, and intelligence are included, over $18 billion 
was spent on drug control efforts in 2000. 

 

  

EXECUTIVE SUMMARY Chapter 1. Prison Growth, Drug Abuse, and Treatment in the 
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Prevalence of Drug Use 

Arrests 

• The Arrestee Drug Abuse Monitoring (ADAM) Pro-
gram indicates that at least 50 percent of adult male 
arrestees test positive for at least one of the NIDA-5 
drugs (cocaine, marijuana, methamphetamine, opiates, 
PCP), with higher prevalence rates for certain sites 
(e.g., 77 percent in San Antonio). 

Jails 

• Among jail inmates in 1996, 74 percent reported past 
drug involvement, as defined by regular use of drugs, 
receipt of drug treatment, intravenous use of drugs, 
and being sentenced for past drug offenses. 

• Among convicted jail inmates in 1996 using drugs in 
the month prior to arrest, 37 percent used marijuana or 
hashish, 24 percent used cocaine or crack cocaine, 10 
percent used stimulants, 9 percent used heroin or opi-
ates, 6 percent used depressants, 5 percent used hallu-
cinogens, and 1 percent used inhalants. Thirty-six per-
cent reported using drugs at the time of their offense. 

• Among jail inmates tested for drugs in 1998, 10 per-
cent tested positive for use of one or more drugs. 

• Half of all jail inmates in the United States in 1998 
were in jails that test for drug use. 

State and Federal Prisons 

• Few reliable estimates of the prevalence of drug use, 
drug abuse, and drug dependency/addiction in jails 
and state and federal prisons exist. In one study, state 
officials estimated that 70 to 85 percent of their in-
mates needed drug treatment, and the Federal Bureau 
of Prisons has estimated that in 1996, 31 percent of 
their inmates needed treatment. 

• In 1997, 83 percent of state and federal inmates re-
ported ever using any drugs—77 percent for mari-
juana/hashish, 49 percent for cocaine/crack, 29 per-
cent for hallucinogens, 28 percent for stimulants, 25 
percent for heroin/opiates, 24 percent for depressants, 
and 14 percent for inhalants. 

 

 

• In 1997, 57 percent of state and federal inmates re-
ported using drugs in the past month—39 percent for 
marijuana/hashish, 25 percent for cocaine/crack, 9 
percent for heroin/opiates, 9 percent for stimulants, 5 
percent for depressants, 4 percent for hallucinogens, 
and 1 percent for inhalants. 

• In 1997, 33 percent of state and federal inmates reported 
using drugs at the time of their offense. 

Drug Abuse and Drug Dependency Disorders 

• Few studies systematically provide a rigorous assess-
ment of the prevalence in correctional facilities of 
drug abuse and drug dependency/addiction disorders, 
as defined by the American Psychological Associa-
tion’s Diagnostic Statistical Manual, fourth edition 
(DSM-IV). 

• A Bureau of Prisons study conducted in 1991 indi-
cated that 20.9 percent of inmates met the criteria for 
drug abuse disorder and 30.8 percent for drug depend-
ency disorder, for a combined prevalence of 51.7 per-
cent having either type of disorder. 

• The importance of distinguishing between self-
reported drug use and clinically defined substance use 
disorders—such as drug abuse disorder and drug de-
pendency disorder—lies in the fact that self-reported 
accounts of prior drug use likely overestimate the need 
for drug treatment. However, there increasingly is evi-
dence that not all individuals are equally likely to 
become addicted after initial use of a drug. Such dis-
positions or risks may be reflected in self-reported use 
statistics, especially those focusing on drug use in the 
month prior to arrest or at the time of the offense. 
However, at present, it remains unknown whether or 
to what extent this is true and, more generally, 
whether and to what extent self-report statistics over-
estimate the prevalence of drug addiction. 
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Drug Treatment in Corrections 

• There are few precise estimates of drug treatment in 
correctional settings. In one study conducted in 1996 
by the Center on Addiction and Substance Abuse, 
state officials estimated that while 70 to 85 percent of 
their inmates needed drug treatment, only 13 percent 
received any. By contrast, the Federal Bureau of Pris-
ons estimated that while 31 percent of their inmates 
needed treatment, only 10 percent actually received 
any. 

• According to a national survey of state and federal 
prison inmates by the Bureau of Justice Statistics, 24 
percent of state and federal inmates participated in 
some type of alcohol treatment or program in 1997. In 
that same year, 9.7 percent (101,200) of state prison 
inmates received drug treatment after admission, 
down from 24.5 percent (169,700) in 1991. Among 
federal prison inmates in 1997, 9.2 percent (8,100) re-
ceived drug treatment, a decline from 15.7 percent 
(8,300) in 1991. 

• Of inmates receiving drug treatment in state or federal 
prisons, approximately half were placed in residential 
facilities and the other half received counseling, with a 
small fraction receiving any type of maintenance drug 
therapy. 

• Using recent prison survey data from the Bureau of 
Justice Statistics, a conservative estimate is that 
150,000 inmates in 1997 needed drug treatment but 
did not receive it. A more realistic and less conserva-
tive estimate is that 420,000 inmates needed some 
form of drug treatment but did not receive it. A more 
liberal estimate, based on the questionable assumption 
that 75 percent of the state prison population requires 
drug treatment in any given year, is that 680,000 in-
mates needed but did not receive drug treatment in 
1997. 

 

• Whether the more conservative or liberal estimates of 
the treatment need/service gap are relied upon, there is 
a clear indication that many prison inmates who need 
treatment are not receiving it. This gap persists and 
has been increasing despite a considerable infusion of 
federal dollars into substance abuse treatment. Yet 
even with such infusions, in absolute numbers, state 
prisons have decreased drug treatment for inmates, 
with those receiving drug treatment declining from 
169,700 inmates in 1991 to 101,200 inmates in 1997. 
The decline is significant because it stands in contrast 
to data indicating that state and federal correctional 
facilities operating as alcohol/drug treatment institu-
tions rose from 92 in 1990 to 192 in 1995, and that 97 
percent of correctional facilities offer drug and alcohol 
counseling. 

Public Support for Drug Treatment 

• Public concern about drug abuse peaked during the 
late 1980s and then subsequently and dramatically re-
turned to considerably lower levels. In 1989, 38 per-
cent of the American public viewed drug abuse as the 
single most important problem facing the country. A 
decade later, only 5 percent of the public expressed 
this view. 

 



 

Executive Summary | Chapter 1 Exec - 5 

Key Research Questions 

• Among newly sentenced offenders, how widespread is 
the need for drug treatment of various kinds? That is, 
what is the prevalence not only of drug use, but of 
drug abuse and drug dependency/addiction, for spe-
cific types of drugs (heroin, cocaine/crack, alcohol, 
etc.)? 

• What precisely is the gap between treatment need and 
services in jails and prisons? 

• Which types of drug treatment services are most 
prevalent and why? 

• How does the extent of drug abuse/addiction among 
prisoners compare with other problems, such as lack 
of education or vocational training, or mental or 
physical illness? 

• What factors determine which offender services are 
funded? 
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Screening and Assessment in the 
Criminal Justice System 

• Screening and assessment are separate processes to 
evaluate an offender’s risks, treatment needs, and, if 
appropriate, a treatment plan. The screening process is 
a short initial determination of whether a potential 
problem, such as drug abuse, exists and merits further 
investigation. The assessment process follows screen-
ing and is an in-depth process, often taking several 
hours and involving professionals trained in assessing 
specific issues. The goals for screening include: 

— Determine the presence of substance abuse, mental 
health disorder, and medical conditions. 

— Define major areas of strengths and deficits. 

— Screen out persons with no identifiable problems. 

— Identify individuals with a history of violent of-
fenses/behavior. 

— Identify environmental factors (e.g., residential 
stability, relationship issues) or other problems (e.g., 
mental disorders, cognitive deficits) that may under-
mine success in treatment. 

— Identify minimum level of security or supervision 
needed to promote public safety. 

— Identify motivation for participation. 

— Identify perceived benefits as well as disadvantages 
of participation in the program. 

The goals for assessment include: 

— Examine the scope and nature of substance abuse 
problems. 

— Identify specific psychosocial problems to be ad-
dressed in treatment, including mental health disor-
ders. 

— Understand the impact substance abuse has had on 
the individual, including its influence on criminal in-
volvement. 

— Determine the client’s level of maturation and readi-
ness for treatment. 

— Identify specific physical problems to be addressed in 
treatment planning. 

— Identify the full range of service needs, pursuant to 
treatment planning. 

— Match participants to particular services. 

 
 
 

• Screening and assessment should happen at the earli-
est point in the criminal justice system because it can 
help guide the decisionmaking process, including de-
ciding whether a diversionary program, such as a drug 
court or probation with intermediate treatment sanc-
tions, is appropriate. 

• A variety of techniques is needed for a successful 
screening and assessment process, including actuarial 
instruments; archival material, such as criminal justice 
records, previous treatment records, and drug test re-
sults; and observation. 

• Screening and assessment is not a static process; 
rather, it involves a continuous process of assessment, 
interventions, evaluations, and feedback loops 
throughout the criminal justice system.  

• A continuous process of assessment can greatly en-
hance the overall efficiency and efficacy of criminal 
justice operations and ensure that treatment efficacy is 
enhanced. There are several components to this con-
tinuous process. 

— Treatment needs assessments should be in place to 
determine what type of programmatic intervention is 
appropriate, including long-term or short-term resi-
dential treatment, intensive or moderate outpatient 
treatment, chemical detoxification, etc. In this capac-
ity, needs assessment acts as a type of sorting mecha-
nism. 

— Readiness for treatment assessments should be im-
plemented to understand better the extent to which 
clients are motivated for treatment and whether they 
are likely to benefit from the services offered to 
them. 

— Comprehensive treatment planning assessments 
should occur once a client reaches a program to de-
termine how intensive the treatment should be and 
the areas on which it should focus. 

— Treatment progress assessments should be under-
taken periodically to determine whether clients are 
responding to treatment and whether changes in the 
intervention should be considered. 

— Treatment outcome assessments are critical to deter-
mine the extent of behavioral change, success, and 
failure. 

  

EXECUTIVE SUMMARY Chapter 2. Screening and Assessment for Drug Treatment 
in the Criminal Justice System 
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Screening and Assessment Instruments and 
Treatment Effectiveness 

• There currently are three generations of assessments. 
First-generation assessments refer to “gut feelings” or 
clinical judgments; they generally fare poorly at pre-
dicting offender risk. Second-generation assessments 
represent an improvement because they are tested 
standardized instruments; however, they predomi-
nately capture historic and unchangeable information. 
Third-generation assessments include dynamic, or 
changeable, factors and measure offender need in a 
standardized way. Many departments still use first-
generation assessments. 

• Instruments are most effective when the information 
garnered from them is used for client matching and 
treatment planning. For example, research has shown 
that clients appropriately matched to treatment are 
more motivated than those placed in any available 
program; they stay longer, experience fewer negative 
discharges, and perform better on a range of out-
comes. Information gathered in the risk, needs, and 
psychological assessments can be used for this type of 
matching. 

• An ideal approach to treatment includes an assessment 
of risk predictors, criminogenic needs, and a psycho-
logical assessment with a focus on responsivity, exer-
cising discretion and judgment when appropriate. 

• There are population subgroups—especially women, 
offenders with co-occurring disorders, and offenders 
with infectious diseases such as HIV/AIDS—who 
have special assessment issues and treatment implica-
tions. It is important to identify these groups and as-
sess their specific needs and how they can best be ad-
dressed. 

• Assessment instruments should be standardized and 
tested, as well as reliable and valid. Unreliable and in-
valid instruments result in misidentification of both 
those who need treatment and those who do not. 

 

 

• Few studies have compared the effectiveness of 
screening instruments. One study indicates that the 
most effective instruments in screening for substance 
abuse are: 

— Combined Alcohol Dependence Scale (ADS) and 
Addiction Severity Index (ASI) instruments 

— Texas Christian University Drug Dependence 
(TCUDD) Screen 

— Simple Screening Instrument (SSI) 

 Several instrument combinations work best when 
screening for co-occurring disorders: 

— either the Brief Symptom Inventory (BSI) or the Re-
ferral Decision Scale (RDS) to address mental health 
symptoms 

AND 

— either the TCCUD Screen, SSI, or the combination of 
the ADS/ASI-Drug Use section to address substance 
abuse symptoms. 

 Several instrument combinations work best when 
assessing for co-occurring disorders: 

— either the Minnesota Multiphasic Personality Inven-
tory-2 (MMPI-2), the Millon Clinical Multiaxial In-
ventory-III (MCMI-III), or the Personality Assess-
ment Inventory (PAI) to examine mental health 
disorders 

AND 

— the Addiction Severity Index (ASI) to examine areas 
related to substance abuse. 

• Offender information should be linked and shared 
throughout the criminal justice and substance 
abuse treatment systems to increase efficiency, aid 
in analysis and management tasks, and create then 
carry out effective treatment plans. However, con-
fidentiality laws must be recognized. In addition, 
agencies must adhere to laws regulating inter-
agency communication, and offenders must sign 
consent forms at each stage of the criminal justice 
system. 
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Assessment Practices 

• A 1997 Survey of Correctional Facilities (SAMHSA 
2000) found that 63.6 percent of jails, 67.1 percent of 
state prisons, and 86.8 percent of federal prisons pro-
vide assessment for treatment need. 

• State assessment procedures can vary from state to state 
and within states. There is little coordinated or standard-
ized information about state-specific assessment tools 
and procedures. The Federal Bureau of Prisons has a 
standardized intake and assessment process, using the 
American Psychological Association’s Diagnostic Sta-
tistical Manual-IV (1994). 

Barriers to Effective 
Screening and Assessment 

Administrative and System Issue 
Impede Assessment 

• Multiple and redundant assessments are conducted at 
various stages of processing. 

• Time constraints prevent conducting screening and 
assessments. 

• Information is collected that is not used. 

• Staff are not trained adequately on the administration 
and use of screening and assessment instruments. 

• Criminal justice personnel may lack familiarity with 
mental health and/or substance abuse disorders. 

• There may be limited time and resources for codifying 
existing information, transferring it to various parts of 
the criminal justice system, or easily accessing exist-
ing information. 

Inappropriate Use of 
Assessment Instruments 

• Staff may not complete and use screening and assess-
ment instruments appropriately. 

• There may be a lack of consistency in questions 
and/or documentation to allow reliable analysis of 
program level needs or outcomes. 

• Use of nonvalidated instruments. 

• Use of instruments for populations for which they 
were not designed. 

• Use of instruments that do not address criminogenic 
needs. 

• Records may be incomplete, misleading, or misla-
beled. 

• Traditional subjective “intuitive assessments,” or 
“first-generation assessments,” still are used widely, 
despite demonstration of their ineffectiveness. 
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Minimal Assessment of 
Co-Occurring Disorders 

• The primary barrier to treating co-occurring disorders 
is the minimal attempts to screen and assess for these 
disorders. 

• Mental health and substance use disorders have a 
waxing and waning course and may appear in differ-
ent forms at different points in time. This variability 
leads to different, and often conflicting, diagnoses at 
different stages of processing. 

• There is considerable symptom interaction between 
co-occurring disorders, leading to difficulties in inter-
preting whether symptoms are related to mental illness 
or substance abuse. 

• Individuals in the criminal justice system may antici-
pate negative consequences related to disclosure of 
mental health or substance abuse symptoms. 

Limited Guidance from Research 
about the “Best” Instruments 

• Few studies comparatively examine the effectiveness 
of different types of screening and assessment instru-
ments. 

• We lack systematic research on which criminogenic 
needs most influence future offending. 

• Research has not identified the combination of risk, 
needs, personality types, and responsivity needed for 
programming to be most effective, and how assess-
ments can be devised that can be used feasibly to as-
sist with decisionmaking. 

Key Research Questions 

• How are specific screening and assessment instru-
ments selected for use in correctional settings? 

• How, if at all, are the results from screening and as-
sessment used? 

• Are the results from screening and assessment helpful 
in assisting with decisionmaking and, more specifi-
cally, with placing offenders into appropriate types 
and levels of drug treatment? 

• What are the major problems in conducting and using 
screening and assessment of prisoners? 
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Defining Treatment 

• The term “treatment” is widely used throughout jails 
and state and federal prisons, yet a concise, agreed 
upon definition of “treatment” is rare. Alcohol/other 
drug abuse treatment can refer to a wide range of ser-
vices to help offenders change their behavior and life-
style and/or medically assist the recovery process to 
reduce alcohol or drug abuse addiction. Different ser-
vices are needed based on the type of alcohol or drug 
abuse, client attitude and mental state, prior drug and 
treatment history, etc. Some researchers distinguish 
between “treatment” services, typically intensive ser-
vices such as residential treatment or counseling, and 
“non-treatment” services, typically self-help or educa-
tion groups. 

 
 
 
Treatment in the Criminal Justice System 

• Treatment in the criminal justice system can occur at a 
variety of “impact points” (pretrial, jail, pre-
sentencing, probation, prison, parole). The key to ef-
fective processing for offenders who need drug treat-
ment is to provide assessments and comprehensive 
treatment; develop, adhere to, and monitor “treatment 
plans”; and implement an effective case management 
plan for post-release supervision and treatment. 

• The provision of drug treatment is compatible with the 
goals of controlling and managing inmates and pro-
tecting the public. 

• A core set of principles should guide the delivery of 
alcohol or drug abuse treatment in correctional set-
tings. 

— Treatment should not represent a substitute for pun-
ishment or sanctions. 

— Treatment should be universally available as needed 
for persons with drug treatment needs. 

— Alcohol or drug abuse treatment services should be 
tailored to the needs of the specific offender, based 
on a thorough assessment at jail or prison intake. 

— Offender supervision should continue once an indi-
vidual enters treatment. 

— Offenders should remain accountable to the sentenc-
ing judge or probation/parole authorities. 

• Offenders entering state or federal prisons are con-
fined to a sentence of at least one year in most states, 
providing a unique opportunity for providing alcohol 
and drug abuse treatment services. The range of alco-
hol and drug abuse programs and approaches should 
consist of one or more of the following: 

— Comprehensive pregnancy management for alcohol 
or drug abusers to enable a woman to carry her baby 
to term while incarcerated. Foster care services may 
be needed and medical services should be available 
for both mother and child. 

— Medical treatment for prisoners with chronic and 
communicable diseases, including TB and 
HIV/AIDS, should be available in prison. 

— Pharmacotherapy for disorders such as bipolar disor-
der and major depression should be incorporated into 
these services. 

— Alcohol or drug abuse treatment should extend across 
institutional boundaries when offenders are trans-
ferred to different correctional facilities, and to the 
community after release. 

— Special arrangements should be made for alcohol or 
drug abuse treatment and health care services for of-
fenders in protective custody and administrative seg-
regation. 

— Pre-release group programs and transitional commu-
nity programming should be offered to all offenders, 
in particular to those who have been incarcerated for 
long periods of time. 

— Education about HIV/AIDS and its risk factors 
should be a critical component of prison programs. 

— Relapse prevention for alcohol or drug abusers 
should be part of transitional programming. 

 

  

EXECUTIVE SUMMARY Chapter 3. Drug Treatment in the Criminal Justice System 
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Drug Treatment Modalities and Services 

• The primary treatment modalities and services in cor-
rectional settings include: 

— no specialized services, 

— specialized services for problems other than 
drug abuse, 

— drug education and/or drug abuse counseling, 

— dedicated residential units, and 

— client-initiated or client-maintained services. 

• Research shows that highly intensive residential pro-
grams are the most effective in reducing drug and 
criminal behavior in the long term, yet most prison fa-
cilities do not offer this type of treatment, or offer it to 
only a small percentage of the population. Residential 
treatment is considerably less likely to be found in 
jails. Correctional departments blame budgetary con-
straints (71 percent) and space limitations (51 percent) 
as two of the major reasons that state and federal sys-
tems do not provide more drug treatment. 

• The most prevalent types of program models in pris-
ons, according to various surveys, are self-help pro-
grams such as Alcoholics Anonymous and Narcotics 
Anonymous, and education/awareness programs. 
These types of programs can address large groups at 
once, require relatively little ongoing investment, and 
can be staffed by inmates or volunteers. 

• The range of treatment approaches and settings in 
correctional facilities varies tremendously, ranging 
from low-intensity services, such as education and 
self-help groups, to high-intensity services, such as 
those offered in a therapeutic community (TC) setting. 
These treatment services are not mutually exclusive; 
indeed, a variety of services matched to an individ-
ual’s specific needs is likely to be more effective than 
provision of just one service. The range of treatment 
programs and services in correctional settings in-
cludes: 

— Detoxification 

— Self-help groups 

— Drug testing 

— Education 

— Individual counseling 

— Group counseling 

— Outpatient drug treatment services 

 

 

— Milieu therapy 

— Family therapy 

— In-patient short-term therapy 

— Residential programs 

— Pharmacological maintenance 

— Transitional services 

 
 
 
Cost of Drug Treatment 

• A report by the Center on Addiction and Substance 
Abuse (1998) indicates that it costs $3,500, over and 
above incarceration costs, to provide residential drug 
treatment to inmates. The cost would be $6,500 if 
education, job training, and health care were included. 
These costs would be substantially offset by increased 
productivity of offenders who not only do not return 
to prison but obtain employment. Other research sup-
ports the notion that drug treatment is cost-effective, 
as compared to incarceration without treatment. 
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Drug Treatment Prevalence in 
Correctional Institutions 

• Several recent survey sources illustrate the state of 
knowledge of treatment programs in prisons and jails, 
with each source providing a different perspective on 
treatment in incarcerated settings. 

— The 1997 Uniform Facility Data Set (SAMHSA 
2000). 

— The Corrections Yearbook 1999: Adult Corrections 
and the Corrections Yearbook 1999: Jails (Camp and 
Camp 1999a, b). 

— The 2001 American Correctional Association Survey 
of the Adult Division of the Department of Correc-
tions (American Correctional Association 2001). 

— The 1996 Center for Substance Abuse Treatment, 
Treatment Survey of Prison Facilities (Center on Ad-
diction and Substance Abuse 1998). 

— The 1997 Survey of Inmates in State and Federal 
Correctional Facilities (Bureau of Justice Statistics 
1999a). 

• A study by the Substance Abuse and Mental Health 
Services Administration (SAMHSA) found that only 
40 percent of correctional facilities (including federal, 
state, jails, and juvenile facilities) nationwide provided 
on-site substance abuse treatment, ranging from a low 
of 16 percent in Mississippi to a high of 71 percent in 
Delaware. Treatment was defined as detoxification, 
group or individual counseling, rehabilitation, and 
methadone or other pharmaceutical treatment. 

• According to the Corrections Yearbook 1999, the 
percent of inmates in a treatment program, as a per-
centage of all inmates, ranges from a low of 0.8 per-
cent in Louisiana to a high of 68 percent in Alaska. On 
average, 16 percent of all inmates have experienced 
treatment, defined as separate unit treatment, addiction 
groups, or counseling. 

• According to the Bureau of Justice Statistics, since 
1991 there has been a decrease in participation in pro-
fessional substance abuse treatment programs in state 
and federal prisons, but an increase in enrollment in 
other drug abuse programs, such as self-help or peer 
groups and drug education class. 

 
 

• Jails—According to SAMHSA, a total of 34 percent 
of jails provide “treatment.” A majority of jails pro-
vide individual (77 percent) or group counseling (64 
percent), with 28 percent of jails offering detoxifica-
tion to inmates. Less than half of the jails used drug 
testing (42 percent) to monitor offenders. Approxi-
mately 36 percent of jails do not provide assessments 
for drug treatment need.  

• State prisons—According to SAMHSA, a total of 61 
percent of state prisons provide “treatment.” Most 
state prisons that provided treatment offered individ-
ual (90 percent) or group (93 percent) counseling. 
Family counseling was available in 26 percent of state 
prisons. Approximately 33 percent of state prisons do 
not assess for drug treatment need. The vast majority 
(93 percent) of state institutions provide self-help, 88 
percent use drug testing, 83 percent provide education 
and awareness programs, and only 8 percent of institu-
tions have detoxification capabilities. 

• Federal prisons—According to SAMHSA, 93.8 per-
cent of federal prisons provide “treatment.” Almost all 
federal prisons provide group counseling (99.2 per-
cent) and individual counseling (99.2 percent), but 
only 11.6 percent of federal prisons offer family coun-
seling. A majority of federal prisons also offer what 
the study refers to as “non-treatment” services. Close 
to all (86.8 percent) federal prisons assess for treat-
ment need. Approximately 85 percent of federal pris-
ons provide self-help groups, 88 percent use drug test-
ing, 90 percent provide drug education programs, and 
23 percent have detoxification capabilities. 
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Treatment Programming Issues 

• The treatment plan is as important as provision of 
treatment. Without a plan, treatment can be disjointed, 
piecemeal, and, ultimately, ineffective. Treatment 
plans ideally should be:  

— biopsychosocial in nature 

— multidisciplinary in delivery 

— comprehensive in scope 

— driven by ongoing assessments 

— closely monitored. 

• Maintaining a drug-free setting is critical for ensuring 
effective drug treatment, deterring inmates in general, 
and monitoring treatment. Although there is anecdotal 
evidence about the high prevalence of drugs and alco-
hol in correctional facilities, drug tests suggest other-
wise. On average, over 95 percent of samples from 41 
agencies tested negative (i.e., drug free). 

• Bridging the gap between research and practice re-
quires addressing critical barriers. Research in Resi-
dence, a pilot program in New York State, matched 
researchers with community clinics to assist the clinic 
implement research-based treatment improvements, 
yet numerous challenges precluded many improve-
ments from occurring. These challenges may pose 
more significant barriers to correctional institutions. 

 

Key Research Questions 

• What exactly is the treatment need/services gap? 

• Why do correctional facilities choose particular treat-
ment programs? Among the many possible treatment 
approaches, why take one particular approach? Who 
makes this decision? Are treatment programming de-
cisions driven primarily by unique, one-time opportu-
nities, legislation, correctional philosophy, or other 
factors? 

• How many facilities evaluate their programs, includ-
ing screening and assessing potential clients and 
matching that information to new and improved pro-
grams? 

• What are the primary challenges to providing drug 
treatment? 

• What are the challenges involved in linking substance 
abuse treatment to other aspects of correctional opera-
tions? 

• Are there certain types of treatment that are easier to 
implement in a prison setting? 

• Do correctional administrators stay current with the 
effectiveness of different treatment models and adjust 
their programs as information changes? 
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Drug Treatment Effectiveness 

• Treatment in and out of correctional facilities works 
across treatment modalities and offenders, and can in-
clude a wide range of positive outcomes: 

— decrease relapse and increase times between treat-
ments 

— improve pro-social behavior 

— decrease criminal recidivism 

— decrease high-risk behaviors 

— improve prospects for employment 

— improve family and other social relations 

• Although little conclusive research has been done to 
compare directly treatment effectiveness across treat-
ment modalities, a combination of pharmacological 
treatment and psychosocial/behavioral therapy typi-
cally are effective for most types of drug abuse. 

• The most successful treatments include but are not 
limited to cognitive-behavioral, social learning, incen-
tive-based, and pharmacological approaches. Promis-
ing approaches include therapeutic communities and 
certain types of individualized treatment program-
ming. Unsuccessful programs include boot camps, in-
tensive probation and parole programs, guided group 
interaction and positive peer culture programs, and 
shock incarceration. 

The Foundations of Effective Treatment 

• Target dynamic/criminogenic needs. 

• Provide multimodal treatment. 

• Incorporate treatment responsivity. 

• Address risk differentiation. 

• Provide skills-oriented and cognitive-behavioral 
treatment. 

• Provide integrated and comprehensive treatment. 

• Provide continuity of care. 

• Draw on external sources to promote completion of 
treatment. 

• Apply appropriate dosages/levels of intervention. 

• Provide effective program design, implementation, 
and monitoring. 

• Involve researchers in program design, implementa-
tion, and evaluation. 

  

EXECUTIVE SUMMARY Chapter 4. Drug Treatment Effectiveness in the 
Criminal Justice System 
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The Future of Effective Drug Treatment? 

• Researchers are beginning to conduct research that 
can better identify what treatments, either in isolation 
or in combination, work best (i.e., are most effective 
in reducing drug use, criminal behavior, and other 
negative outcomes, and in increasing positive out-
comes, such as education, employment, etc.). 

• Comprehensive models of treatment that include mul-
tiple interventions and involve continuous assessment 
and treatment may prove ultimately to be the most ef-
fective treatment strategy. 

• Although considerable advances in drug treatment 
have been achieved, few of these advances have been 
systematically incorporated into correctional practice. 
Thus, the critical challenge for researchers and practi-
tioners lies in identifying ways in which research and 
practice can be effectively linked. 

 
 
 
Compulsory Drug Treatment 

• Research shows that treatment need not be voluntary 
to be effective. 

• Early criminal justice system intervention can force 
clients to remain in treatment, resulting in long-term 
benefits for offenders and more substantial changes in 
behavior during treatment.  

 
 
 
Cost-Effectiveness 

• Different sources agree that drug treatment is cost-
effective, with the initial and extra investment in 
treatment considerably offset by reduced criminal be-
havior and criminal justice system involvement and by 
increased employment opportunities. Some estimates 
indicate that every $1 invested in addiction treatment 
programs yields between $4 and $7 in reduced drug-
related crime, criminal justice costs, and theft. Addi-
tional benefits accrue in the form of savings and posi-
tive outcomes for families, potential victims, and soci-
ety. 

Methodological Issues 

• Research on drug treatment effectiveness suffers from 
a wide range of methodological challenges and flaws, 
including: 

— selection bias 

— measuring drug use vs. drug abuse vs. drug depend-
ency/addiction 

— measuring drug treatment need severity/level 

— measuring recidivism 

— poor data quality generally, including record-keeping 
and data management issues. 

 
 
 
Key Research Questions 

• How does use of illicit drugs intensify or perpetuate 
criminal activity? How does a reduction in the use of 
illicit drugs reduce criminal activity? 

• What types of treatment approaches work in a jail 
setting vs. a prison setting? 

• What are the primary obstacles to effective treatment 
in correctional settings? 

• What are the unique challenges and programmatic 
issues involved in treating drug use, drug abuse, and 
drug dependency/addiction? 

• What treatment approaches work best for high-
severity drug abusers vs. low-severity drug abusers? 

• How should recidivism be measured? 

• What factors are most instrumental for preventing 
relapse? 

• What factors are most instrumental for not only pre-
venting relapse but also criminal recidivism? 

• What is the relative cost benefit/cost-effectiveness of 
different treatment approaches? 
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Reentry of Offenders into the Community 

• Although reentry programs vary in the types of ser-
vices provided and the types of offenders targeted, the 
main goal of these programs is to reduce recidivism 
among ex-offenders and help them adjust to life in the 
community. 

• Post-incarceration services range from providing edu-
cational and vocational services to programs specifi-
cally geared toward drug treatment. The most com-
mon post-incarceration services generally include one 
or more of the following: 

— Vocational training and job placement services 

— Life skills programs 

— Family therapy 

— Housing assistance 

— Drug treatment 

— Intensive community supervision 

• Some programs offer comprehensive post-release 
services, including drug treatment, employment and 
housing assistance, family strengthening services, and 
physical/mental health services. 

 
 
 
Measuring Program Effectiveness 

• Research indicates that post-release services may 
decrease recidivism and prevent relapse: 

— Overall, clients who receive aftercare services fare 
significantly better along many dimensions, including 
recidivism, compared with those who do not receive 
aftercare. 

— Vocational training and job placement programs ap-
pear to have a positive effect on employment for ex-
offenders. However, there is evidence that these types 
of programs are not successful in decreasing recidi-
vism. 

— The increased surveillance and control of Intensive 
Supervised Probation/Parole (ISP) does not appear to 
result in reduced recidivism. However, combining 
drug treatment with ISP may have more positive re-
sults. 

To What Extent Have Linkages 
Been Developed? 

• The call for post-release structure, supervision, and 
treatment of offenders is pervasive in the treatment lit-
erature. Nevertheless, many researchers note that post-
release supervision is inadequate and that few offend-
ers receive post-release drug treatment or reentry ser-
vices. 

• A major obstacle to developing linkages with post-
incarceration supervision and community services is 
the lack of coordination among correctional institu-
tions, mental health providers, and other aftercare ser-
vice providers in the community. 

• Case managers can play a critical role in assisting 
with post-release treatment by 

— assessing an offender’s needs and ability to remain 
substance and crime free 

— planning for treatment services and other criminal 
justice obligations 

— maintaining contact with other criminal justice offi-
cials 

— brokering treatment and other services for the of-
fender 

— monitoring and reporting progress to other transition 
team members 

— providing client support and helping offender with all 
aspects of treatment and reentry 

— monitoring urinalysis, breath analysis, or other objec-
tive tests of substance use 

— protecting the confidentiality of clients and treatment 
records. 

  

EXECUTIVE SUMMARY Chapter 5. Post-Release Drug Treatment in 
the Criminal Justice System 
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Methodological Issues 

• The methodological issues involved in evaluating 
post-incarceration service programs parallel those 
for evaluating treatment effectiveness, including: 

— selection bias, 

— measuring drug use vs. drug abuse vs. drug depend-
ency/addiction, 

— measuring drug treatment need severity/level, 

— measuring recidivism, and 

— poor data quality generally, including record-keeping 
and data management issues. 

• Selection bias represents a particular challenge when 
assessing post-release services because many pro-
grams rely on the motivation of the offender rather 
than institutional coercion. Among offenders released 
from prison, the disappearance/dropout rate from pa-
role and/or treatment can be considerable, resulting in 
a highly motivated treatment group and, in turn, bias-
ing treatment vs. control group comparisons. 

• An additional critical problem is that few studies ex-
amine relapse rates for offenders participating in af-
tercare programs. 

• Many studies do not distinguish between aftercare 
effects versus effects that may result from duration of 
supervision or from in-prison treatment, offender-level 
characteristics, or effects due to family or community 
characteristics. 

Key Research Questions 

• Are the linkages between prisons and communities 
adequate? If not, why? 

• How are treatment priorities set for individual offend-
ers as they reenter society? 

• What are the major obstacles to providing drug treat-
ment aftercare? 

• How effective are reentry and post-release supervision 
and aftercare programs in reducing recidivism, pre-
venting relapse, and promoting positive outcomes? 

• Among existing reentry and post-release programs, 
which are the most effective? 

• What types of reentry and post-release programs work 
best for which types of offenders, especially for level 
of drug problem (use/abuse/addiction) and risk of re-
offending (prior criminal history)? 

• What types of policies will promote and allow for 
coordination and cooperation among the criminal jus-
tice system practitioners, mental health providers, and 
community service providers? 

• How can reentry of violent offenders with drug treat-
ment needs best be managed? 

• What are the rates of aftercare attendance among pa-
rolees? How does aftercare attendance affect long-
term treatment goals? 

• What is the overall quality of service provided by 
aftercare treatment centers? 

• Does case management make a positive difference? 
What elements of case management are most impor-
tant? 

• How does an increase in the prison population, as well 
as subsequent releases, affect the capacity to imple-
ment quality aftercare services? 

• How, or to what extent, do factors such as race, sex, 
family structure, neighborhood conditions, and other 
contextual factors influence the effectiveness of post-
release drug treatment services? How, or to what ex-
tent, can they assist with these services? 
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Political Barriers 

Declining Public Concern about Drug Abuse 

• Public concern about drug abuse has declined. In 
1989, 38 percent of the American public viewed drug 
abuse as the single most important problem facing the 
country. A decade later, only 5 percent of the public 
expressed this view. 

• Public opinion polls show that the public consistently 
supports rehabilitation and treatment, even as they 
support “get tough” sanctioning of serious and violent 
offenders. 

No Federal Requirements for Coordinated Case 
Management or Aftercare 

• Despite infusions of federal funds to states to provide 
correctional drug treatment, case management and af-
tercare are not required. 

Lack of Intra- and Inter-Governmental 
Coordination of Efforts 

• Criminal justice actors often duplicate efforts already 
performed by others within the criminal justice system 
or others in local and state health and welfare agen-
cies. 

• States without treatment resources may contribute to 
criminal activity and treatment demands in other 
states. 

Prioritization of Bed Space 
Management over Drug Treatment 

• The lack of commitment from correctional executives 
and state policymakers poses one of the biggest chal-
lenges to providing effective and sustained drug 
treatment in correctional settings. 

 

Opposition and Skepticism about the 
Effectiveness of Drug Treatment 

• In general, support for correctional drug treatment 
faces considerable political opposition. The opposition 
in part is due to public and political beliefs that drug 
addiction is not a public health problem but rather is a 
moral failing of individuals. No one agency has re-
sponsibility for promoting drug treatment policies, and 
political support for treatment frequently is lacking. 

• Despite research demonstrating the effectiveness of 
drug treatment, many legislators and correctional ex-
ecutives believe otherwise and see little reason to sup-
port programs that in their view receive little public 
support. 

  

EXECUTIVE SUMMARY Chapter 6. Barriers to Drug Treatment in 
the Criminal Justice System 
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Resource Barriers 

Lack of Funding for and 
Prioritization of Treatment 

• Despite considerable infusions of federal dollars into 
state drug abuse programs, lack of funding for treat-
ment constitutes a key barrier to treatment. More than 
70 percent of state and federal prison administrators 
cite inadequate funding as the greatest challenge to 
providing treatment. 

• The lack of funding is directly linked to another bar-
rier to correctional treatment—the lack of prioritiza-
tion of treatment among correctional executives. 

• Although these factors affect the amount of drug 
treatment in prisons, they also substantially affect the 
quality of treatment. 

Uncertainty and Certainty about 
How Best to Utilize Scarce Resources 

• Despite significant advances in research, information 
is needed about which programs, including drug 
treatment, result in the greatest benefits, are the most 
cost-effective, and can be feasibly implemented in a 
correctional setting. 

• Certain programs that have been shown to be ineffec-
tive, or whose effectiveness has not been determined, 
nonetheless receive considerable ongoing political 
support. 

A Need for Integrated 
Community-Based Services 

• Most communities do not have the services necessary 
for diverting offenders from prison or for continuing 
ex-offender treatment. When services are available, 
they frequently are not coordinated or easily accessi-
ble to offenders. In many instances, potential provid-
ers have little incentive to work with offenders. In 
others, correctional, health, welfare, and other agen-
cies are unwilling or unable to cooperate with one an-
other to provide continuity of treatment. 

Assessment Barriers 

Administrative and System Issues 

• Multiple and redundant assessments are conducted at 
various stages of processing. 

• Time constraints prevent conducting screening and 
assessments. 

• Information is collected that can not be easily used. 

• Staff are not trained adequately on the administration 
and use of screening and assessment instruments. 

• Criminal justice personnel may lack familiarity with 
mental health or substance abuse disorders. 

• There may be limited time and resources for codifying 
existing information, transferring it to various parts of 
the criminal justice system, or easily accessing exist-
ing information. 

Inappropriate Use of 
Assessment Instruments 

• Staff may not complete and use screening and assess-
ment instruments appropriately. 

• There may be a lack of consistency in questions or 
documentation to allow reliable analysis of program-
level needs or outcomes. 

• Non-validated instruments may be used. 

• Instruments may be used for populations for which 
they were not designed. 

• Instruments may not address criminogenic needs. 

• Records may be incomplete, misleading, or misla-
beled. 

• Traditional, subjective “intuitive assessments,” or 
“first-generation assessments,” still are widely used, 
despite demonstration of their ineffectiveness. 
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Minimal Assessment of 
Co-Occurring Disorders 

• The primary barrier to treating co-occurring disorders 
is the minimal attempt systemwide to screen and as-
sess for these disorders. 

• Mental health and substance use disorders have a 
waxing and waning course and may appear in differ-
ent forms at different points in time. This variability 
leads to different, and often conflicting, diagnoses at 
different stages of processing. 

• There is considerable symptom interaction between 
co-occurring disorders, leading to difficulties in inter-
preting whether symptoms are related to mental illness 
or substance abuse. 

• Individuals in the criminal justice system may antici-
pate negative consequences related to disclosure of 
mental health or substance abuse symptoms. 

Limited Guidance from Research 
about the “Best” Instruments 

• Few studies comprehensively and comparatively ex-
amine the effectiveness of different types of screening 
and assessment instruments. 

• There is little systematic research identifying which 
criminogenic needs most influence future offending. 

• Research has not shown the combination of risk, 
needs, personality types, and responsivity needed for 
programming to be most effective, and how assess-
ments can be devised that can be feasibly used to as-
sist with decisionmaking. 

Administrative and Organizational Barriers 

Legislative or Policy Restrictions on 
Treatment Access 

• Legislative or policy requirements frequently limit 
treatment to inmates who have a lifetime history of 
substance use or have been convicted of drug sales or 
drug trafficking, irrespective of their current use pat-
tern. Programs also may be required to exclude violent 
and/or sex offenders and those involved with prison 
gangs. The exclusions assume, incorrectly, that all 
drug-involved offenders have substance abuse prob-
lems, that only those offenders with lifetime histories 
of use need treatment, or that offenders who engage in 
drug trafficking require treatment. 

• Correctional facilities may have policies that limit 
treatment access by restricting the movement of in-
mates to facilities with treatment services, even 
though treatment would be appropriate. 

Difficulties in Implementation 
and Delivery 

• Treatment programs often encounter opposition be-
cause they run counter to the established punish-
ment/control culture in correctional settings. 

• The involvement of experienced treatment providers is 
crucial at all stages of implementation, including de-
sign and monitoring of both the program and its 
budget. Without this involvement, programs fre-
quently suffer from a wide range of challenges, in-
cluding failure to obtain appropriate supplies, place-
ment of inappropriate clients, and an inability to 
anticipate and address fluctuations in available re-
sources. 

• The best designed programs are ineffective if inappro-
priately delivered, yet many evaluations indicate that 
program delivery is frequently and significantly com-
promised. 
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Challenges in Institutionalizing 
Effective Treatment 

• Treatment programs too often rely on specific indi-
viduals to motivate and sustain them. As a result, 
when those individuals leave, programming frequently 
suffers. Sustained and effective treatment requires in-
stitutionalizing key aspects of treatment programming, 
including commitment to treatment, documentation of 
program policies and procedures, and commitment to 
hiring trained counselors. 

Overcrowding and Security Issues 
Compromise Treatment 

• Security issues in correctional facilities represent a 
persistent problem for drug abuse programs. If in-
mates with different risk classifications are placed in 
the same program, lower-risk offenders are put at risk 
and treatment is compromised. However, because of 
limited general population bed space, treatment pro-
grams frequently become a primary source for reliev-
ing overcrowding. 

• Sometimes treatment is not offered to inmates in high-
security facilities due to costs associated with provid-
ing treatment in these settings, even though treatment 
could be beneficial. 

Limited Treatment Access within 
Corrections Due to Location 

• The frequent placement of correctional facilities in 
remote areas or a limited set of institutions can un-
dermine treatment, making it difficult to attract quali-
fied treatment counselors. 

• Treatment programs generally are located in a small 
number of facilities within state correctional systems. 
As a result, many inmates are not sent to treatment be-
cause of the distance involved. Those placed in treat-
ment frequently are too far away for family members 
to participate in treatment. 

Challenges in Training and 
Retaining Treatment Staff 

• Effective treatment requires well-trained staff and a 
certain level of consistency in staffing, yet many pro-
grams suffer from both problems. 

• Effective treatment is facilitated by mutual under-
standing among treatment and correctional staff, but 
few correctional staff are cross-trained in both correc-
tional and treatment orientations. 

Conflicting Treatment and Correctional Cultures 

• Many correctional officers do not understand, appreci-
ate, or support treatment, while many treatment provid-
ers view correctional philosophies as fundamentally in-
appropriate, unnecessary, and ineffective. Ultimately, 
the conflicting correctional and treatment cultures typi-
cally work against treatment programming and efficacy. 
Few institutions directly address this conflict. 

Privately Run Prisons May Not 
Prioritize Treatment 

• Although there are no definitive studies of treatment 
provision or effectiveness in privately vs. government-
run correctional facilities, evidence suggests that pri-
vately run facilities do not prioritize treatment, possibly 
due to a conflict of interest (e.g., a desire to fill bed 
spaces). 

Key System Gaps Contribute to 
Lack of Treatment 

• Pre-sentencing investigations can highlight the needs 
of offenders and assist with diversion. Frequently, 
however, pre-sentencing reports do not focus on or 
emphasize drug treatment needs. 

• One of the major barriers to drug treatment in correc-
tional settings is the fact that need exceeds demand by a 
ratio of 5 to 1 in state and federal prisons. Diversion to 
non-incarcerative treatment programs can alleviate this 
problem, but it often is not supported or is not available. 

• Three-fourths or more of offenders with histories of 
heroin and cocaine abuse relapse within three months of 
release from prison and engage in criminal activity. The 
absence of effective drug treatment in prisons, coupled 
with limited or no aftercare treatment, can contribute 
both to prison growth and to the demand for correc-
tional drug treatment. 



 

Executive Summary | Chapter 6 Exec - 22 

Programmatic Barriers 

Limited or Low-Quality 
Case Management 

• For most treatment programs to be effective, there 
must be successful coordination of services and transi-
tions from one stage of processing to another. For this 
reason, case management is an essential part of the 
treatment process. However, case management fre-
quently is not provided or suffers from several prob-
lems. In addition, case management plans rarely are 
fully developed and often do not include relapse pre-
vention strategies. 

Lack of Monitoring or 
Drug Testing 

• Research shows that frequent monitoring and drug 
testing can significantly reduce relapse and recidivism 
rates, yet many drug-abusing offenders released from 
correctional facilities are not monitored closely or 
tested. 

Availability of Drugs in 
Correctional Settings 

• Correctional drug treatment can be significantly un-
dermined by the availability of licit and illicit drugs. 
Inattention to security issues and control of drug trade 
can compromise treatment goals and reduce treatment 
effectiveness. 

Inappropriate Treatment or 
Delivery of Treatment 

• Treatment should be based on empirical evidence on 
what works and for whom, but frequently correctional 
facilities rely on programs that are ineffective or have 
not been evaluated. These programs also frequently 
are not implemented or delivered as they were de-
signed. 

 

Client Resistance to Treatment and 
the Balancing of Rewards and Sanctions 

• Although voluntary participation in treatment is not 
always necessary for treatment to be effective, it none-
theless can contribute to it and, over the long term, 
may be necessary to reduce relapse. However, many 
correctional treatment programs fail to incorporate a 
system of rewards and incentives, such as linking re-
lease to treatment completion. 

• Rewards and sanctions constitute effective strategies 
for engaging inmates in the treatment process. How-
ever, arriving at an effective balance of the two can 
present considerable challenges. As a result, correc-
tional and treatment facilities frequently rely on one or 
the other or, more generally, emphasize sanctions 
rather than rewards. 

Insufficient Levels of Treatment 
and Reentry Preparation 

• Program completion is one of the major predictors of 
successful treatment. Inmates must be in treatment 
long enough—generally 12 to 18 months—to end the 
physical addiction and to allow the full course of 
treatment to take effect. Yet many inmates do not 
complete treatment because of behaviors while in 
treatment or termination of their sentence. In addition, 
inmates who complete treatment frequently are transi-
tioned directly into society without any type of reentry 
programming or development of plans for maintaining 
continuity of care. 

Lack of Treatment Responsivity 

• Few correctional treatment programs provide indi-
vidualized treatment, yet no single treatment is appro-
priate for all individuals. Treatment programs gener-
ally must meet the needs of individual inmates and 
accommodate their particular personality, circum-
stances, and learning style, what sometimes is referred 
to as “treatment responsivity.” Responsivity includes 
addressing issues such as co-occurring disorders, ra-
cial/ethnic and gender differences in both needs and 
the effectiveness of specific treatment modalities, and 
cultural competency and differences. 
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A Comprehensive Correctional Drug Treatment 
Strategy 

• There is no one solution to enhancing drug treatment 
in correctional settings. Rather, for any sustained 
strategy of correctional drug treatment, a comprehen-
sive and systematic approach holds the most promise. 

• A suggested comprehensive strategy should include 
generating state-level support and commitment, pro-
viding appropriate screening and assessment, appro-
priate treatment, preparation for release, and aftercare. 
In each instance, there are concrete steps that can be 
taken to enhance the provision, delivery, and, ulti-
mately, the effectiveness of correctional drug treat-
ment. 

 

Key Research Questions 

• Of the many barriers to correctional drug treatment, 
which are the most pervasive, the most important in 
affecting the provision or effectiveness of treatment, 
and the most amenable to change? 

• What are the major barriers to providing effective 
drug treatment in prisons? What issues have to be ad-
dressed to increase effective drug treatment in pris-
ons? 

• How prevalent are key barriers to effective drug 
treatment in correctional systems? 

• Which barriers are the most important in affecting the 
provision or effectiveness of treatment? Which of 
these are the most amenable to change? 

• Do correctional officials perceive that there is a need 
for more effective drug treatment in correctional set-
tings? 

• Are research findings used in the development of 
policies and programs, and if not, why not? 

• What types of policies encourage collaborative efforts 
to provide drug treatment? 

• To what extent are offenders with substance abuse and 
dependency needs identified? 

• To what degree do correctional institutions cross-train 
correctional and treatment staff? How effective is 
cross-training in facilitating effective drug treatment? 
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CHAPTER 1. 
Prison Growth, Drug Abuse, and 
Treatment in the Criminal Justice 
System 

Drug use and abuse are widespread among offenders processed through the 

criminal justice system, including not only those who are arrested but those 

in jails and state and federal prisons. This fact, coupled with research show-

ing that treatment can be effective in reducing both drug use and criminal 

behavior, suggests that substance abuse treatment throughout the criminal 

justice system, and especially in corrections, should be a priority. A correc-

tions environment potentially offers a unique opportunity to provide treat-

ment because the target population is readily available and generally can be 

in treatment for at least one to two years. Yet drug treatment has not kept 

pace with the growth in prison populations. This chapter reviews the major 

facts about the prevalence of drug use, abuse, and dependency/addiction, as 

well as treatment in state and federal incarceration facilities. To establish 

the context for understanding the demand and need for drug treatment, the 

chapter focuses first on incarceration trends and changes in funding for in-

carceration and treatment. The chapter then turns to a review of what is 

known about the prevalence of drug use, abuse, and dependency/addiction, 

as well as the availability of treatment programming and resources. Finally, 

a brief discussion of public views toward drug abuse is provided. 
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INTRODUCTION 

Drug use and abuse are widespread among offenders 
processed through the criminal justice system. This 
fact, coupled with research showing that treatment can 
be effective in reducing both drug use and offending, 
suggests that substance abuse treatment throughout the 
criminal justice system, and especially in corrections, 
should be a priority. Yet drug treatment has not kept 
pace with the growth in prison populations. 

This chapter reviews the major facts about the 
prevalence of drug abuse and treatment in state and 
federal incarceration facilities. To establish the context 
for understanding the demand and need for drug treat-
ment, the chapter focuses first on incarceration trends 
and changes in funding for incarceration and treatment. 
It then turns to a review of what is known about the 
prevalence of drug use and addiction, as well as the 
availability of treatment programming and resources. 
Finally, a brief discussion of public views toward drug 
abuse is provided. 

INCARCERATION TRENDS 

Increases in State and Federal 
Prison Incarceration 

Incarceration trends among states and in the federal 
prison system increased dramatically throughout the 
1990s (Blumstein and Beck 1999; Caplow and Simon 
1999). Figure 1-1 charts this growth. After remaining 
stable throughout most of the 1970s, the number of 
incarcerated offenders began rising in the 1980s and 
then rapidly escalated in the 1990s. The result was an 
annual increase of 5.6 percent in the number of inmates 
in jail and prison (Beck and Karberg 2001, 1). 

Incarceration rates increased as well during the past 
two decades. Up until the end of the 1970s, the rate per 
100,000 residents hovered around 100 (Caplow and 
Simon 1999, 64). However, as figure 1-2 shows, between 
1980 and 1999, the incarceration rate grew by almost 240 
percent to a rate of almost 500 per 100,000 residents. 

These changes have resulted in a near quadrupling 
of the prison population over a 20-year time period, 
rising from approximately 320,000 in 1980 to 1.3 mil-
lion in 1999 (see figure 1-1). During this same period, 
the jail population more than tripled, rising from 
182,000 in 1980 to 596,000 in 1999 (figure 1-1). Recent 
estimates—for mid-year 2000—show federal prisons 
holding 131,496 inmates and state prisons holding 
1,179,214 inmates (Beck and Karberg 2001, 1). 

Figure 1-1.  Number of Adult Offenders Incarcerated in 
State and Federal Facilities, 1980 – 1999 

 Figure 1-2. Incarcerated Population 
per 100,000 Residents 
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Source: Mumola (2000); Beck (2000). 

Prison - Confinement in a state or federal correctional facility to serve a 
sentence of more than one year, although in some jurisdictions the length 
of sentence which results in prison confinement is longer.  

Jail - Confinement in a local jail while pending trial, awaiting sentencing, 
serving a sentence that is usually less than one year, or awaiting transfer to 
other facilities after conviction. 

 Source:  Bureau of Justice Statistics (1999b); Beck (2000). 

Note:  Number of sentenced inmates incarcerated under state and federal 
jurisdiction per 100,000 residents, 1980–1999. 
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Increases in State and Federal Prison Incarceration 
Drug-Related Offenses 

Although there are many factors that drove the recent 
incarceration trends (Caplow and Simon 1999), incar-
ceration of drug offenders was by far the leading cause 
of increased correctional populations. Analysis of six 
serious offenses—murder, robbery, assault, burglary, 
drug offending, and sexual assault—shows that be-
tween 1980 and 1996, 45 percent of the overall growth 
in the incarceration rate for these offenses was driven 
by incarceration of drug offenders (Blumstein and 
Beck 1999, 21). If all other crimes were considered, 
drug incarceration would account for 33 percent of the 
overall prison growth between 1980 and 1999 (Blum-
stein and Beck 1999, 22). The reason for this influence 
can be seen in the changes in the drug incarceration 
rate: In 1980, the drug incarceration rate was 15 per 
100,000 adults, but by 1996, the rate had increased to 
148, representing approximately a 900 percent increase 
in a 17-year period (Blumstein and Beck 1999, 21). 

One of the primary drivers of the drug incarceration 
rate was the combination of increased arrests for drug 
violations and tougher sentencing for drug crimes. Fig-
ure 1-3 charts the increase in arrests for drug violations. 
During the 1970s the number of arrests remained rela-
tively stable, ranging between 400,000 and 500,000 
arrests annually. Adult drug arrests then increased dra-
matically throughout the 1980s, dipped down from 1989 
to 1991, then continued the earlier decade’s increase. 

The increased drug arrest rates alone would be in-
sufficient to fuel the dramatic increases in drug incar-
ceration rates without conversion of those arrests into 
prison sentences. As figure 1-4 shows, however, incar-
ceration of drug offenders grew markedly over a 20-year 
time span, rising sharply from 1988 onward. Indeed, 
during the same time that drug arrests grew, so, too, did 
the conversion of drug arrests into prison sentences. 
Blumstein and Beck (1999, 55) report that the conver-
sion rate of 1992 was 5 times that of 1980. Although 
this rate declined somewhat during the 1990s, the 
conversion rate of 1996 was still 3.6 times that of 1980. 

In short, increased arrest rates, coupled with in-
creased rates of converting drug arrests into prison 
sentences, accounted for almost all of the growth in 
drug incarceration. Drug arrests accounted for ap-
proximately one-third of the growth, and conversion of 
arrests into prison sentences for two-thirds of the 
growth (Blumstein and Beck 1999, 55). 

Growth in the incarceration of drug offenders need 
not mean that there is a greater need for drug treatment in 
prisons. However, drug abuse is highly prevalent among 
drug offenders, as it is among property and violent of-
fenders (Harrison 2000, 2). In addition, the trend toward 
incarcerating increasing numbers of drug offenders high-
lights the potentially increasing role of drugs in correc-
tions. It also suggests the broader context in which drug 
treatment endeavors are situated. Estimates of the extent 
of drug treatment need will be reviewed in subsequent 
sections. 

Figure 1-3. Adult Drug Abuse Violations, 1970 – 1999  Figure 1-4. Number of Persons in State Corrections for 
Drug Violations, 1980 – 1998 
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Source: Federal Bureau of Investigation (1999). 

Note:  Drug abuse violations are defined as state or local offenses relating 
to the unlawful possession, sale, use, growing, manufacturing, and making 
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 Sources: Mumola (2000); Beck (2000). 
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EXPENDITURE TRENDS 

Given the increases in incarceration in the U.S., it is 
not surprising that expenditures have increased dra-
matically and in parallel fashion. This section briefly 
reviews expenditure treats, emphasizing the allocation 
of resources to drug treatment. The next section fo-
cuses directly on the extent of drug treatment need in 
correctional settings. 

Expenditures on Corrections 

According to the U.S. Bureau of Justice Statistics 
(2001), federal, state, and local expenditures on correc-
tions grew by more than 400 percent from 1982 to 
1997, from approximately $10 billion to $45 billion. 
As figure 1-5 shows, expenditures steadily increased 
for much of the 1980s, before rising more rapidly dur-
ing the 1990s. Given that incarceration trends were 
driven primarily by the drug incarceration rate (Blum-
stein and Beck 1999), the increase in correctional ex-
penditures represents a significant investment in the 
incarceration of drug offenders. 

Expenditures on drug treatment in aggregate have 
been described by the General Accounting Office. 
Between 1990 and 1998, “total federal drug control 
spending rose by 64 percent, from about $9.8 billion in 
1990 to about $16 billion in 1998” (GAO 1998, 5). The 
treatment budget increased by 78 percent during this 
same time period, with approximately $3.2 billion 
allocated for drug treatment. Of the treatment funds (20 
percent of the $3.2 billion), more than half (54 percent) 
was allocated to the U.S. Department of Health and 
Human Services (HHS) to support block grants, treat-
ment, and research (GAO 1998, 6). One-third (34 per-
cent) was allocated to the Department of Veterans Af-
fairs for treating veterans and providing inpatient and 
outpatient care. The remaining funds went to the 
Health Care Financing Administration, the Department 
of Education, the Department of Justice, the federal 
Judiciary, and the Office of National Drug Control 
Policy (GAO 1998, 7). Of the HHS’s $1.7 billion in 
1998, close to $1 million went to the Substance Abuse 
and Mental Health Services Administration (SAM-
HSA). Most of these monies are used to support block 
grants to states. One-sixth of HHS’s funding went to 
the National Institutes of Health (NIH) for conducting 
research on drug and alcohol abuse. The National Insti-
tute on Drug Abuse (NIDA), housed within NIH, is 
required by Congress to allocate 15 percent of its fund-
ing to study “the impact of organization, financing, and 

management of health services on issues such as access 
and quality of services” (GAO 1998, 8). 

Expenditures on Drug Treatment as 
Proportion of Total Expenditures 

Consistent and accurate estimates of expenditures on 
treatment, especially for drug treatment, are not readily 
available. Existing counts frequently rely on definitions 
of treatment that are not consistently adhered to across 
states, rendering valid comparisons difficult. Nonethe-
less, estimates compiled by the Center on Addiction 
and Substance Abuse (CASA 1998, 11) indicate that in 
1996 less than 5 percent of state prison budgets went 
toward drug treatment, and that less than 1 percent 
($25 million) of the federal prison budget was targeted 
for drug treatment, including drug abuse education, 
residential counseling services, and community transi-
tional services. 

Such estimates mask considerable variation, how-
ever. For example, some states report spending less 
than 1 percent of the correctional budget on treatment, 
while others report spending up to 22 percent of their 
budget on treatment (CASA 1998, 162). In addition, 
many states are not able to disentangle inmate pro-
gramming costs from general operations expenditures 
(CASA 1998, 2001). 

On a national level, according to the Office of Na-
tional Drug Control Policy (2001), more than $3 billion 
in funds went to drug treatment in 2000, compared 
with $2 billion to drug prevention and $9 billion to the 
criminal justice system in the same year. Including 

Figure 1-5.  Federal, State and Local Expenditures on 
Corrections, 1982 – 1997 
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international drug control efforts, along with interdic-
tion, research, and intelligence, more than $18 billion 
was spent on drug control efforts in 2000. 

PREVALENCE OF DRUG USE 

Few reliable estimates of the prevalence of drug use, 
drug abuse, and drug dependency / addiction in jails and 
state and federal prisons exist. In a study by CASA 
(1998, 10), state officials estimated that 70 to 85 per-
cent of their inmates needed drug treatment. Similarly, 
the Federal Bureau of Prisons estimated that in 1996, 
31 percent of their inmates needed treatment (CASA 
1998, 10). 

Prevalence estimates to date have generally relied 
on self-reports by offenders, who may not wish to re-
veal the extent of their involvement with illicit sub-
stances. Even if they accurately report drug use (in the 
past year, past 30 days, at arrest, while in prison, etc.), 
drug use is not the same as drug abuse or addiction. 
Thus, although drug screens, such as urinalysis, are 
accurate in detecting recent drug use, they cannot de-
termine the extent to which an individual suffers from 
a drug abuse disorder or drug dependency (addiction) 
disorder, as determined by the American Psychological 
Association’s Diagnostic Statistical Manual, fourth 
edition (DSM-IV). (In this report, “dependency” and 
“addiction” are interchangeable.) 

Other sources of prevalence estimates draw on 
more sophisticated assessment strategies, yet few have 
been conducted on a systemwide basis, rendering gen-
eralizations to entire criminal justice systems suspect. 
In a similar vein, it bears emphasizing that much of the 
drug treatment effectiveness literature relies on a 
highly heterogeneous definition of the problem condi-
tion—that is, drug use / abuse / dependency—as as-
sessed through an equally heterogeneous range of 
clinical instruments. 

Below, some of the primary sources of prevalence 
estimates of drug use, abuse, and addiction are re-
viewed. It should be emphasized that regardless of the 
exact definition of drug use/abuse/addiction, or of the 
manner in which these are assessed, most sources indi-
cate that the vast majority of offenders are in need of 
drug treatment. This assessment, coupled with the con-
siderable increase in U.S. prison populations during the 
past decade, suggests a considerable growth in the 
demand for drug treatment. As noted above, the supply 
of any kind of treatment, much less drug treatment, has 
not kept pace with this demand. 

Arrest 

The most accurate information on the prevalence of 
drug use at arrest comes from the Arrestee Drug Abuse 
Monitoring (ADAM) Program, a project of the U.S. 
Department of Justice, which includes conducting uri-
nalysis tests on adult arrestees in 35 cities across the 
U.S. ADAM data provide information on recent drug 
use among arrestees; they do not provide information 
on the prevalence of drug abuse or dependency. Al-
though ADAM provides highly accurate information 
for the cities in which it is conducted, it is of limited 
utility for assessing the extent of drug abuse or de-
pendency / addiction in corrections. Nonetheless, it 
provides a foundation for estimating the starting point 
of the criminal justice “funnel,” which ultimately leads 
to corrections for the most serious offenders. Specifi-
cally, all sites combined report at least 50 percent of 
adult male arrestees tested positive for at least one of 
the NIDA-5 drugs (cocaine, marijuana, methampheta-
mine, opiates, PCP), with the prevalence as high as 77 
percent in San Antonio (ADAM 1999). 

Jail 

Jail data on drug use, abuse, and dependency suffer 
many of the problems noted earlier—most notably, 
inconsistent definitions of drug problems, reliance on 
self-reports, or no assessment of the prevalence of drug 
problems. Drawing on data from the Survey of Inmates 

in Local Jails, 1996, and the 1998 Annual Survey of 

Jails, the U.S. Bureau of Justice Statistics (Wilson 
2000) reports the following facts about drug use and 
testing in U.S. jails. 

• Among all jail inmates in 1996, 74 percent re-
ported past drug involvement, as defined by regu-
lar use of drugs, receipt of drug treatment, intrave-
nous use of drugs, and being sentenced for past 
drug offenses (Wilson 2000, 3). 

• Among convicted inmates in 1996, 66 percent 
reported active drug involvement prior to admis-
sion, 55 percent reported drug use in the month 
prior to their offense, and 36 percent reported drug 
use at the time of their offense. (Active drug in-
volvement was defined as using drugs in the month 
prior to the offense, using drugs at the time of the 
offense, commission of an offense to obtain money 
for purchase of drugs, having received drug treat-
ment since placement in jail, or having a current 
drug charge [Wilson 2000, 3].) 
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• Among convicted inmates in 1996 using drugs in 
the month prior to arrest, 37 percent used mari-
juana or hashish, 24 percent used cocaine or crack 
cocaine, 10 percent used stimulants, 9 percent used 
heroin or opiates, 6 percent used depressants, 5 
percent used hallucinogens, and 1 percent used in-
halants (Wilson 2000, 1). 

• Among convicted inmates in 1996, 36 percent 
reported using drugs at the time of their offense 
(Wilson 2000, 3). 

• Among jail inmates tested for drugs in 1998, 10 
percent tested positive for use of one or more drugs 
(Wilson 2000, 1). 

• Half of all jail inmates in the U.S. in 1998 were in 
jails that test for drug use (Wilson 2000, 4). 

State and Federal Prisons 

Some estimates indicate that over half of offenders in 
state and federal prisons have a diagnosed substance 
abuse or dependency disorder (Peters et al. 1998; Rob-
ins and Regier 1991). According to the U.S. Bureau of 
Justice Statistics’ Correctional Populations in the 

United States, 1997 (Mumola 2000), which is based on 
surveys of state and federal inmates, drug use is as 
prevalent among prisoners as among jail inmates (see 
table 1-1). 

• In 1997, 83 percent of state and federal inmates 
reported ever using any drugs—77 percent for 
marijuana/hashish, 49 percent for cocaine/crack, 
29 percent for hallucinogens, 28 percent for stimu-

lants, 25 percent for heroin/opiates, 24 percent for 
depressants, and 14 percent for inhalants (Mumola 
2000, 61). 

• In 1997, 57 percent of state and federal inmates 
reported using drugs in the past month—39 percent 
for marijuana/hashish, 25 percent for co-
caine/crack, 9 percent for heroin/opiates, 9 percent 
for stimulants, 5 percent for depressants, 4 percent 
for hallucinogens, and 1 percent for inhalants (Mu-
mola 2000, 61). 

• In 1997, 33 percent of state and federal inmates 
reported using drugs at the time of their offense 
(Mumola 2000, 61). 

Drug Abuse and Drug Dependency Disorders 

Few studies systematically provide a rigorous assess-
ment of the prevalence of drug abuse and drug depend-
ency/addiction disorders, as defined by the DSM-IV. 
Indeed, although surveys have been conducted on self-
reported prior drug use, and although many site-
specific investigations have been conducted, there 
appear to be few if any systematic assessments of the 
prevalence of abuse and dependency/addiction disor-
ders among jail or state or federal prison populations. 

However, for a three-month period, in the summer 
of 1991, all offenders (N = 1,165) who entered the 
federal Bureau of Prisons completed the Inventory of 
Substance Abuse Patterns (ISAP). Using the American 
Psychological Association’s Diagnostic and Statistical 
Manual, Third Edition, Revised (DSM-III-R) as a 
guide, 20.9 percent of inmates met the criteria for psy-

Table 1-1. Drug Use in Month Prior to Arrest Among Inmates in Jails vs. State and Federal Prisons 
    

 Jails  State and Federal Prisons 

 % Used Drugs in 
Month Before Arrest 

 % Used Drugs in 
Month Before Arrest 

Any drug 55%  57% 

Marijuana/hashish 37  39 

Cocaine/crack 24  25 

Heroin/opiates 9  9 

Depressants 6  5 

Stimulants 10  9 

Hallucinogens 5  4 

Inhalants 1  1 

 

Sources: Mumola (2000, 61); Wilson (2000, 1). 

Notes: Jail estimates are for 1998; state and federal estimates are for 1997. 
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choactive substance abuse (now termed “drug abuse 
disorder”) and 30.8 percent for psychoactive substance 
dependency (now termed “drug dependency disorder”), 
for a combined prevalence of 51.7 percent having ei-
ther type of disorder (Murray 1991, 35). The criteria 
for a diagnosis of drug abuse disorder, as well as for 
drug dependency disorder, are outlined in table 1-2, 
using the more recent DSM-IV definitions. 

The importance of distinguishing between self-
reported drug use versus clinically defined substance 
use disorders—such as drug abuse disorder and drug 
dependency disorder—lies in the fact that self-reported 
accounts of prior drug use likely overestimate the need 
for drug treatment. However, there is increasingly is 
evidence that not all individuals are equally likely to 
become addicted after initial use of a drug (see, e.g., 
Leshner 1998). Some individuals and groups may have 
a relatively high genetic disposition toward or general 
risk of addiction, while others may have relatively low 
risks. Such dispositions or risks may be reflected in 
self-reported use statistics, especially those focusing on 
drug use in the month prior to arrest or at the time of 
the offense. However, at present, it remains unknown 
whether or to what extent this is true, and, more gener-
ally, whether and to what extent self-report statistics 
overestimate the prevalence of drug addiction. 

DRUG TREATMENT IN CORRECTIONS 

Currently, there are few precise estimates of drug 
treatment in correctional settings. Some sources iden-
tify numbers of inmates receiving treatment, but these 
rarely are specific on the type of drug treatment. In a 
review by the Center on Addiction and Substance 
Abuse, state officials estimated that 70 to 85 percent of 
their inmates needed drug treatment, but that only 13 
percent received any. Similarly, the Federal Bureau of 
Prisons estimated that in 1996, 31 percent of their in-
mates needed treatment, compared with 10 percent 
actually receiving it (CASA 1998, 10). 

According to the Bureau of Justice Statistics, 
which drew on a 1997 national survey of state and 
federal prison inmates, 24 percent of state and federal 
inmates participated in some type of alcohol treatment 
or program in 1997 (Mumola 2000, 66). In 1997, 9.7 
percent (101,200) of state prison inmates received drug 
treatment after admission, down from 24.5 percent 
(169,700) in 1991 (Mumola 2000, 64). In this same 
year, 9.2 percent (8,100) of federal prison inmates 
received drug treatment, which represented a decline 
from 15.7 percent (8,300) in 1991 (Mumola 2000, 64). 

Of inmates receiving drug treatment in state or 
federal prisons, approximately half were placed in 
residential facilities and the other half received coun-
seling, with a small fraction receiving any type of 
maintenance drug therapy (Mumola 2000, 64). Close to 
20 percent of state and federal inmates participate in 
self-help group/peer counseling or education programs 
(Mumola 2000, 64). 

 Table 1-2. Drug Abuse Disorder vs. Drug Dependency Disorder  

     

 Drug Abuse Disorder  Drug Dependency Disorder  

 A. Pattern of substance use leading to clinically significant 
impairment or distress, manifested by one (or more) of 
the following, occurring within a 12-month period: 

• Unable to fulfill obligations at work, school, or home. 

• Use alcohol in physically hazardous situations. 

• Legal problems related to alcohol. 

• Continue to use despite these recurrent interpersonal 
and social problems. 

 

— and — 

 

B. Have not met criteria for substance dependence. 

 

 A. Pattern of substance use leading to clinically significant 
impairment or distress, manifested by three (or more) of 
the following within a 12-month period: 

• Alcohol tolerance. 

• Alcohol withdrawal. 

• Consume larger amounts than intended. 

• Persistently and unsuccessfully tried to cut down. 

• Spend much time in activities revolving around ob-
taining, using, and recovering from alcohol. 

• Give up or reduce social, occupational, or recrea-
tional opportunities because of use. 

• Continue despite knowledge of persistent or recur-
rent physical and psychological problems. 

 

     

 Source: American Psychological Association. 1994. Diagnostic and Statistical Manual—IV. Washington, D.C.: American Psychological Associa-
tion. 
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Assuming that the need for drug treatment in state 
prisons remained proportionally constant between 1991 
and 1997, and that in 1991 all inmates who needed 
treatment were receiving it (24.5 percent), then ap-
proximately 150,000 state inmates who needed drug 
treatment in state prisons in 1997 were not receiving 
any (based on subtracting 9.7 percent of the 1997 state 
prisoner population, which is approximately 100,000, 
from 24.5 percent of the 1997 population, which is 
approximately 250,000). 

This figure (150,000) likely underestimates the 
drug treatment gap in state prisons significantly, since 
not all inmates who needed drug treatment in 1991 
received it. For example, if one used a 50 percent 
prevalence estimate as the basis for ascertaining drug 
treatment need (see table 1-1), then in 1997 approxi-
mately 421,000 state inmates who needed drug treat-
ment went without it (522,000 minus 101,200, or 9.7 
percent). 

A considerably more liberal estimate comes from 
the Center on Addiction and Substance Abuse (1998), 
which assumes that 75 percent of state and 31 percent 
of federal inmate populations are in need of drug 
treatment. Applying the 75 percent assumption to the 
1997 state prisoner population would indicate that 
approximately 680,000 inmates needed drug treatment 
but did not receive it. Drawing on the same assumption 
of a 75 percent need for treatment, figure 1-6 shows the 
increasing gap in treatment need vs. treatment services 
resulting from the dramatic increases in prison popula-
tion growth during the 1990s. 

Whether the more conservative or liberal estimates 
of the treatment need/service gap are relied upon, there 
is a clear indication that many prison inmates who need 
treatment are not receiving it. This gap persists and has 
been increasing, despite a considerable infusion of 
federal dollars into substance abuse treatment pro-
grams. For example, funding for treatment has been 
provided through the Residential Substance Abuse 
Treatment (RSAT) State Prisoners Formula Grant Pro-
gram through the National Institute of Justice, as well 
as other programs, such as the Violent Offender Incar-
ceration and Truth-in-Sentencing (VOI/TIS) Incentive 
Formula Grant Program and the Substance Abuse Pre-
vention and Treatment Block Grant Program (CPO 
1998). Yet even with such infusions, in absolute num-
bers, state prisons have decreased drug treatment for 
inmates, with those receiving drug treatment declining 
from 169,700 inmates in 1991 to 101,200 inmates in 
1997 (Mumola 2000). This decline is significant in part 
given the dramatic growth in state prison populations, 

which in turn were driven by increased drug incarcera-
tion rates. The decline also is significant because it 
stands in contrast to data indicating that state and fed-
eral correctional facilities operating as alcohol/drug 
treatment institutions rose from 92 in 1990 to 192 in 
1995, and that 97 percent of correctional facilities offer 
drug and alcohol counseling (Bureau of Justice Statis-
tics 1997). 

Figure 1-6. Treatment Need in State and Federal Correctional 
Settings vs. Number of Inmates in Treatment Programs, 
1990 - 1996 
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Source:  Center on  Addiction and Substance Abuse (1998). 

Note:  "The number of inmates needing drug treatment is calculated to be 75 percent of 
the total number of state inmates and 31 percent of the total number of  federal in-
mates for each year based on estimates by the General Accounting Office, Center for 
Addiction and Substance Abuse, and the Federal Bureau of Prisons.  The number of 
inmates in treatment is estimated from data reported in The Corrections Yearbook“ 
(1990–1996) (CASA 1998, 114).  The 75 percent estimate likely overestimates the extent 
of serious substance abuse problems (e.g., drug dependency disorder, as defined by the 
DSM-IV), but nonetheless echoes many self-report findings concerning the extent of drug 
use and abuse. 
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PUBLIC SUPPORT FOR 
DRUG TREATMENT 

Although the relationship between drug treatment in 
correctional facilities and public support for drug 
treatment is not necessarily direct, examination of 
changes in public opinion can help provide a broader 
context in which to situate correctional drug treatment 
services. As table 1-3 shows, public concern about 
drug abuse peaked during the late 1980s and subse-
quently and dramatically returned to considerably 
lower levels. Specifically, in 1989, 39 percent of the 
American public viewed drug abuse as the single most 
important problem facing the country. A decade later, 
only 5 percent of the public expressed this view. Thus, 
one might speculate that one reason correctional drug 
treatment has not kept pace with increased demand is 
not simply that there has been an exponential growth in 
the need for drug treatment, but that there is increas-
ingly little public concern about drug abuse. 
 

KEY RESEARCH QUESTIONS 

In reviewing the literature on the prevalence of drug 
use, abuse, and dependency/addiction in correctional 
settings, and the availability of drug treatment, it is 
evident that a number of critical research questions 
have yet to be addressed. Key research questions that 
future research should address include the following: 

• Among newly sentenced offenders, how wide-
spread is the need for drug treatment of various 
kinds? That is, what is the prevalence not only of 
drug use, but of drug abuse and drug depend-
ency/addiction for specific types of drugs (heroin, 
cocaine/crack, alcohol, etc.)? 

• What precisely is the gap between treatment need 
and services in jails and prisons? 

• Which types of drug treatment services are most 
prevalent and why? 

• How does the extent of drug abuse/addiction 
among prisoners compare with other problems, 
such as lack of education or vocational training, or 
mental or physical illness? 

• What factors determine which offender services 
are funded? 

 

Table 1-3. Public Concern about Drug Abuse, 
1988–1999 

  

 Percent Reporting Drug Abuse as the 
Single Most Serious Problem Facing the 

United States 

1988 11% 

1989 39 

1990 18 

1991 11 

1992 8 

1993 6 

1994 9 

1995 6 

1996 10 

1997 17 

1998 9 

1999 5 

Sources: Pastore and Maguire (1999). 
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CHAPTER 2. 
Screening and Assessment for Drug Treatment 
in the Criminal Justice System 

Research has shown that not every program works for every person in 

every setting. Effective screening and assessment is the first step toward 

providing effective treatment care for incarcerated offenders. For this rea-

son, the screening and assessment process has been called “the first line of 

defense” in the offender identification process. Because of the high demand 

and scarce resources for treatment, and because effective treatment can re-

duce both drug use/abuse and criminal behavior, it is important to identify 

and target those people with the greatest need for treatment as well as those 

who will benefit most from treatment. This chapter reviews the screening 

and assessment process as well as key issues bearing on the effectiveness of 

this process. Specific topics include defining screening and assessment, 

including identifying the uses of screening and assessment; reviewing 

commonly used instruments; describing the screening and assessment pro-

cedures used in correctional facilities; and discussing barriers to screening 

and assessment. 
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INTRODUCTION 

Research has shown that not every program works 
for every person in every setting. Effective screening 
and assessment is the first step toward providing effec-
tive treatment care for incarcerated offenders. For this 
reason, the screening and assessment process has been 
called “the first line of defense” in the offender identi-
fication process. Because of the high demand and 
scarce resources for treatment, and because effective 
treatment can reduce both drug use/abuse and criminal 
behavior, it is important to identify and target those 
people with the greatest need for treatment as well as 
those who will benefit from treatment most. 

This chapter reviews the screening and assessment 
process as well as key issues bearing on the effective-
ness of this process. Specific topics include defining 
screening and assessment, including identifying the 
uses of screening and assessment; reviewing com-
monly used instruments; describing the screening and 
assessment procedures used in correctional facilities; 
and discussing barriers to screening and assessment. 

DEFINING SCREENING AND ASSESSMENT 

Screening refers to the initial determination of a 
substance abuse, mental health, medical, or other prob-
lem. It is a short process, typically completed in 5 to 30 
minutes and not requiring staff with expertise or exten-
sive experience in the area. Oftentimes, screening is han-
dled through a self-report, sometimes guided by a coun-
selor, as opposed to an interview or interactive session. 
For drug treatment, the screening process not only identi-
fies people with drug and alcohol problems, but also 
screens out those who are unsuitable for treatment. 

After an initial screening, those who may need 
treatment are assessed and matched to treatment pro-
grams. Assessment is an in-depth process, often taking 
several hours and involving substance abuse profession-
als (Peters and Peyton 1998). During this stage, the needs 
of the client are explored, including coverage in the fol-
lowing areas: mental health history and status, family and 
social relationships, medical/health care history and 
status, and criminal justice history and status. 

Effective screening and assessment involves the 
use of instruments, but these cannot be used alone to 
assess the client. Screening and assessment instruments 
must be supplemented by other information garnered 
from individual interviews and archival material such 
as criminal justice records, previous treatment records, 
drug test results, and observations. Physical signs such 
as dilated or constricted pupils, abnormal eye move-
ments, and elevated or lowered vital signs can indicate 
alcohol or drug use. These signs can be discovered 
during a systematic and standardized observational 
evaluation at both the screening and assessment stages. 

SCREENING AND ASSESSMENT 
IN THE CRIMINAL JUSTICE SYSTEM 

Goals 

Several guides break out the functions of screening 
and assessment (e.g., Inciardi 1993; Peters and Bartoi 
1997; Peters and Peyton 1998). The more prominent 
functions are listed in table 2-1. 

For assessment involving substance abuse issues, a 
different set of functions or goals can be identified. 
These are listed in table 2-2. 

 Table 2-1. Selected Goals of Screening  

   

 • Determine presence of substance abuse, mental health disor-
der, and medical conditions. 

 

 • Define major areas of strengths and deficits.  

 • Screen out persons with no identifiable problems.  

 • Identify individuals with a history of violent offenses/ behav-
ior. 

 

 • Identify environmental factors (e.g., residential stability, 
relationship issues) or other problems (e.g., mental disor-
ders, cognitive deficits) that may undermine success in 
treatment. 

 

 • Identify minimum level of security or supervision needed to 
promote public safety. 

 

 • Identify motivation for participation.  

 • Identify perceived benefits as well as disadvantages of par-
ticipation in the program. 

 

   

 
Sources: Inciardi (1993); Peters and Bartoi (1997); Peters and Peyton 
(1998). 

 

 

 Table 2-2. Selected Goals of Assessment for Offend-
ers with Potential Substance Abuse Problems 

 

   

 • Examine the scope and nature of substance abuse 
problems. 

 

 • Identify specific psychosocial problems to be addressed in 
treatment, including mental health disorders. 

 

 • Understand the impact substance abuse has had on 
the individual, including its influence on criminal involve-
ment. 

 

 • Determine the client’s level of maturation and readiness 
for treatment. 

 

 • Identify specific physical problems to be addressed in 
treatment planning. 

 

 • Identify the full range of service needs, pursuant to treat-
ment planning. 

 

 • Match participants to particular services.  
   

 
Sources: Inciardi (1993); Peters and Bartoi (1997); Peters and Peyton 
(1998). 
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In addition to screening and assessment, Peters and 
Bartoi (1997) identify a process called diagnosis, 
which occurs after screening and before assessment. 
The goals of diagnosis include identifying the presence 
of symptoms of mental health and substance abuse and 
developing a hypothesized psychosocial assessment. 
Diagnosis helps to determine where to focus treatment 
(e.g., mental disorder, substance abuse, or both), and 
allows professional judgments to complement actuar-
ial-based assessments. 

Timing 

Assessment should occur at the earliest possible 
stage in the criminal justice system and should be a 
continuous process. An early assessment can help to 
guide the person through the system, via pretrial diver-
sion and alternatives to incarceration, including drug 
courts. Assessment should be a comprehensive and 
continuous process because treatment itself is a process 
that is supposed to lead to change. Ideally, assessment 
precedes, occurs during, and follows interventions. 
Reassessments are valuable for several reasons (Bonta 
1996). First, they protect the public by alerting the 
criminal justice system to changes in an offender’s 
situation, which may be a sign to change supervision 
levels and/or intervene. Second, reassessments are an 
opportunity for the criminal justice system to evaluate 
its practices and programs and monitor program effec-
tiveness via change in offender attitude, values, behav-
iors, etc. Figure 2-1 outlines the ideal type of assess-
ment process. 

Peters and Bartoi (1997) recommend screening for 
both mental health and substance abuse problems at the 
earliest possible point in processing, but not before an 
offender has reached sobriety (usually through detoxi-
fication). Universal screening for both mental health 
and substance abuse should be conducted given the 
high rates of substance abuse and co-occurring disor-
ders among criminal justice-involved offenders (Peters 
and Bartoi 1997). 

Inciardi (1993) outlines the placement, purpose, 
and importance of continuous assessment, of varying 
types, throughout criminal justice processing: 

• Treatment needs assessments should be in place to 
determine what type of programmatic intervention 
is appropriate—long-term or short-term residential 
treatment, intensive or moderate outpatient treatment, 
chemical detoxification, etc. In this capacity, needs 
assessment acts as a “broad sorting mechanism.” 

• Readiness for treatment assessments should be 
implemented to understand better the extent to 
which clients are motivated for treatment, and 
whether they are likely to benefit from the services 
offered to them. 

• Comprehensive treatment planning assessments 
should occur once a client reaches a given program 
to determine how intensive the treatment should be 
and on which areas it should focus. 

• Treatment progress assessments should be un-
dertaken periodically to determine whether clients 

are responding to treatment 
and whether to change an 
intervention. 

• Treatment outcome 

assessments are also critical 
to determine the extent of 
behavioral change, success, 
and failure. 
 

Treatment screening and 
assessment can happen at a 
variety of “impact” points in 
the system and ideally can 
help to shape the best system 
options for the offender. 
[Discussions of system im-
pact points can be found in 
reports by the National Insti-
tute of Corrections (Carter 

Figure 2-1. Comprehensive and Continuous Assessment Process 

E v a lu a tio n  o f P ro c e ss  a n d  O u tc o m e

F e e d b a c k

R e c o g n itio n  o f R isk  F a c to rs

In itia l S c re e n in g

C o m p re h e n s iv e  A sse ssm e n t

A p p ro p ria te  In te rv e n tio n s

 

Sources: Tarter, et al (1991);  McLellan and Dembo (1992). 
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1991) and Vigdal (1995). In addition, the Center for 
Substance Abuse Treatment has produced a Criminal 
Justice System Planning Chart for display, available 
through the National Clearinghouse for Alcohol and 
Drug Information at 1-800-729-6686 or 301-468-
2600.] For the purposes of this report, we have adapted 
information from several lists. The system “impact” 
points and opportunities for intervention and data col-
lection are shown in table 2-3, and the importance of 
screening and assessment at several of these “impact” 
points is described below. 

Pretrial 

During the pretrial phase, the largest numbers of 
potential substance abusers are in the criminal justice 
system. This can be the best time for intervention and 
screening because of the ability to gather information 
about the largest group of people who have had some 
kind of contact with the law. Critical information about 
the person should be collected at this phase, including 
criminal record, alcohol or drug abuse assessment and 
treatment information, and general history. This infor-
mation should follow the offender throughout process-
ing. At this stage, information can be used to guide 
system options, including arraignment, plea bargain-
ing, and the choice of an alternative to prison. 

To alleviate prison crowding, a well-planned and 
monitored pretrial release program can be an effective 
alternative to prison. Any such program should be 
based on a careful assessment of the defendant, appro-

priate treatment and sanctions, and continuous 
monitoring and evaluation. 

Diversion from Incarceration 

Drug Courts. Drug courts have made a major im-
pact in the criminal justice system over the past dec-
ade. Currently, there are over 400 drug courts through-
out the country aimed at diverting addicted offenders 
to a different “system,” one of drug treatment, monitor-
ing, and criminal sanctions.  

Screening and assessment for drug courts provides 
a structured way for the courts to understand the risks 
and needs of the participant. A screening and assess-
ment system marks the beginning of the drug court 
process and helps to integrate diverse information to 
form a comprehensive picture of each individual par-
ticipant. It provides the foundation for supporting other 
drug court functions, including treatment planning, 
placement in treatment, and identification of the need 
for other services. It also provides the offender with an 
orientation to the program, and thus should be struc-
tured for the participants to learn about the program 
and for the program to learn about the participants. At 
this stage, screening and assessment can be used to 
assess motivation, commitment to treatment, and 
“readiness” for treatment. 

Boot Camps. Boot camps are one alternative for 
typically young, nonviolent offenders, although the 
programs are not exclusively for young offenders. Boot 
camps involve intensive supervision and treatment 

 Table 2-3. Impact Points and Their Assessment Implications  

     

 Impact Point  Assessment Implications  

 Pretrial  Screening and assessment can be used with the largest number of potential substance abusers in the system. 
They can be used to raise awareness of potential problems and to identify the need for resources. 

 

 Pre-sentencing  Screening and assessment can be used to divert offenders into treatment programs.  

 Drug Courts  A primary diversionary program is a drug court, which provides an alternative, nontraditional form of sanc-
tioning for addicted offenders. Drug courts, which rely on appropriate identification of substance us-
ers/abusers, focus on drug treatment and monitoring as well as timely criminal sanctions. 

 

 Sentencing  Sentencing provides an opportunity to link treatment with sanctioning.  

 Probation  Assessment can provide better case management through identification and treatment of needs.  

 Intermediate 
Sanctions 

 As with probation, intermediate sanctions can center around treatment plans even as they include a focus 
on punishment. 

 

 Jail/Prison  Screening and assessment assists with monitoring offenders, planning treatment, and providing other special 
needs while in an incarcerated setting. 

 

 Post-incarceration  Data about parolees is important for case management, maintaining treatment progress, and transitioning 
back into the community. 

 

 Source: Vigdal (1995).  

 



 

Chapter 2. Screening and Assessment for Drug Treatment in the Criminal Justice System 2-5 

programs; they are structured and disciplined programs 
requiring physical training, work, and treatment. By 
January 1996, a majority of states (37) offered boot 
camps as an alternative to incarceration and, at the fed-
eral level, the Bureau of Prisons operated two boot 
camps. Potential participants in boot camps are screened 
for substance abuse, criminal history, and psychological 
capacity for the program. Careful matching is critical 
because the programs focus on techniques such as con-
frontation, discipline, and behavior modification. Re-
views of boot camps have been consistently unfavor-
able; indeed, according to one review, boot camps are 
one of the “unmitigated failures” of the new treatment 
models (Gendreau and Goggin 1997, 273). 

TASC. Another popular program is Treatment Al-
ternatives to Street Crime (TASC). This program pro-
vides a mix of supervision, treatment, and sanctions 
and rewards, involving close collaboration with com-
munity treatment programs. The TASC program pro-
vides screening, assessment, treatment planning, moni-
toring, urinalysis, and court liaison functions. The 
program refers a client to a community-based treatment 
program, monitors the client’s progress and compli-
ance, and reports results back to the referring criminal 
justice agency. TASC programs can help alleviate 
prison crowding through diversion to treatment, when 
it is deemed—through careful screening and assess-
ment—to be the most appropriate course of action for 
the defendant. A 1996 effectiveness study of TASC 
found that outcomes for all study sites (7) were moder-
ately favorable and confined to a high-risk offender 
subsample (Anglin et al. 1996). 

Probation, Jail, Prison, and 
Post-Incarceration/Parole 

Probation. The majority of adjudicated offenders 
are placed on probation, which is community-based 
supervision that includes a mix of counseling, surveil-
lance, and support services. According to Vigdal 
(1995), the role of probation has changed dramatically 
over the past 30 years, from community correction 
programs for nonviolent offenders to community cor-
rection programs addressing a complex set of needs 
and risk management for offenders requiring a broad 
array of specialized services. Today, effective proba-
tion programming faces significant challenges due to 
diminishing resources, funding, and personnel. 

Continuous screening and assessment is particu-
larly important for offenders on probation. On one 
hand, probation officers must monitor increasing num-
bers of probationers and help address their needs. On 

the other hand, probation officers must give priority to 
supervision and compliance with court-ordered sanc-
tions. Maryland’s Break the Cycle program, for exam-
ple, offers frequent testing and sanctions for probation-
ers in addition to enhanced supervision. Other 
community-based initiatives include Intensive Super-
vised Probation or Parole (ISPs) (Petersilia 1995). 
However, the treatment emphasis is not as prominent 
in ISPs, and study results of ISPs have shown them to 
be largely ineffective. 

Jail. According to a recent Substance Abuse and 
Mental Health Services Administration (SAMHSA) 
report (2000), assessment occurs in 63.6 percent of 
jails in this country. Due to the typically shorter terms 
of incarceration, many jails offer detoxification and 
short-term counseling and self-help groups. Jails can 
also use drug testing as a way to monitor offenders, 
identify drug problems, and control drug use. According 
to a Bureau of Justice Statistics report (Wilson 2000), 7 
out of every 10 jails in 1998 reported having a drug 
testing policy, either urinalysis or another test to deter-
mine drug use. Sanctions for positive tests were primar-
ily deterrent-based—that is, loss of good time (52.2 
percent of jurisdictions), taking privileges away (69.9 
percent of jurisdictions)—as opposed to mandatory 
treatment or other assistance (8 percent of jurisdictions). 

Prison. According to the same SAMHSA (2000) 
report, assessment occurs in 67.1 percent of state pris-
ons and 86.8 percent of federal prisons. Prison pro-
vides a unique atmosphere for drug treatment. The 
offender will most likely be in the prison for a consid-
erable amount of time (typically more than one year in 
most states), the atmosphere is hypothetically devoid 
of drugs and alcohol (although this is a concern in 
many state and federal prisons), and the inmate is away 
from a criminogenic environment. Comprehensive risk 
and needs assessment should take place upon entry into 
the facility and upon release (and, if treatment is pro-
vided, throughout treatment). Intake assessment is a 
standardized process for all federal prisons, but the 
process varies considerably from state to state. 

Post-Incarceration/Parole. The period after in-
carceration is an extremely crucial and potentially 
stressful time in an offender’s recovery. It is important 
not only to prepare the person for the transition (re-
lapse prevention), but also to continue the case man-
agement and assessment process. 
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History and Types of Assessments 

First-, Second-, and Third-Generation Assessments 

Both historically and conceptually, there are first-, 
second-, and third-generation assessments (Bonta 
1996). First-generation assessment refers to clinical 
judgments, or “gut feelings” (Andrews and Bonta 
1995). A clinician arrives at a diagnosis based on an 
information-gathering session that includes a flexible 
interview, perhaps a psychological test, and a review of 
files, if available. Several meta-analyses have come to 
the conclusion that these types of clinical assessments 
are not accurate and are poor at predicting offender risk 
(Andrews and Bonta 1998). 

A better alternative is the second-generation ap-
proach, and the best alternative, to date, is the third-
generation approach. Both of these approaches use the 
actuarial method, using statistical, empirical, and vali-
dated assessment batteries. Second-generation ap-
proaches are atheoretical and static; that is, they have 
no theoretical base and primarily capture historical, or 
unchangeable, items (Andrews and Bonta 1998; Cullen 
and Gendreau 2000). 

Third-generation risk assessments differ from sec-
ond-generation assessments because of the inclusion of 
dynamic risk factors and an emphasis on standardiza-
tion. A 1996 meta-analysis of predictors of recidivism 
(Gendreau, Little, and Goggin 1996) found that most 
of the predictors were dynamic in nature; that is, the 
predictors were changeable attributes of the person. 
The focus on change is important because it is central 
to effective treatment; an offender’s criminal history 
cannot be changed, but his or her beliefs, attitudes, and 
behaviors can. 

Risk, Needs, and Psychological Assessments 

There are several types of assessment approaches: 
risk, need, and psychological assessment (see table 2-
4). Risk assessment provides a security function, al-

though it also provides treatment implications; needs 
assessment provides a treatment/matching function; 
and psychological assessment provides a treat-
ment/matching function. There is no one instrument 
that can perform all of these functions and capture all 
necessary information to make an informed decision 
about treatment. 

Risk assessments (or “offender classifications”) 
happen at various points in the correctional system, 
most commonly at pretrial release and prison intake. 
Risk assessment instruments attempt to quantify risk 
and to reveal psychological “types” (i.e., individuals 
who are predisposed to behavioral problems and crime) 
(van Voorhis et al. 1997; Andrews and Bonta 1998). 
Risk assessments thus provide a tool for protecting 
society and maintaining safety in prison. How likely is 
it that the offender will escape, commit a new offense, 
or cause harm to someone while in care or out of care? 
How likely is it that a given personality “type” will be 
a disciplinary problem? Risk assessment answers these 
questions and helps to guide placement of the offender 
into probation, incarceration, or alternatives to prison. 
It also helps to assess placement and level of guardian-
ship while in a particular correctional setting. 

In addition to these uses, risk assessment should be 
considered for assisting with appropriate treatment 
placement. Andrews and Bonta (1998) and others have 
shown that treatment is optimal when matched appro-
priately to risk level. For example, there are greater 
reductions in recidivism for high-risk offenders who 
are placed in intensive services than for high-risk of-
fenders placed in minimal treatment services. By con-
trast, low-risk offenders matched with low-intensity 
programs experience greater reductions in recidivism 
compared with low-risk offenders in high-intensity 
programs. 

Needs assessment focuses primarily on internal 
classification, needs in general, and needs for treatment. 
The “needs principle” (van Voorhis et al. 1997) assumes 

 Table 2-4.  Principles of Assessment and Their Treatment Implications  

     

 Assessment Focus Definition Treatment Implications  

 Risk Risk assessments are 
offender classifications 

Characteristics of people and their circumstances that are predic-
tive of future criminal conduct. 

 

 Need Needs assessments address crimino-
genic and noncriminogenic needs 

Treatment services best target those characteristics of higher-risk 
individuals and their circumstances that, when changed, actually 
link with variation in criminal conduct. 

 

 Psychological Assessing psychological traits 
to classify for treatment 

The most effective styles and modes of treatment service are 
those matched with the needs, circumstances, and learning styles 
of individuals (“responsivity”). 

 

 Source: Bonta (1996).    
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that institutional settings have a moral obligation to meet 
certain needs of the inmates, particularly substance 
abuse counseling, job development, education, fam-
ily/relationship counseling, and medical assistance.  

According to Andrews and Bonta (1998), however, 
it remains unclear which needs are associated with 
subsequent criminal behavior. To this end, Andrews 
and Bonta (1998, 243) distinguish between crimino-
genic and noncriminogenic needs: 

Criminogenic needs are a subset of an offender’s risk 
level. They are dynamic attributes of the offender 
that, when changed, are associated with changes in 
the probability of recidivism. Noncriminogenic needs 
are also dynamic and changeable, but these changes 
are not necessarily associated with the probability of 
recidivism. 

The four most common criminogenic needs are an-
tisocial associates, antisocial values or attitudes, his-
tory of antisocial behavior, and skill deficiencies, such 
as poor problem-solving skills, self-management or 
self-efficacy problems, impulsivity, poor self-control, 
and irresponsibility (Gendreau, Little, and Goggin 
1996). Unfortunately, commonly used needs assess-
ment instruments do not help to identify all of the im-
portant criminogenic needs. Even when better needs 
instruments are available, correctional personnel fre-
quently use them for purposes other than treatment; for 
example, they may be used to help correctional per-
sonnel allocate resources and maintain client records 
(van Voorhis et al. 1997). 

Psychological assessment focuses on placement 
and treatment matching based on personality and/or 
behavioral criteria. Psychological evaluations can rein-
force risk classifications and add more information for 
the treatment-matching process, including information 
about treatment responsivity (Bonta 1996). 

Several different psychological instruments typi-
cally are used in correctional settings, each resulting in 
a different personality type classification. For example, 
in one test, classification includes categories such as 
“asocial aggressive,” “immature dependent,” “neurotic 
anxious,” “manipulator,” and “situational” (Behavioral 
Classification System for Adult Offenders, also know 
as the Adult Internal Management System [Quay 
1983]). In another test, profile types are described with 
nondescript names (Easy, Baker, Able, Charlie, etc.) to 
aid in determining behavior characteristics without 
bias. One of the most common is the Megargee MMPI-
based Typology (Megargee and Bohn 1979), which is 
adapted from the Minnesota Multiphasic Personality 
Inventory (MMPI). 

As noted, psychological assessments address the 
responsivity principle (van Voorhis et al. 1997), that is, 
they address factors such as intelligence, anxiety, and 
cognitive maturity, which affect how a person will 
respond to different treatment approaches. The “re-
sponsivity principle” refers to linking these factors to a 
treatment plan. Bonta (1996) has described the impor-
tance of focusing on the responsivity principle: 

Matching on risk and targeting the appropriate crimi-
nogenic needs are fundamental to effective rehabilita-
tion, but attention to responsivity factors can serve as 
a catalyst for treatment. For example, an agency may 
deal with high-risk offenders who have the same 
criminogenic needs (substance abuse), but within that 
group there are individuals differing along such di-
mensions as anxiety, intelligence, self-esteem, and so 
on. These factors affect how well the client responds 
to the style and modes of therapy and necessitate a 
matching of client characteristics with treatment. It is 
quite possible that withdrawn and shy clients may re-
spond best when treatment is given on an individual 
basis, whereas extroverted, self-confident clients may 
respond well to group therapy format (23). 

 

In addition to risk, targeting criminogenic needs, 
and responsivity, Andrews and Bonta (1998) empha-
size the importance of professional discretion. While 
the principles of risk, need, and responsivity can pro-
vide a fairly objective “picture” of the person, there 
will always be cases that do not “fit the mold.” An-
drews and Bonta (1998) suggest that professional 
judgment should play a role in the assessment. How-
ever, this kind of discretion should be undertaken sys-
tematically and scientifically. If new patterns begin to 
arise from this type of assessment, then perhaps new 
principles of assessment should be created. The princi-
ple of professional discretion is, according to Andrews 
and Bonta (1998), unlike the “indefensible” first-
generation approaches, which drew on subjective clini-
cal and/or intuitive assessments and many of which are 
still used today. Nonetheless, professional discretion 
constitutes but one part of a comprehensive assess-
ment, albeit one that provides a safeguard against in-
strument error and allows for the exercise of informed 
judgment. 

An ideal approach to treatment would include an 

assessment of risk predictors, criminogenic needs, and 

a psychological assessment, with a focus on responsiv-

ity and the exercise of discretion and judgment where 

appropriate. In an ideal setting, a treatment provider 
would collect and use risk, needs, and responsivity 
information to create a personalized treatment plan. 
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Ongoing assessment then would be provided to iden-
tify changes in dynamic/criminogenic factors and po-
tential changes in relevant outcomes, such as drug 
use/abuse and recidivism. 

Assessment and Effective Treatment 

Comprehensive assessments are efficient and ef-
fective because they are able to isolate human risk, 
need, and psychological aspects that can be affected by 
treatment, but assessment only works when the infor-
mation garnered is used for proper client matching, 
including attention to the specific needs of certain 
populations, such as women and offenders with co-
occurring disorders or infectious diseases. Specific 
issues that research shows need to be addressed for 
treatment to be effective are outlined in table 2-5 and 
discussed below. 

Client Matching: Who Needs What Type of 
Treatment? 

Effective treatment is premised on identifying 
those who have treatment needs and addressing their 
level of risk (Carter 1991). For example, research by 
McLellan et al. (1983) found that clients appropriately 
matched to treatment were more motivated than clients 
placed in any available program. They stayed longer, 
experienced fewer negative discharges, and, conse-
quently, showed greater improvement. It is particularly 
important to match the characteristics of the offenders, 
therapists, and programs. Gendreau (1996, 123) de-
scribes the matching process as involving several di-
mensions, including “matching the treatment approach 
with the learning style and personality of the of-
fender. . . , matching the characteristics of the offender 
with those of the therapist. . . , and matching the skills 
of the therapist with the type of program.” Information 
learned through risk, need, and psychological assess-
ments can be used to match clients to treatment. 

Treat Those Who Will Complete Treatment  

Research in the treatment field shows that program 
“completers” fare better than “non-completers” on 
outcomes such as drug relapse and recidivism (Wexler 
et al. 1992). Therefore, it is most efficient to focus 
resources on those who may complete treatment. How-
ever, relatively little research has focused on the value 
of assessments for predicting treatment retention in 
corrections-based programs (Gendreau, Goggin, and 
Paparozzi 1996). Although there is considerable re-
search about the value of assessment-based classifica-
tion and treatment placement, there is less evidence 
about the correlation of these assessments with time in 
or completion of treatment.  

Treat Those Who Are “Ready for Treatment” 

Contrary to conventional wisdom, research shows 
that coerced treatment can be effective, sometimes 
even more than voluntary treatment (Leukefeld and 
Tims 1988). In fact, the traits of addiction often include 
denial and an inability to recognize a problem; without 
recognition there can be no “readiness.” Thus, those 
who lack recognition in many ways are prime candi-
dates for intervention (Inciardi 1993). Indeed, bio-
medical research shows that treatment can be effective 
even if an offender is not voluntarily participating 
(NIDA 1999). 

However, some research shows that clients who 
are “ready” for treatment show greater improvement. 
Peters and Bartoi (1997) list several studies demon-
strating the importance of readiness for treatment and 
its effect on program completion and outcomes. These 
studies indicate that motivation level is an important 
predictor of treatment compliance, dropout, and out-
come, and is useful in making referrals to treatment 
services and in determining prognosis. They also show 
that treatment is likely to be ineffective until individu-
als accept the need for treatment of mental health and 
substance abuse problems. In recognition of the impor-
tance of treatment readiness, Gorski (1991) has created 
a Developmental Model of Recovery that breaks down 
the mental state of readiness into several phases and 
corresponding tasks for each stage; “readiness” is con-
ceptualized as a series of stages rather than a single 
state. 

Treat Dynamic Factors 

Recent meta-analyses reveal that targeting dy-
namic, or changeable, factors can lead to the largest 
reductions in relapse and recidivism (Andrews 1995; 
Gendreau, Little, and Goggin 1996; Andrews and 

 Table 2-5. Issues for Client Matching and Treatment  

   

 • Client has drug and/or alcohol addiction/alcohol depend-
ency. 

 

 • Client is ready for treatment, has sufficient time to com-
plete treatment, and will likely complete treatment. 

 

 • Client has ability to understand the program/the principles 
behind the program. 

 

 • Assess and treat dynamic factors of the person/address 
criminogenic needs. 
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Bonta 1998; Cullen and Gendreau 2000). Assessment 
instruments thus ideally must be capable of identifying 
these factors, but they also should include risk and 
psychological assessment (Bonta 1996), since these 
can be used to match offenders with appropriate treat-
ment and levels of supervision. 

Offender Subgroups: Assessment Issues and 
Treatment Implications 

Female Inmates 

Although the prevalence of women in prison with 
substance abuse problems is much less than in the male 
inmate population, these problems nonetheless require 
treatment. However, treatment may need to be tailored 
to meet the particular needs of female inmates. For 
example, according to Smith (1993), incarcerated 
women typically are low-income, single heads of 
households with dependent children, unemployed, 
from families with histories of incarceration, victims of 
physical and sexual abuse prior to age 18, with multi-
ple medical problems, such as pregnancy (approxi-
mately one-fourth of female inmates entering prison 
are pregnant), HIV/AIDS, sexually transmitted dis-
eases, and tuberculosis. Such factors can affect partici-
pation in and the effectiveness of treatment, especially 
if left unaddressed. 

The majority of assessment instruments have been 
created for a male population and focus on factors 
centering around traditional male roles. However, 
some instruments, such as the Addiction Severity In-
dex, have been modified to address women’s needs and 
to be sensitive to women’s relationships and living 
arrangements. For example, assessment instruments 
used with women may need to measure parenting skills 
and responsibility for child care since removal from 
their role as mother or caretaker may produce feelings 
of depression and/or guilt, which in turn may affect 
treatment delivery. 

Other concerns include the recognition of alcohol 
problems, traditional criminal profiles, and psychologi-
cal and medical differences between men and women 
(Inciardi 1993). Women may not have faced their 
abuse problem because they may be less likely to be in 
the workforce or around people that may pressure them 
into realizing their problem and seeking treatment. An 
assessment process can be an unexpected “reality 
check” that raises awareness about a substance abuse 
problem. Female alcoholics also have higher rates of 
depression than either women in the general public or 
male substance abuse offenders. Finally, there is re-

search that suggests that females process alcohol and 
drugs differently than males (Inciardi 1993). 

Co-Occurring Disorders: Mental Health and 
Substance Abuse 

Rates of mental health problems and substance 
abuse problems are much higher among inmates than 
the general population (Lurigio and Schwartz 2000; 
Peters and Bartoi 1997). The most common mental 
disorders among inmates are psychosis, depression, 
and bipolar disorder. Dennis (1998) reported on the 
lack of diagnosing co-occurring mental disorders, cit-
ing information from the State of Illinois, where only 
about 6.3 percent of co-occurring mental health prob-
lems were reported. By contrast, the literature suggests 
that over half of people with substance use disorders 
have co-occurring mental disorders (Kessler et al. 
1994) and that over 65 percent of those presenting for 
treatment have co-occurring mental disorders (Dennis 
1998). Other studies (Chulies et al. 1990; Cote and 
Hodgins 1990; Mirin et al. 1988) show that: 

• 75 percent of addicted offenders have histories of 
depression 

• 25 percent of addicted offenders have histories of 
major depression, bipolar disorder, or atypical bi-
polar disorder 

• 9 percent of addicted offenders are schizophrenic. 
 

The recognition of co-occurring disorders is espe-
cially important because of the unique challenges in 
treatment that offenders with co-occurring disorders 
present. It can be difficult to determine these multiple 
problems, not only because of human error and lack of 
staff expertise and training, but also because the sheer 
complexity of the problems can make diagnosis diffi-
cult even for trained professionals. Peters and Bartoi 
(1997) describe several prominent challenges: 

• Use of alcohol and drugs can create mental health 
symptoms. 

• Alcohol and drug use may precipitate or bring 
about the emergence of some mental health disor-
ders. Mental health disorders can also precipitate 
substance use disorders. 

• Mental health symptoms may be exacerbated, or 
worsened, by alcohol or drug use. 

• Mental health symptoms or disorders are some-
times mimicked by alcohol and drug use. 



 

Chapter 2. Screening and Assessment for Drug Treatment in the Criminal Justice System 2-10 

• Alcohol and drug use may mask or hide mental 
health symptoms or disorders that are actually pre-
sent. Mental health symptoms are often not identi-
fied until after a long period of time. 

 
Another challenge when dealing with co-occurring 

disorders, in addition to proper diagnosis, is what to do 
with the person once he or she has been identified. 
Criminal offenders who are also alcohol or drug abus-
ers and have mental disorders need specialized, coor-
dinated treatment. Yet it is common for substance 
abuse treatment programs not to admit offenders with 
mental disorders and, conversely, for mental health 
programs not to admit offenders with substance abuse 
problems (Vigdal 1995). Programs for people with co-
morbid disorders have been called “inadequate,” with 
little to no research to date on the percentage of of-
fenders receiving both substance abuse and mental 
health treatment (Lurigio and Schwartz 2000). 

Infectious Diseases 

Because of the isolated, often overcrowded set-
tings, prisons can contribute to the spread of infectious 
diseases, such as HIV/AIDS and tuberculosis (TB), to 
inmates and ultimately to society. A recent Center on 
Addiction and Substance Abuse report (CASA 1998) 
found that HIV infection rates are up to six times 
higher among inmates compared with the general 
population. Injection drug users are the highest risk 
groups in prison. Forty percent of inmates who used 
drugs in the past month before their arrest had used a 
needle to inject drugs; by contrast, homosexual con-
tacts only account for 2.2 percent of cases of 
HIV/AIDS among inmates. Rates of HIV/AIDS are 
slightly higher among female than male inmates. 

Given the risks associated with these types of in-
fectious diseases, all assessments should include ques-
tions about primary risk factors for HIV/AIDS, espe-
cially given the link between frequent drug use and 
HIV/AIDS. Notably, however, HIV testing is not man-
datory in all systems. Confidentiality regulations and 
some state laws protect this information. In 1997, all 
states offered HIV testing, although with different test-
ing criteria. Only 18 states test all entering inmates, 
most systems (44 out of 52) test based on symptoms or 
inmate request, and 15 states test high-risk offenders 
(Maruschak 1999). 

Prisons historically constitute high-risk settings for 
the spread of TB. They frequently are crowded, and the 
buildings typically are older, with poor ventilation and 
circulation. However, incidents of TB in prisons have 

not been disproportionate to the general population for 
a period of time. In 1992, the number of incidents of 
TB peaked, due to a resurgence of a new multi-drug 
resistant strain of TB, MDR-TB. Incarceration pro-
vides an opportunity for early detection and treatment 
of TB. However, a 1992 Centers for Disease Control 
and Prevention and National Institute of Justice study 
found that one-third of state and federal systems and 
one-half of jails did not test for TB (routine skin tests) 
or include TB in their assessments (Vigdal 1995). 
When proper screening occurs, it is relatively easy to 
provide a course of preventive medicine and control 
the disease in an isolated setting such as a jail or 
prison. 

SCREENING AND ASSESSMENT INSTRUMENTS 

Screening and assessments are conducted using a 
wide range of instruments, yet to date, little agreement 
exists about which are best, leading one review to state 
that development of proper and useful instruments 
constitutes a critical need (Shearer and Carter 1999). 

There are several issues relevant to evaluating and 
using assessment instruments. They should, for exam-
ple, be standardized and tested for reliability and valid-
ity; that is, they should consistently identify the same 
condition (e.g., drug dependency), and that condition 
should be the focus of the assessment (i.e., drug de-
pendency as opposed to simple drug use). In addition, 
assessment instruments should be adjusted to address 
variation in gender and race. They must address at least 
basic demographics and criminal and drug history, and 
they should address dynamic factors because these 
factors can be addressed in treatment and can affect 
change in criminal conduct. 

Carter and associates (1991) outline several ways 
in which assessment instruments can be misused, in-
cluding allowing the instrument to structure a me-
chanical approach to what is often a complex problem; 
conducting supervision and service needs assessments 
with an instrument that has not been validated; using 
an instrument that was designed for a different purpose 
or for populations other than that for which it was de-
signed; and perhaps most important, allowing the in-
strument to make, rather than guide, decisions. 

This chapter does not provide a review of every 
available screening and assessment instrument because 
there are literally hundreds in use. [For detailed de-
scriptions of instruments, original citations and refer-
ences to the creators of the instruments, and/or actual 
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instruments, see Boland, Henderson, and Baker (1998); 
Dennis (1998); Inciardi (1994); and the following 
CASA web site for a listing of instruments: 
http://casaa-0031.unm.edu/inst%5Cinst.html).] How-
ever, table 2-6 provides an annotated listing of some of 
the more common instruments in the treatment and 
correctional literature and in use in jails and correc-
tional facilities across the country. 

Screening Instruments 

The screening process should be designed to err on 
the side of “false-positives” or inclusiveness. Some 
argue that it is better to include more people at the 
screening stage and move them forward to the assess-
ment phase, only to be excluded at that phase, than to 
be excluded at the screening phase because of an inac-
curate screen. However, if resources are limited, an 
institution may place more emphasis on limiting as-
sessments only to those cases in which an initial screen 
strongly suggests the presence of a substance abuse 
problem. 

In addition to standard self-report screening ques-
tions, the initial screen can include biological testing, 
such as urinalysis, breathalyzers, or blood tests, as an 
objective way to identify substance use. Other useful 
techniques, especially when an individual may still be 
under the influence or in withdrawal (for some drugs), 
include observing for drug use and using drug recogni-
tion techniques. 

A survey of drug courts found that the most com-
monly used instruments for screening were the ASI 
(Addiction Severity Index), the SASSI (Substance 
Abuse Subtle Screening Inventory), the MAST 
(Michigan Alcoholism Screening Test), and the OPI 
(Offender Profile Index). Inciardi (1993) reported that 
the CAGE, MAST, and OPI are among the most com-
monly used for screening in the criminal justice sys-
tem. (CAGE is short for four questions: Have you ever 
thought you should Cut down on your drinking? Have 
you ever felt Annoyed by others’ criticism of your 
drinking? Have you ever felt Guilty about your drink-
ing? Do you have a morning Eye-opener?) 

Few studies have undergone a comparative analy-
sis of the effectiveness of screening instruments. Peters 
and Hunt (2000) wrote a policy brief outlining a study 
by Peters et al. (2000) of this kind and the implications 
of the findings. The study consisted of administering 
eight screening instruments to a sample of 400 prison 
inmates in Texas in 1996. The chosen screening in-
struments were: 

• Alcohol Dependence Scale (ADS) 

• Addiction Severity Index (ASI)—Alcohol Use 
section 

• Addiction Severity Index (ASI)—Drug Use section 

• Drug Abuse Screening Test (DAST-20) 

• Michigan Alcoholism Screening Test (MAST-
short version) 

• Substance Abuse Subtle Screening Inventory 
(SASSI-2) 

• Simple Screening Instrument (SSI) 

• Texas Christian University Drug Screen (TCUDS) 
 

These instruments were chosen based on several 
criteria: general acceptance by the research and treat-
ment community; frequency of use; availability (i.e., in 
the public domain); and applicability to correctional 
settings (Peters and Hunt 2000). The Structured Clini-
cal Interview for DSM-IV (SCID-IV) was used as “di-
agnostic criterion measure”; results from the screening 
instruments were measured against this standard for 
detection of both substance abuse and substance de-
pendence disorders. 
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 Table 2-6a. Common Instruments Used for Clinical and Research Purposes  
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Level Comments 

 

 Addiction Severity Index 
(ASI) (McLellan et al. 
1985[[1983, per refs?]]) 

x  x x X X X M Oldest and most widely used, in the public domain, 
technical support, moderate but well-known psycho-
metrics. It does not cover most modern diagnostic 
criteria and is not fully standardized. 

 

 Drug Abuse Treatment for 
AIDS-RISK Reduction (DA-
TAR) (Simpson 1992) 

   x X X X L A descendent of DARP, this form has been used for 
almost a decade in a series of clinical research pro-
jects at Texas Christian University and has appeared 
in several public-domain evaluation handbooks pro-
duced by NIDA and others. 

 

 Form 90 (Miller 1991)      x x X M This was one of the main instruments used in Project 
MATCH and was used to generate many of the clinical 
reports for its interventions. 

 

 Global Appraisal of Individ-
ual Needs (GAIN) (Dennis 
1998) 

x X X X X X X L The GAIN was designed to serve as a standardized 
biopsychosocial assessment with integrated compo-
nents for screening, diagnosis, placement, treatment, 
planning, outcome monitoring, and research. Varia-
tions of this instrument have been used for standard-
ized intake and research projects funded by NIDA, 
NIAAA, CSAT, and several states. Selected items can 
be used as a 20–30 minute screening version. Prelimi-
nary psychometric and normative data now are avail-
able, but no commercial support is available. 

 

 Individual Assessment Pro-
file (IAP) (Flynn et al. 1995) 

  X  X x X L This instrument blended questions from the ASI with 
other research measures from the Drug Abuse Treat-
ment Outcome Study (DATOS) and was used for cen-
tralized intake as part of the DC Initiative and several 
other studies. 

 

 Recovery Attitude and 
Treatment Evaluation 
(RAATE) (Mee-Lee et al. 
1992) 

X x X   X  L This was one of the first tools developed for screening 
and patient placement and has scales that can help 
inform diagnostic or placement criteria (which it 
predates) and its usefulness for outcome monitoring is 
limited because its questions are not time-bound and 
do not cover service utilization. 

 

 Treatment Services Review 
(TSR and Teen-TSR) 
(Kaminer et al. 1997; 
McLellan and Dembo 1992) 

    X  X L A complementary measure to the ASI, the TSR is 
designed to track the subsequent behavior and ser-
vices received each week. It is in the public domain. 

 

            

 Source: Dennis (1998). 

Notes: This is an abbreviated table and does not include juvenile/adolescent instruments or several instruments not mentioned in correctional literature. For 
complete list and citations, see Dennis (1998, 28–34). 

For skill levels, L = low; preprinted questions and responses that can be self- or clerically administered. M = medium; clinical schedule of issues to cover that 
may require training on critical concepts and limited probing. H = high; requires detailed clinical judgment/ratings and extensive quality assurance in order 
to achieve reliability. 
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 Table 2-6b. Common Instruments Used for Clinical and Research Purposes: Single Domain Instruments  
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Level Comments 

 

 Alcohol Use Disorders Identi-
fication Test (AUDIT) (Ba-
bor, de la Fuente, et al. 
1992). 

X x    X  L Developed by the World Health Organization, this is 
designed as a screener to identify problem drinkers, 
including those who might not yet meet diagnostic 
criteria but are of interest for public health interven-
tions. 

 

 Beck Depression and Anxiety 
Inventories (Beck 1990, 
1996) 

X x    X X M These are among the most widely used measures of 
depression and anxiety and are commercially sup-
ported. 

 

 Behavioral and Symptom 
Identification Scale (BASIS 
32) (Medical Outcome Study 
1997) 

X  x   X X L This short battery, which is geared toward mental 
health populations, measures psychosis, daily liv-
ing/role functioning skills, relation to self/others, 
impulsive addictive behavior, and depression. 

 

 CAGE (Mayfield et al. 1974) X       H Although very popular with clinicians and public aid 
programs, this four-question public domain screener is 
often unreliable unless it is accompanied by extensive 
training and quality assurance. 

 

 Clinical Institute Withdrawal 
Assessment (CIWA). (Sullivan 
et al. 1989) 

X X X   X  H Clinical rating scale combining physiological symp-
toms, observations, and self-reported symptoms. 
Unfortunately, it is focused only on alcohol and may 
not generalize to other drugs. 

 

 Drinker Inventory of Conse-
quences (DrInC) (Miller, 
Tonigan, and Longabaugh 
1995) 

X x   X   L Although limited to drinking, this scale is particularly 
useful for identifying the specific problems caused by 
drinking that can be addressed in treatment. 

 

 Drug Abuse Screening Test 
(DAST) (Skinner 1982) 

X     X X L A short screener parallel to the Michigan Alcohol 
Screening Test (MAST) that is often used to screen for 
substance abuse and/or to measure change. Unfortu-
nately, it does not map directly on to DSM-IV. 

 

 Family Environment Scale 
(FES) (Moos 1974) 

    x X X L This and several subsequent shorter versions are 
among the most common measure of family function-
ing and are particularly important to evaluating family 
therapy or family services. 

 

 Hamilton Depression Scale 
(HAM-D) (Hamilton 1967) 

X x    X X M The HAM-D is one of the original dimensional measures 
of depression. 

 

 Michigan Alcohol Screening 
Test 

X     X  L The original 25-item public domain versions and sev-
eral subsequent shorter versions have been used 
widely for over 20 years, but have only limited corre-
lation with both the frequency of use and measures of 
dependence. 

 

 Minnesota Multiphasic Per-
sonality Inventory (MMPI and 
MMPI-2) (Butcher et al. 
1989; Hathaway and 
McKinley 1951) 

x x   X X  L A battery of personality measures, including the 
MacAndrews scale related to substance use and meas-
ure related to impulsiveness, stress, and several co-
occurring problems. 

 

 Readiness to Change Ques-
tionnaire (RTCQ) (Heather 
et al. 1991) 

X  X  X   L The RTCQ is a scale for measuring treatment readiness 
based on stages of change theory. This version is 
copyrighted, but can be used at no cost. 

 

   

 

 Table 2-6b. Common Instruments Used for Clinical and Research Purposes: Single Domain Instruments (continued) 
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 Substance Abuse Subtle 
Screening Inventory (SASSI) 
(Miller 1985) 

X x      L This is a screener that has been used primarily in 
schools, criminal justice facilities, and obstetricians’ 
offices. It has a scale that facilitates diagnosis for 
substance use and is commercially supported. 

 

 Symptom Checklist-90 (SCL-
90, SCL 90-R) (Deragotis et 
al. 1974) 

X x x   X X L One of the oldest psychiatric dimensional measures, 
the SCL-90 and its commercial cousins (SCL 90-R, Brief 
Symptom Inventory) are among the most widely used 
and commercially supported instruments. Although 
the scales can inform diagnosis, they do not match 
current criteria (which they predate). 

 

 Structured Clinical Interview 
for DSM-III-R (SCID) (Spitzer 
et al. 1992) 

 x      M Primarily a diagnostic and epidemiological interview. 
Some manuals, software, training, and other support 
are available. 

 

            

 Source: Dennis (1998). 

Notes: This is an abbreviated table and does not include juvenile/adolescent instruments or several instruments not mentioned in correctional literature. For 
complete list and citations, see Dennis (1998, 28–34). 

For skill levels, L = low; preprinted questions and responses that can be self- or clerically administered. M = medium; clinical schedule of issues to cover that 
may require training on critical concepts and limited probing. H = high; requires detailed clinical judgment/ratings and extensive quality assurance in order 
to achieve reliability. 

 

 

 



 

Chapter 2. Screening and Assessment for Drug Treatment in the Criminal Justice System 2-15 

Peters et al. (2000) found that the most effective 
instruments in screening for substance abuse were the 
Alcohol Dependence Scale (ADS) and the Addiction 
Severity Index (ASI) instruments, the Texas Christian 
University Drug Screen (TCUDS), and the Simple 
Screening Instrument (SSI) (see table 2-7). 

Peters et al. (2000) found that these instruments 
outperformed the other popular instruments in the 
screening process on detection of disorders, though all 
instruments were found to have been reliable. They 
concluded that there can be considerable variation in 
screening instruments and their efficacy and that two 
of the three “most effective” instruments are available 
free of charge (possible significant savings for systems 
that are purchasing instruments). Peters et al. also 
noted that the following factors can help determine the 
type of instrument that an institution should choose: 

• If the primary goal of screening is to reduce inap-
propriate referrals to treatment (“false positives”), 
then TCUDS or the ADS/ADI-Drug are best. 

• If the goal of screening is to identify the largest 
number of offenders with substance “dependence” 
disorders, with less concern for inappropriate refer-
rals to treatment, then the SSI is the most desirable 
instrument. 

• The ADS, TCUDS, and SSI may be self-
administered, while the ASI-Drug Use screen was 
developed for use in an interview setting. 

• For mental health screening, the Beck Depression 
Inventory (BDI) the Brief Symptom Inventory 
(BSI), the Referral Decision Scale (RDS), and the 
Symptom Checklist 90-Revised (SCL-90-R) are 
among the most common and have been validated 
for use in detecting mental health symptoms (Pe-
ters and Peyton 1998). 

 

Several screening instruments have been created 
for special populations by modifying current instru-
ments. In particular, traditional men’s instruments have 
been modified for women. For example, the TWEAK 
was created by modifying the CAGE screener; how-
ever, the TWEAK screener was developed specifically 
for pregnant women. It is one of the few alcohol 
screening tests that has been developed and validated 
among women. TWEAK is a five-item scale developed 
originally to screen for risk drinking during pregnancy. 
[TWEAK is an acronym for the questions: T = Toler-
ance: “How many drinks can you hold?” W = Worried: 
“Have close friends or relatives worried or complained 
about your drinking in the past year?” E = Eye-
openers: “Do you sometimes take a drink in the morn-
ing when you first get up?” A = Amnesia (blackouts): 
“Has a friend or family member ever told you about 
things you said or did while you were drinking that you 
could not remember?” K(C) = Cut down: “Do you 
sometimes feel the need to cut down on your drink-
ing?” (See http://www.niaaa.nih.gov/publications/ 
tweak.htm.)] 

Assessment Instruments 

There is considerable overlap among screening and 
assessment instruments (see table 2-6). In some cases, 
the same instrument or part of the same instrument can 
be used for screening and as part of the assessment. A 
sampling of popular assessment instruments are out-
lined here, grouped categorically. 

Comprehensive Risk and Needs Assessment 

The Wisconsin Uniform Substance Abuse Screen-
ing Battery is one of the most comprehensive batteries 
of tests to match offenders with appropriate interven-
tions. It includes a combination of identification, clas-
sification, treatment assessment, personality profiles, 
and measurements of specific offenders’ needs. Its 
strengths include a recognition of heterogeneous popu-
lations, extensive and varied information collection, a 
computerized alcohol instrument with instant scoring, 
and the ability to match needs to types of programs.  

 Table 2-7. Effective Screening Instruments  

   

 Effective Instruments  

 • Combination of both the Alcohol Dependence Scale (ADS) 
and the Addiction Severity Index (ASI). 

 

 • Texas Christian University Drug Screen (TCUDS).  

 • Simple Screening Instrument (SSI).  

 Recommendations  

 • If primary goal is to reduce inappropriate referrals to treat-
ment, then use TCUDS or the ADS/ADI. 

 

 • If primary goal is to identify the largest number of 
offenders with substance dependence disorders, use 
the SSI. 

 

 • The ADS, TCUDS, and SSI may be self-administered, while 
the ASI-Drug Use screen was developed for use in an inter-
view setting. 

 

 Source: Peters et al. (2000).  
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The Level of Supervision Inventory-Revised (LSI-
R) is a risk assessment instrument found to be highly 
predictive of recidivism among a variety of correc-
tional clients (Andrews and Bonta 1998). The instru-
ment focuses on many dynamic features, or features 
that can be targeted in treatment. It is one of the few 
instruments available that has been intentionally de-
signed to measure criminogenic needs (Bonta 1996), 
and Andrews and Bonta (1998) have described this 
instrument as the measure with the best predictive va-
lidity. 

Probation and Parole 

The Wisconsin Risk Assessment System is the pro-
totype for probation and parole systems (van Voorhis 
et al. 1997). It has the capability to quickly assess the 
probability of failure and level of supervision. This 
classification system has been called the most widely 
used offender classification system in the United States 
(Baird, Prestine, and Klockziem 1989), and it is both 
reliable and quick to complete. 

Readiness for Treatment 

“Readiness for treatment” is an important concept 
in the screening process. Traditionally, offenders have 
reported low readiness for treatment (Shearer and 
Carter 1999). Offenders with low readiness for treat-
ment may need pretreatment interventions to prepare 
them for treatment. Several popular scales include 
Circumstances, Motivation, Readiness, and Suitability 
Scale (CMRS); Stages of Change Readiness sand 
Treatment Eagerness Scale (SOCRATES); and the 
University of Rhode Island Change Assessment Scale 
(URICA) (Peters and Peyton 1998). The CTRS scale 
(Correctional Treatment Resistance Scale) is another 
scale that currently is being researched. 

Dynamic Factors 

Research highlighting the importance of offender 
attitude factors (Gendreau, Little, and Goggin 1996) 
has led to the creation of several new instruments to 
assess these factors. The LSI-R has one scale (in its 
risk section) that addressed some of these factors. The 
Criminal Sentiments Scale-Modified (CSS-M) and the 
Pride in Delinquency Scale (PID) are two newer scales, 
which have relatively high reliability and validity, are 
simple to administer, score and interpret, and can be 
used in assessment and program evaluation contexts. 
The Lifestyle Criminality Screening Form (LCSF) is a 
classification scale to determine risk of recidivism, 
using four behavioral dimensions of criminality: irre-

sponsibility, self-indulgence, interpersonal intrusive-
ness, and social rule breaking. 

Risk Assessment 

The Client Management Classification (CMC) is 
used to determine the proper supervision level and 
service needs of adult probation, parole, and institution 
populations. The instrument has separate sections for 
the parole and probation population and the institution 
population. This instrument is widely used by the pro-
bation and parole system. The CMC interrater reliabil-
ity is 90 percent and evaluations from users have been 
positive (Carter 1991). The disadvantage of the CMC 
is that it is an offender classification system only and 
does not focus on substance abuse. However, com-
bined with a drug-use inventory, this instrument can 
provide a comprehensive picture of the offender and 
his/her needs. 

Drug and Alcohol Abuse 

In the assessment process for drug treatment in 
general, the ASI (Addiction Severity Index) is the most 
widely used substance abuse instrument. The ASI as-
sesses an offender’s discomfort level in seven problem 
areas associated with drug use. Although it is very 
popular, there are drawbacks to the ASI. It does not 
recommend an intervention strategy, has not been 
widely used or validated in correctional settings, and 
may not be sensitive to certain populations, including 
women and non-opiate-using populations (Carter 
1991). A comprehensive report on assessment instru-
ments (Dennis 1998) outlined common instruments 
and measures that have been used for both clinical and 
research purposes. According to this report, the ASI 
was described as one of the oldest and most widely 
used, in a variety of areas from screening to outcome, 
although, as noted, the instrument is weak in the areas 
of modern diagnostic criteria and standardization. 

The Drug Offender Profiles (DOPERS) instrument 
examines the relationship between an offender’s drug 
use and criminal behavior to match him or her with 
appropriate levels of treatment and supervision. This 
instrument differentiates between the user-driven 
criminal and the criminal-driven user, similar to the 
Bureau of Prison classifications. The former is in the 
correctional system because of a problem with drugs, 
the latter is in the system because of his or her crimi-
nality, with drugs being an aspect of that criminality. 
According to the National Institute of Corrections 
(Carter 1991), a disadvantage of this instrument is the 
complexity of scoring. 
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SADD (Short Alcohol Dependence Data) is a 
shortened version of the original Alcohol Dependence 
Data (ADD) instrument. This 15-item scale has a nar-
row focus (alcohol) and has become more popular than 
the original ADD. It has been used on both male and 
female offenders, as well as youth males.  

ADS is another widely used instrument of alcohol 
dependence; it was adapted from the larger Alcohol 
Use Inventory (AUI). The current instrument has only 
25 items—a classification system that corresponds 
with the DSM—excellent internal consistency, and 
good reliability. 

In addition, many of the screening instruments for 
drug and alcohol use and abuse discussed in the screen-
ing section can also be used in the assessment phase. 
For example, pieces of the ASI can be used to screen 
offenders, while the complete ASI can be used in the 
assessment phase (the complete ASI consists of 161 
questions). The original 25-item MAST (Michigan 
Alcohol Screening Test) has been adapted and short-
ened to the 10-item Brief MAST and the 13-item Short 
MAST to use in the screening process. 

Addressing Infectious Diseases 

The Drug Offender Profile Index (OPI) is one of 
the only instruments designed to address HIV risk 
among offenders. The instrument is appropriate for 
pretrial and post-institutional populations, although 
validity and reliability evaluations are in progress. The 
instrument has been accepted by judges and probation 
officers in several jurisdictions and is undergoing field 
testing in several urban areas. It identifies drug use 
patterns and recommends a course of treatment; how-
ever, it does not provide detailed individual treatment 
planning implications. 

The AIA Jail/Prison Supplement instrument was 
adapted from the full AIA (AIDS Initial Assessment), 
developed by the National Institute on Drug Abuse. 
The Jail/Prison Supplement collects HIV risk assess-
ment data on those incarcerated any time since the 
beginning of the AIDS epidemic (circa 1978). This 
instrument provides supplemental information when 
used in conjunction with other supervision and/or risk 
assessment instruments. 

Psychological Assessments 

The Symptom Checklist (SCL-90) is designed to 
measure nine psychopathology disorders, including 
depression, anxiety, somatization, obsessive-
compulsive, paranoid-ideation. It is a self-report, 90-
item instrument. This instrument has both high levels 

of internal consistency and test-retest reliability (Inci-
ardi 1994). 

The Minnesota Multiphasic Personality Inventory 
(MMPI and MMPI-2) includes a wide range of person-
ality measures as well as scales for identifying sub-
stance use. It also identifies stress levels and certain 
traits such as impulsiveness (Dennis 1998). 

Combination Approaches to 
Screening and Assessment 

Peters and Bartoi (1997) present several instrument 
combinations that may be useful for screening in the 
criminal justice system, with a focus on detecting co-
occurring disorders: 

• Either the Brief Symptom Inventory (BSI) or the 
Referral Decision Scale (RDS) to address mental 
health symptoms  

AND 

• Either the Texas Christian University Drug De-
pendence, Simple Screening Instrument (SSI), or 
the combination of the Alcohol Dependence Scale 
(ADS) and the Addiction Severity Index (ASI), 
Drug Use section to address substance abuse 
symptoms. 

 
Peters and Bartoi (1997) recommend the following 

combination of instruments for assessment: 

• Either the Minnesota Multiphasic Personality In-
ventory-2 (MMPI-2), the Millon Clinical Multiax-
ial Inventory-III (MCMI-III), or the Personality 
Assessment Inventory (PAI) to examine mental 
health disorders 

AND 

• The Addiction Severity Index (ASI) to examine 
areas related to substance abuse. 

 

Most researchers recommend a self-report instru-
ment for screening and, in some cases, assessing the 
client. However, there are disadvantages to the self-
report method, including misrepresentation by the of-
fender to avoid a “structured environment,” falsely 
reporting mental health problems to receive “perks” 
such as medications, and the nature of several mental 
health disorders such as psychoses, paranoia, and 
schizophrenia, which may lead the offender to report 
false statements and answers. Therefore, Peters and 
Bartoi (1997) recommend supplementing the self-
report with information from family, clinical observa-
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tion, archival records, drug testing, repeated screening, 
and assessment. 

Because of the sheer quantity of people, limited re-
sources, and new and sometimes confusing research, 
there has been a movement to institute guidelines for 
placement and duration in various types of programs. 
The American Society of Addiction Medicine (forth-
coming) is one organization developing criteria. Their 
manual will provide guidelines for five levels of ser-
vice ranging from early intervention to medically man-
aged intensive inpatient services. Addiction severity 
and related problems are broken down for each level, 
as well as structured guidelines about settings, staff, 
services, admission, and discharge criteria. 

Integrating Assessment 

It is important to manage an offender throughout 
the criminal justice system as well as between different 
areas within the system. Several sources have anecdo-
tally described the disconnection between mental 
health providers, substance abuse providers, and crimi-
nal justice agencies. It is common for each to complete 
separate evaluations, without collaborating about co-
occurring disorders and treatment plans. The Center for 
Substance Abuse Treatment’s (CSAT) Treatment Im-
provement Protocol (TIP) 17 provides extensive in-
formation about treatment planning within the criminal 
justice system. It addresses the complexity of the 
criminal justice system and system differences among 
the criminal justice system, alcohol and drug abuse 
treatment providers, and the mental health system. 
Each group or system is guided by different goals and 
philosophical differences. During the past decade, 
these systems have begun to acknowledge the multidi-
mensional problem of alcohol and drug addiction. In-
creasingly, there is an understanding that effective drug 
treatment can result in both reduced drug use and 
criminal behavior. 

Literature in the drug and alcohol treatment field 
frequently mentions the importance of integrating 
treatment and criminal justice processing (Downes and 
Shaening 1993). Just as collaboration has become more 
popular and accepted within the criminal justice system 
(e.g., police-probation teams, community prosecution, 
comprehensive community initiatives), it also has been 
noticed in substance abuse treatment. CSAT, for ex-
ample, launched an initiative in 1993 to link substance 
abuse treatment systems and the criminal justice sys-
tems at the state level. 

“System integration” means that more than one 
“system,” in this case, criminal justice and treatment, 

are working together, organized by a purpose and act-
ing as one unit. In theory, both systems can accomplish 
more than either system on its own. This new system 
has been conceived of as a “system for substance abus-
ing offenders” (Downes and Shaening 1993, 2). While 
Downes and Shaening (1993) acknowledge that some 
states already have linkages in place, and that some 
states have “model programs” in place, few states have 
overcome the challenges of bringing all key players 
together to make plans and implement an intersystem 
collaboration. Many states do not collect screening and 
assessment information, much less transfer it or share it 
as offenders progress through the criminal justice sys-
tem. In addition, many states have strict laws and con-
fidentiality guidelines regulating the transfer of infor-
mation. 

A recent CASA report (Dennis 1998) describes the 
inefficiency of gathering new baseline data at each 
stage in the system and, in particular, the problem of 
nonintegrated clinical assessment. The problems center 
around repeated screening and/or assessment by multi-
ple system actors (e.g., case manager, counselors, so-
cial workers, medical and prison intake workers, pro-
bation and/or parole officers). Indeed, it appears to be 
the norm rather than the exception that the same infor-
mation is collected at different points throughout proc-
essing, and that different sources of information col-
lected at one stage of processing will not be used at 
another. The integrated approach would involve devel-
oping an initial base of information that would be in-
crementally added to at each successive stage. 

Although several reports document the importance 
of assessment databases and continuity of information 
flow throughout the justice system, little is known 
about the extent and sophistication of such data ex-
change. Dennis (1998) recommends that data collec-
tion be systematic and that standardized reports be 
generated on a regular basis. Documented procedures 
for data collection, including training, quality control 
procedures, standardized forms, data analysis, etc., are 
necessary for maintaining useful and transferable reli-
able data. Automated information systems are prefer-
able to aid in analysis and management tasks. 

The level and type of data collected in manage-
ment information systems (MIS) vary from one state to 
another. States used computer systems for a variety of 
functions, from management (e.g., decisions about 
individual offenders and decisions about facility and 
system operations), classification determinations, and 
facilitation of assessments. Some systems simply “cap-
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ture” (i.e., collect or warehouse) data while others had 
more sophisticated analytical capabilities. 

Recently, detailed information about the type of 
needs assessment factors that the 52 correctional sys-
tems (50 state systems, the District of Columbia, and 
the federal Bureau of Prisons) collect became available 
through a collaborative study by the Association of 
State Correctional Administrators and the U.S. De-
partment of Justice’s Office of Justice Programs, Na-
tional Institute of Justice, and Bureau of Justice Statis-
tics (1998). As table 2-8 shows, many systems do not 
collect a wide range of information. 

For those systems that do collect needs assessment 
information, most collect the information in electronic 
format. However, many collect this information in paper 
format only. As of 1998, 39 systems collected “type of 
need” information in electronic format and 6 systems 
collected it in paper format. However, drug testing in-
formation is collected in only 22 systems, and of these 
only 12 maintain the information electronically, with the 
remaining 10 maintaining the information in paper for-
mat. The lack of drug testing information, as well as 
access to this information, is especially problematic 
because it is critical for “developing indicators of how 
well corrections institutions keep offenders involved in 
maintaining positive behaviors” (Association of State 
Correctional Administrators et al. 1998, 98). 

Departments are more likely to keep information 
on classification decisions. Forty-eight departments 
keep information on security level at admission, 49 
document the date of initial classification, and 47 
document the classification index or score. Fewer de-
partments keep track of assessment scores such as risk 

assessment index or score (37 departments), medical 
classification index or score (31 departments), or psy-
chological index or score (25 departments). 

Consequences of Ineffective 
Screening and Assessment 

The literature and anecdotal evidence suggests 
that, due to the recent increases in the past decade in 
the number of inmates, many states are conducting 
abbreviated screening and assessments, oftentimes 
relying on staff with inadequate training or experience. 
Indeed, only about 60 percent of state prisons and jails 
conduct a needs assessment process. What should be a 
structured process for some state prisons is often, in 
reality, a haphazard and incomplete process. Some 
correctional facilities are not able to complete a com-
prehensive battery of screening and assessment tests 
(including dynamic criminogenic needs) supplemented 
by interviews, and use this information, in an auto-
mated way, to help to guide treatment decisions. Be-
cause of the inability to comprehensively assess every 
individual that enters the correctional system, treatment 
invariably cannot reach those who most need it or be 
delivered efficiently. Indeed, improper treatment 
matching can significantly compromise treatment pro-
gram integrity and thus effectiveness. This issue is 
particularly acute in cases involving co-occurring dis-
orders. 

ASSESSMENT PROCEDURES 

A 1997 Survey of Correctional Facilities (SAM-
HSA 2000) found that 63.6 percent of jails, 67.1 per-
cent of state prisons, and 86.8 percent of federal pris-
ons provide assessment for treatment need. Of the few 
sources of data that we found about assessment proce-
dures, we found little to no data about assessment in-
struments and procedures in jails, other than drug test-
ing in jails and general jail program information, such 
as detoxification programs. 

State Assessment Procedures 

Screening and assessment procedures can vary 
from state to state and within states (Inciardi 1993). 
There is little coordinated, standardized information 
about state-specific assessment tools and procedures. 
Indeed, a review of the literature, including consulta-
tion with researchers at the National Institute of Cor-
rections (NIC), reveals no specific and exhaustive 
guides of this type. Several states list their own proce-
dures (on a Website or in a publication), some in gen-

 Table 2-8. State and Federal Corrections Information 
Systems 

 

    

 

Data Elements 

Number of Systems 

Not Collecting 
Specified Information 

 

 Type of need 7  

 Psychological history 15  

 Medical condition at admission 9  

 Program participation prior to 
commitment 

32  

 Tested for drug use at admission 28  

 Results of drug tests at admission 29  

 
Source: Association of State Correctional Administrators  (1998, 30). 
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eral terms and some with more detail. NIC currently is 
in the process of conducting a 20-state study of tools 
and procedures, including collecting extensive infor-
mation and providing technical assistance. The Ameri-
can Correctional Association produced a list of state 
diagnostic procedures as one of their monthly surveys; 
however, the information was not uniform or specific 
about instruments and populations for whom the in-
struments were used (ACA 2001). 

A 1996 Center on Addiction and Substance 
Abuse’s Treatment Survey of Prison Facilities, which 
included 963 state and federal correctional facilities, 
found that almost all jurisdictions (90 percent) are us-
ing more than one type of assessment method to de-
termine the presence and severity of an inmate’s sub-
stance abuse problem (CASA 1998). Most used self-
reports (83 percent) and/or an objective screening in-
strument (82 percent). Facilities also relied on staff 
reports (two-thirds), pre-sentence reports (half) and 
urinalysis (half).  

A recent American Correctional Association 
(2001) survey highlighted the lack of standardized 
instruments and procedures for diagnosing problems in 
the state prison systems. The survey showed that in-
formation about assessment instruments is not stan-
dardized and that within states there can be consider-
able variation in the types of instruments used. Some 
of the reported assessment processes include: 

• Certified substance abuse counselor assessment, 
including SASSI and/or MAST 

• Review central file and probation officer report; 
arrest history; self-admission 

• Mental health evaluations; urinalysis; Immunoas-
say or Gas Chromatography Spectrometry 

• Assessment tool used as a part of classification 
process at system entry 

• Addiction Severity Index; DSM-IV criteria 

• Testing; evaluation; records; self-reporting; obser-
vation 

• Risk assessment 

• Random drug screening 

• SASSI; face-to-face with evaluator 
 

Some states reported generic answers, such as “an 
assessment tool is used as part of the process,” while 
other states listed the specific name of the assessment 

tool. Information was not provided on who conducts 
the assessment, when, or how the information is re-
corded or used. 

Federal Prison Assessment 

The Federal Bureau of Prisons (BOP) has a stan-
dardized intake and assessment process. Offenders are 
classified into two groups. The first group includes 
those who violate laws that prohibit the possession, 
distribution, or manufacture of illegal drugs, generally 
called “drug-defined” offenders. These individuals 
may not need drug treatment, although they may bene-
fit from other treatment, such as drug education, value 
development, or anger management. The second group 
includes those who violate laws as a direct result of 
their drug use, generally called “drug-related” offend-
ers. These individuals are more likely to need drug 
treatment. 

For a three-month period, in the summer of 1991, 
all offenders (N = 1,165) who entered the federal Bu-
reau of Prisons completed the Inventory of Substance 
Abuse Patterns (ISAP). Using the American Psycho-
logical Association’s Diagnostic and Statistical Man-
ual, Third Edition, Revised (DSM-III-R) as a guide, 
20.9 percent of inmates met the criteria for psychoac-
tive substance abuse (now termed “drug abuse disor-
der”) and 30.8 percent for psychoactive substance de-
pendency (now termed “drug dependency disorder”), 
for a combined prevalence of 51.7 percent having ei-
ther type of disorder (Murray 1991, 35). The BOP used 
this figure to develop and expand its treatment pro-
grams. The criteria for a diagnosis of drug dependency 
disorder, as well as for drug abuse disorder, is outlined 
in table 1-2 (in chapter 1), using the more recent DSM-
IV definitions. 

After the survey, BOP established minimum stan-
dards for entrance into a variety of prison programs: 
Drug Abuse Education, Residential Drug Abuse 
Treatment Programs, Nonresidential Drug Abuse 
Treatment, and Transitional Services. 

In the federal system, an inmate’s records are 
screened at entrance into the facility. If any of the indi-
cators show up on the records—evidence in the Presen-
tence Investigation that alcohol or other drug use con-
tributed to the commission of the instant offense, the 
inmate received a judicial recommendation to partici-
pate in a drug treatment program, or the inmate vio-
lated his or her community supervision as a result of 
alcohol or other drug use—then the inmate is required 
to participate in a Drug Abuse Education Course. In-
mates are interviewed to determine whether they meet 
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the diagnostic criteria, using the DSM-IV, for an alco-
hol or drug abuse or dependency disorder. If the fol-
lowing four conditions are met, the inmate is eligible 
for the residential program: 

• Inmate has a DSM diagnosis for alcohol or drug 
abuse or dependence disorder and a record review 
supports this diagnosis. 

• Inmate has no serious mental impairment that 
would substantially interfere with or preclude full 
program participation. 

• Inmate signs the Agreement to Participate in the 
Bureau’s Drug Abuse Programs. 

• Inmate is within 36 months of release. 
 

At year-end 1999, 47 of the 98 Bureau institutions 
had implemented the BOP’s Residential Treatment 
Programs. (The Federal Bureau of Prisons has 98 insti-
tutions, six regional offices, a central office, three staff 
training centers, and 28 community corrections of-
fices.) Nonresidential treatment programs, particularly 
drug counseling, take place at every BOP institution. 
An inmate is eligible for nonresidential drug-abuse 
treatment if he or she has a drug problem, minimal 
time left on his or her sentence, serious mental health 
problems, or is otherwise unable to participate in a 
residential treatment program. Nonresidential treatment 
includes individualized treatment based on an assess-
ment by a licensed psychologist. Treatment can include 
individual and/or group therapy.  

The Bureau is responsible, by law, for treating 
every “eligible” inmate prior to his or her release from 
Bureau custody (18 U.S.C. § 3621 (e)). At the close of 
fiscal year 1998, the Bureau reported meeting the de-
mand of 18,022 “eligible” inmates through residential 
treatment. Additional staff and resources have helped 
the Bureau to maintain this 100 percent treatment re-
quirement rate. The Bureau reported that a significant 
number of inmates volunteer for the residential treat-
ment. One reason for the high volunteer rate is the one-
year reduction in sentence incentive offered to inmates 
for successful completion of a residential drug abuse 
treatment program. 

Assessment and Procedures for 
Therapeutic Communities 

The Therapeutic Communities of America (TCA) 
recently produced standards for operating modified 
therapeutic communities (TC) in prison settings 
(Criminal Justice Committee of Therapeutic Communi-

ties of America 1999). The report recommends exam-
ining the inmate’s history of substance abuse and 
criminal activity, and mental health, as well as an on-
going mental health screening capability. These stan-
dards include: 

• Program has written eligibility criteria agreed upon 
by the sponsoring agency and correction officials 
to identify participants most likely to benefit from 
the program. 

• Residents conduct outreach activities within the 
general prison population. 

• There is a standardized admission screening and 
assessment format, which may include interviews 
with senior program participants. 

• Mental health screening conducted by qualified 
staff. 

• The program has the authority to reject inappropri-
ate and unmotivated applicants. 

• Staff conducts a thorough biopsychosocial assess-
ment within 10 days of admission, which includes 
identification of the program participant’s 
strengths and weaknesses. 

BARRIERS TO EFFECTIVE 
SCREENING AND ASSESSMENT 

Despite the critical importance of screening and 
assessment to efficient and effective criminal justice 
operations, the vast majority of jurisdictions through-
out the United States still rely primarily on “profes-
sional judgement” and first-generation assessment 
instruments (Bonta 1996, 30). The question is, “Why?” 
Several researchers have reported barriers to screening 
and assessment (Gendreau and Goggin 1997; Peters 
and Bartoi 1997; Peters and Hunt 2000). These barriers 
are classified here into broad categories, specific ex-
amples of which are briefly outlined below. 

Administrative and System Issues 
Impede Assessment 

• Multiple and redundant assessments are conducted 
at various stages of processing. 

• Time constraints prevent conducting screening and 
assessments. 

• Information is collected that is not used. 
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• Staff are not trained adequately on the administra-
tion and use of screening and assessment instru-
ments. 

• Criminal justice personnel may lack familiarity 
with mental health or substance abuse disorders. 

• There may be limited time and resources for codi-
fying existing information, transferring it to vari-
ous parts of the criminal justice system, or easily 
accessing existing information. 

Inappropriate Use of Assessment Instruments 

• Staff may not complete and use screening and 
assessment instruments appropriately. 

• There may be a lack of consistency in questions or 
documentation to allow reliable analysis of pro-
gram level needs or outcomes. 

• Use of nonvalidated instruments. 

• Use of instruments for populations for which they 
were not designed. 

• Use of instruments that do not address crimino-
genic needs. 

• Records may be incomplete, misleading, or misla-
beled. 

• Traditional, subjective “intuitive assessments” or 
“first-generation assessments” still are used widely, 
despite demonstration of their ineffectiveness. 

Minimal Assessment of Co-Occurring Disorders 

• The primary barrier to treating co-occurring disor-
ders is the minimal attempts to screen and assess 
for these disorders. 

• Mental health and substance use disorders have a 
waxing and waning course and may appear in dif-
ferent forms at different points in time. This vari-
ability leads to different, and often conflicting, di-
agnoses at different stages of processing. 

• There is considerable symptom interaction be-
tween co-occurring disorders, leading to difficul-
ties in interpreting whether symptoms are related 
to mental illness or substance abuse. 

• Individuals in the criminal justice system may 
anticipate negative consequences related to disclo-
sure of mental health or substance abuse symp-
toms. 

Limited Guidance from Research about the “Best” 
Instruments 

• Few studies comprehensively and comparatively 
examine the effectiveness of different types of 
screening and assessment instruments. 

• We lack systematic research on which crimino-
genic needs most influence future offending. 

• Research has not identified the combination of 
risk, needs, personality types, and responsivity 
needed for programming to be most effective, and 
how assessments can be devised that can be used 
feasibly to assist with decisionmaking. 

KEY RESEARCH QUESTIONS 

This review of screening and assessment in correc-
tional settings indicates that a number of critical re-
search questions have yet to be addressed. Key re-
search questions that future research should address 
include the following: 

• How are specific screening and assessment instru-
ments selected for use in correctional settings? 

• How, if at all, are the results from screening and 
assessment used? 

• Are the results from screening and assessment 
helpful in assisting with decisionmaking and, more 
specifically, with placing offenders into appropri-
ate types and levels of drug treatment? 

• What are the major problems in conducting and 
using screening and assessment of prisoners? 
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CHAPTER 3. 
Drug Treatment in the 
Criminal Justice System 

There have been many changes in the criminal justice and treatment sys-

tems over the past 20 years. In contrast to the view that “nothing works,” 

researchers now know that treatment can work, but that no single treatment 

is right for every person. The key to treatment success lies in offering a 

comprehensive array of programs and then matching individuals and their 

unique needs to the appropriate treatment. Although drug treatment can be 

effective, during the past decade fewer and fewer offenders have partici-

pated in treatment in residential facilities or through professional counsel-

ing, detoxification units, and maintenance drug programs. At the same time, 

increasing numbers of inmates have participated in other, generally less 

effective, alcohol or drug abuse programs, including peer counseling 

groups, self-help groups, and educational programs. This chapter highlights 

these changes by reviewing literature bearing on several issues: the defini-

tion of treatment and how it fits in the criminal justice system; the types of 

treatment and non-treatment alcohol or drug abuse programs available to 

prisoners; the cost and availability of these programs in jails and state and 

federal prisons; the gap between availability and need; briefly, the relative 

effectiveness of alcohol and drug treatment programs; and barriers to drug 

treatment programming in correctional settings. 

3-1 
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INTRODUCTION 

There have been many changes in the criminal jus-
tice and treatment systems over the past 20 years. In 
contrast to the view that “nothing works,” researchers 
now know that treatment can work, but that no single 
treatment is right for every person. The key to treat-
ment success lies in offering a comprehensive array of 
programs and then matching individuals and their 
unique needs to the appropriate treatment. Although 
drug treatment can be effective, during the past decade 
fewer and fewer offenders have participated in treat-
ment in residential facilities or through professional 
counseling, detoxification units, and maintenance drug 
programs. At the same time, increasing numbers of 
inmates have participated in other, generally less effec-
tive, alcohol or drug abuse programs, including peer 
counseling groups, self-help groups, and educational 
programs 

This chapter highlights these changes by reviewing 
literature bearing on several issues: the definition of 
treatment and how it fits in the criminal justice system; 
the types of treatment and non-treatment alcohol or 
drug abuse programs available to prisoners; the cost 
and availability of these programs in jails and state and 
federal prisons; the gap between availability and need; 
briefly, the relative effectiveness of alcohol and drug 
treatment programs; and barriers to drug treatment 
programming in correctional settings. 

DEFINING TREATMENT 

The term “treatment” is widely used throughout 
jails and state and federal prisons, yet a concise, agreed 
upon definition of treatment is rare. Alcohol or drug 
abuse treatment refers to a wide range of services to 
help the client change behavior and lifestyle, and/or 
medically assist the recovery process to ultimately 
break the alcohol or drug abuse addiction and maintain 
abstinence. Different services are appropriate depend-
ing on the type of alcohol or drug abuse, client attitude 
and mental state, history, etc. Some researchers distin-
guish between “treatment,” such as therapeutic com-
munities or pharmacological programs, and “non-
treatment,” such as drug abuse education and self-help 
groups. Non-treatment services are viewed as less tar-
geted than treatment services, but nonetheless can be 
an important part of drug treatment and/or support for a 
specific treatment plan. 

Despite increased knowledge about “what works” 
in treatment programming, there is little readily avail-

able information about the provision of various types 
of programming, including what works, in correctional 
settings. At present, there are no large-scale, standard-
ized assessments that provide detailed information 
about the type and quality of programs and services, 
treatment plans, and the characteristics of offenders in 
the programs. 

TREATMENT IN THE CRIMINAL 
JUSTICE SYSTEM 

Treatment Timing in the Criminal Justice System 

Treatment in the criminal justice system can occur 
at a variety of “impact points.” Different models can 
occur at pre-trial, jail, and pre-sentencing; can be used 
as diversion programs; or can be provided with varying 
degrees of intensity while offenders are on probation or 
parole or in prison. Once an offender enters the system, 
he or she will most likely move through several of 
these impact points. The key to effective processing 
through the criminal justice system for offenders who 
need drug treatment is to provide assessments and 
comprehensive treatment; develop, adhere to, and 
monitor treatment plans; and implement an effective 
case management plan for post-release supervision and 
treatment. 

Within and between System Differences in 
Treatment Orientation and Practice 

There are cultural differences within correctional 
settings in the guiding goals and philosophies, ranging 
from a treatment orientation to a punitive/control orien-
tation. More generally, across the criminal justice proc-
essing spectrum, and within each stage of processing, 
views about the competing system goals of deterrence, 
punishment, and rehabilitation are heterogeneous. 

The philosophical differences between and within 
criminal justice systems can cause friction. However, 
they also can be used in a supportive way. Recently, 
there has been an evolution toward more of a shared 
understanding and partnership between the systems, 
reinforced by research and funding that shows that 
drug treatment can assist with long-term public safety 
goals (Vigdal 1995).  

Principles of Treatment in the 
Criminal Justice System 

A panel of experts convened to produce the Center 
for Substance Abuse Treatment’s Planning for Alcohol 

or Drug Abuse Treatment for Adults in the Criminal 

Justice System, part of the Treatment Improvement 
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Protocol (TIP) series by the U.S. Department of Health 
and Human Services (Vigdal 1995). The result was the 
development of a set of principles for guiding the de-
livery of alcohol or drug abuse treatment in correc-
tional settings. The core principles are: 

• Treatment should not represent a substitute for 
punishment or sanctions. 

• Treatment should be universally available as 
needed for persons with drug treatment needs. 

• Alcohol or drug abuse treatment services should be 
tailored to the needs of the specific offender, based 
on a thorough assessment at jail or prison intake. 

• Offender supervision should continue once an 
individual enters treatment. 

• Offenders should remain accountable to the sen-
tencing judge or probation/parole authorities. 

 
The first principle refers to the balance needed be-

tween punishment and treatment. In the criminal jus-
tice system, the two ideas should be viewed as com-
plementary goals as opposed to two distinct and 
competing goals (Carter 1991). Treatment is not an 
“easy way out” for an offender sentenced to prison; it 
is a way to address a problem while the inmate serves 
his or her term of incarceration.  

The second and third principles refer to the timing 
and placement of inmates into treatment in the criminal 
justice system. Treatment ideally should be available to 
individuals as soon as they come into contact with the 
criminal justice system. In this context, treatment in-
cludes the ability to assess properly all incoming in-
mates, to match each inmate to the appropriate course 
of treatment, to create a treatment plan, and to then 
implement the plan throughout processing. 

The fourth principle reinforces the idea that pun-
ishment and treatment are not mutually exclusive in the 
criminal justice system. There is a need to not only 
assess the inmate for treatment needs, but also to assess 
the inmate for risk. The offender’s risk status should be 
considered in the placement decision, and supervision 
should remain a priority while an offender receives 
treatment. 

The final principle focuses on accountability and 
case-management continuity. The goal is to assist in-
mates to navigate the system without “falling through 
the cracks,” as well as to ensure that the offender ad-
heres to the prescribed treatment and supervision plan. 

The Ideal Drug Treatment Approach in the Criminal 
Justice System 

Offenders entering state or federal prisons are con-
fined to a sentence of at least one year in most states 
(New York, California, Florida, and Illinois allow 
prison sentences of less than one year). This length of 
confinement suggests that prisons should offer a full 
range of alcohol and drug abuse treatment services. 
However, only recently have prisons begun to focus on 
rehabilitation (Cullen and Gendreau 2000). The new 
focus on rehabilitation raises the issue of what types of 
treatment should be implemented in correctional set-
tings. According to Vigdal (1995), the range of alcohol 
and drug abuse programs and approaches should con-
sist of one or more of the following: 

• Comprehensive pregnancy management for alco-
hol or drug abusers to enable a woman to carry her 
baby to term while incarcerated. Foster care ser-
vices may be needed and medical services should 
be available for both mother and child. 

• Medical treatment for prisoners with chronic and 
communicable diseases, including TB and 
HIV/AIDS, should be available in prison. 

• Pharmacotherapy for disorders such as bipolar 
disorder and major depression should be incorpo-
rated into these services. 

• Alcohol or drug abuse treatment should extend 
across institutional boundaries when offenders are 
transferred to different correctional facilities, and 
to the community after release. 

• Special arrangements should be made for alcohol 
or drug abuse treatment and health care services 
for offenders in protective custody and administra-
tive segregation. 

• Pre-release group programs and transitional com-
munity programming should be offered to all of-
fenders, in particular to those who have been in-
carcerated for long periods of time. 

• Education about HIV/AIDS and its risk factors 
should be a critical component of prison programs. 

• Relapse prevention for alcohol or drug abusers 
should be part of transitional programming. 
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DRUG TREATMENT MODALITIES 
AND SERVICES 

This section will address two topics. The first is 
treatment modalities, or models of treatment delivery 
within the criminal justice system. The second is 
treatment services, or the individual components that 
can be combined in a variety of ways to create a treat-
ment plan. For example, “incarceration without spe-
cialized services” is a model of service delivery; this 
model can consist of a variety of components, includ-
ing education and vocational courses.  

Drug Treatment Models 

There are five main types of treatment models in 
correctional settings (Brown 1992): 

• Incarceration without specialized services. This 
is the most common model available to a drug user 
in correctional settings. That is, specific drug 
treatment programming frequently is unavailable 
for most drug abusers. Instead, offenders who need 
drug treatment frequently received educational pro-
gramming, vocational counseling, casework ser-
vices, and various types of individual or group 
counseling. 

• Incarceration with specialized services for prob-

lems other than drug abuse. These programs 
provide specialized services for drug abusers but 
do not directly target drug abuse problems (e.g., 
education or literacy programs). 

• Incarceration with drug education and/or drug 

abuse counseling. This approach represents the 
second most common model, according to Brown 
(1992) and supported by recent (1999) correctional 
data (Camp and Camp 1999a, b). These data indi-
cate that approximately 70 percent of inmates re-
ceiving treatment reported participating in an ad-
diction group or counseling that was provided by 
institutional staff. 

• Incarceration with dedicated residential units. 
These units may exist as distinct programs within a 
facility or as secure units outside of the correc-
tional complex. Examples of residential treatment 
programs and therapeutic communities (TC) in-
clude the Stay ’n Out program (New York, located 
inside of the facility) and the Cornerstone program 
(Oregon, located outside of the facility). In these 
facilities, staff are either from the correctional de-
partment or are contracted with from outside the 

department. Some programs employ recovering 
addicts as staff. 

• Incarceration with client-initiated or client-

maintained services. This approach includes low-
cost programs such as AA and NA, and can consist 
of self-help groups or support services. These pro-
grams are located in the majority of federal prisons 
(84.5 percent), state prisons (92.5 percent) and, 
somewhat less frequently, jails (59.7 percent) 
(SAMHSA 2000). 

 

Drug Treatment Programs and Services 

Research shows that highly intensive residential 
programs are the most effective in reducing drug and 
criminal behavior in the long term, yet most prison 
facilities do not offer this type of treatment, or offer it 
to only a small percentage of the population. Residen-
tial treatment is considerably less likely to be found in 
jails. Correctional departments blame budgetary con-
straints (71 percent) and space limitations (51 percent) 
as two of the major reasons for the limited treatment 
availability (CASA 1998). 

The most prevalent types of programs in prisons, 
according to various surveys, are self-help programs 
such as Alcoholics Anonymous and Narcotics Anony-
mous, and education/awareness programs. These types 
of programs can address large groups at once, require 
relatively little ongoing investment, and can be staffed 
by inmates or volunteers. 

The term “treatment” is used widely throughout 
jails and state and federal prisons. Uniformly defining 
treatment is a difficult task. Many correctional systems 
may refer to treatment as anything from self-help 
groups to residential therapy, while other systems may 
only consider residential treatment and counseling as 
“treatment.” Using a broad definition of treatment, an 
equally broad range of treatment programs and services 
are available in correctional settings. Table 3-1 outlines 
the most common approaches, which then are dis-
cussed in more detail below. 

Detoxification refers to the physical and emotional 
removal of drugs from the body. It constitutes the first 
step to addressing drug and alcohol problems. The 
procedure occurs predominately in jails because they 
are often the offender’s first contact with the criminal 
justice system. The process refers to observation, sup-
port, and, when necessary, medical treatment associ-
ated with detoxifying the body. Although this treat-
ment predominately takes place in jails, many state and 
federal facilities reported having detoxification centers, 
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although the centers generally operate below capacity 
(Peters 1993). Certain drugs can cause dangerous 
medical conditions such as seizures when leaving the 
body. Therefore, for drugs such as sedative-hypnotics, 
alcohol, benzodiazepines and barbiturates, it is recom-
mended that a monitored medical detoxification take 
place (Vigdal 1995). 

Self-help groups operate in almost every state and 
federal prison and jail in this country. The groups, such 
as AA and NA, are highly cost-effective. Frequently 
run by other inmates, they provide group support for 
recovering addicts. Self-help groups can offer peer 
support and confrontation of the problem. Some ex-
perts do not consider “self-help groups” a form of 
treatment; however, others in the field do consider such 
groups as treatment (Vigdal 1995). For offenders with 
alcohol or drug dependency/addiction, self-help groups 
ideally should be used in conjunction with or after 
treatment as a maintenance or reinforcement tool. 

Drug testing is an essential part of any treatment 
program. Vigdal (1995) notes that drug testing in 
treatment programs can be used as a supervisory de-
vice, but that they also can be used as a “therapeutic 
tool.” As a supervisory tool, drug testing provides a 
way to monitor inmates, keep track of their progress, 

and make decisions about their treatment plan. As a 
therapeutic tool, drug results can be a source of 
motivation for abstinence for some offenders, a way to 
prove to themselves and others that they are making 
progress. Drug testing is often discussed in the context 
of prison maintenance. Theoretically, drug testing can 
serve as a deterrent, yet there is little research to dem-
onstrate a deterrent effect. 

Education programs are considered “non-
treatment” programs by most sources. They are a com-
plement to treatment programs for alcohol or drug abuse 
offenders, as well as a useful awareness and prevention 
program for those offenders not involved with alcohol 
or other drugs. Education topics can include: 

• medical effects and consequences of drug use and 
abuse 

• the disease model of addiction (including the signs 
and symptoms) 

• introduction to 12-step programs 

• denial and other defense mechanisms 

• effects of drugs on families, including co-dependency 
and issues faced by children of alcoholics 

 Table 3-1. Treatment Approaches in Correctional Settings  

    

 Type of Treatment Approach  

 Detoxification Where possible, remove drugs from system through detoxification as a first step before effective drug 
treatment can or should be undertaken. 

 

 Self-help groups Peer support and problem confrontation in a group setting.  

 Drug testing Deterrence and maintenance.  

 Education Raise awareness of and understanding about a variety of topics, ranging from effects of certain drugs 
to illogical thinking patterns. 

 

 Individual counseling Psychological counseling in a one-on-one setting, relying on any of a wide range of psychological ap-
proaches/modalities (behavioral, psychoanalytic, etc.) 

 

 Group counseling Counseling in a group setting, with a focus on life skills rehearsal, role reversal, and stress manage-
ment. 

 

 Outpatient drug-free Can include a wide range of approaches, including counseling, education, self-help, 12-step, cognitive 
behavior therapy. 

 

 Milieu therapy Intensive counseling and separate living conditions—more intensive than individual counseling but less 
intensive than therapeutic communities. 

 

 Family therapy Therapy for both offender and family.  

 Inpatient short-term Medical stabilization and focus on behavioral changes.  

 Residential programs Long-term, isolated, comprehensive therapy including social learning, counseling, and 
education. 

 

 Pharmacological 
maintenance 

Medical therapy to address long-term drug use, particularly heroin and alcohol.  

 Transitional services Relapse prevention services to help with transition into the community.  
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• thinking errors or illogical thinking patterns 

• human sexuality (When possible, there should be 
separate female and male groups. Issues pertaining 
to the problems experienced by gay men and lesbi-
ans may need special attention.). 

• HIV/AIDS education 

• coping skills 

• communication skills. 
 

Several researchers have suggested providing drug 
education for all prisoners. For those offenders with 
and without alcohol or drug addictions, education can 
serve as awareness and prevention (for non-addicted 
offenders). Education is very low cost and reasonable 
and can address other issues, such as AIDS, other in-
fectious diseases, and risky behavior.  

Counseling (group and individual) is the most 
common intensive treatment method in prisons (CASA 
1998). Individual counseling is one of the least com-
mon programs available to inmates, and there is little 
evidence of its ability to reduce recidivism, although 
positive psychological changes have been demon-
strated (Lipton, Falkin, and Wexler 1992). Group 
counseling, led by a trained professional, is more 
common than individual counseling, led by a psy-
chologist, social worker, or perhaps a psychiatrist. If 
structured well, group counseling can provide a sup-
portive and psychologically safe setting to discuss 
problems in a group environment. Unfortunately, ac-
cording to Lipton et al. (1992), the group counseling 
model in most institutions is unable to overcome the 
“pro-criminal inmate subculture” within most prisons. 
Good program structure and a dedicated leader can 
help to alleviate this problem. Group counsel-
ing/therapy can include (Lipton et al. 1992): 

• life skills rehearsal 

• role reversal 

• stress management 

• social skill practice 

• problem-solving skills training 

• relapse prevention 

• participation in AA types of groups. 
 

There are many approaches to individual counsel-
ing, such as addiction counseling and psychotherapy. 
The counseling approach fits into a variety of other 

treatment plans as it was designed to be a component 
of a comprehensive treatment plan. The four most 
common counseling and treatment approaches are psy-
choanalytical strategies, conditioning techniques, so-
cial learning models, and cognitive therapies (van 
Voorhis 1997, 109–185): 

• Psychoanalytical strategies. Originally defined by 
Sigmund Freud and later by Walter Toman, this 
type of therapy addresses the conscious and uncon-
scious thoughts and desires in the mind. The goal 
of psychoanalytical therapy is to make the person 
aware of their unconscious ideas and the effect of 
these ideas on their behavior. 

• Conditioning techniques/behavior modification. 
Conditioning techniques are based on the assump-
tion that behavior is learned; thus, problematic be-
havior is learned behavior that can be targeted for 
change. This approach deals with the present, 
whereas the psychoanalytic approach tries to un-
derstand and heal the past. Behavior modification 
deals with stimuli, reward, and punishments to tar-
get and change behavior. One common type of 
modification therapy is contingency management, 
which uses a voucher based system of positive re-
wards for remaining in treatment. 

• Social learning models. These models are de-
signed to provide therapy through observational 
learning, that is, through observing and imitating 
others. This process is also known as modeling. 
Social learning approaches frequently are used in 
therapeutic communities, where staff members are 
considered potential models. 

• Cognitive-behavioral therapy. This approach 
uses the same “learning processes” that aid in the 
addiction process to aid in the recovery process as 
well. Techniques of cognitive-behavioral therapy 
include recognizing situations associated with drug 
X, avoiding these situations when appropriate, and 
coping with a range of problems and problematic 
behaviors associated with drug abuse. It focuses on 
the ways that people think and the content of their 
thinking. Counselors try to teach clients how to 
change their thinking patterns. This type of therapy 
can take place in individual and group settings. 

 
According to van Voorhis (1997), these last three 

therapies (i.e., all but the psychoanalytic approach) 
provide the best chances of achieving success with 
offenders. 
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Outpatient drug-free therapy is a type of treat-
ment that includes aspects of counseling, education, 
self-help, 12-step groups, and cognitive behavior ther-
apy. The treatment can last several months or more. In 
an incarcerated setting, this type of therapy is similar to 
milieu or residential, without the separate living condi-
tions. This type of treatment is recommended for users 
of drugs other than opiates and those with generally 
stable, well-integrated lives where there have been 
only brief histories of drug dependence and criminal 
behavior. 

Milieu therapy incorporates intensive counseling 
and separate living conditions. The intensity of the 
program lies between the aforementioned counseling 
and the therapeutic community. It includes some com-
ponents of group and individual counseling, peer inter-
action and “mildly confrontational group sessions” 
(Lipton et al. 1992). Success rates for milieu therapy 
are higher than rates for counseling alone, but less than 
rates for therapeutic communities (Falkin, Wexler, and 
Lipton 1990). Milieu therapy is best suited for recent 
multi-drug users with fewer than five years of addic-
tion. 

Family therapy is used to offset the effects on the 
family of criminal behavior. Institutionalization in 
particular threatens family stability for both the of-
fender and the family, both of whom must adjust to the 
changing circumstances and additional stress. Therapy 
must address the individual and the family, since fam-
ily conditions can contribute to criminal behavior (van 
Voorhis 1997, 219). 

In-patient short-term therapy is a short-term, 
typically 30-day, intensive treatment plan focusing on 
medical stabilization (detoxification) and behavioral 
changes. A combination of medical professionals and 
counselors run the program. 

Residential programs generally are run in sepa-
rate facilities. They can vary greatly, from the timing to 
the physical environment to the philosophical ap-
proach. Residential programs are part of a continuous 
treatment plan; the programs usually incorporate post-
treatment plans into their design. 

Modified from the traditional community setting, 
therapeutic communities are the most popular and suc-
cessful types of residential treatment programs in 
prison. Programs vary, but typically the therapeutic 
community is long-term, isolated, comprehensive resi-
dential program, involving education and therapy. Pro-
viders include peer staff (i.e., those who have success-
fully completed the program), treatment and mental 
health providers, and educational and vocational coun-

selors. New York’s Stay ’n Outmodel was one of the 
first and most prominent, as well as one of the first to 
undergo a large-scale evaluation. TCs generally offer a 
comprehensive array of services and approaches as 
well as a continuous treatment environment. Although 
programs vary, many programs contain a three-phased 
approach to treatment. These stages are incarceration, 
work release or “transitional TC,” and parole or an-
other supervised post-release option. The programs 
offer comprehensive therapy, focusing on behavioral, 
cognitive, and emotional aspects of the person, in addi-
tion to medical and physical conditions of alcohol or 
drug abuse. 

Pharmacological maintenance is a medically su-
pervised service that involves administration of medi-
cation to replace the illicit drug or block its actions. 
There are several kinds of pharmacological applica-
tions. Methadone maintenance is the most common; 
the client is monitored and counseled while receiving 
methadone. This type of program is tailored for those 
addicted to heroin or other opiates for a long period of 
time (typically more than two years). Several other 
types of applications include: 

• Naltrexone is an opioid antagonist that blocks the 
effects of opioids such as heroin, thereby discour-
aging their use. Naltrexone has also been used for 
alcoholism because it reduces the patient’s desire 
for alcohol when he or she stops drinking. 

• Buprenorphine is a medication still in the experi-
mental stage that exhibits mixed opioid-like and 
opioid-antagonist properties. 

• Long-acting opioid maintenance compounds in-
clude drug treatments such as LAAM (levo-alpha-
acetylmethadol) that overcome the need for the 
daily clinic attendance required for methadone 
maintenance. 

 
Transitional services. A key to maintaining 

treatment success is to provide comprehensive ser-
vices, particularly during the stressful transition away 
from prison to the community. Returning to old 
neighborhoods, old routines, and old friends can often 
be the catalyst to begin reverting back to “old ways.” 
Transitional services can include things such as “re-
lapse prevention”; this is a strategy to help the alcohol 
or drug abuser learn about his or her own specific 
stressors or triggers that contribute to their drug use, as 
well as about strategies they can use to cope with these 
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(Vigdal 1995). Providing transitional services is an 
integral part of continuous case management. 

Diversion programs. Extensive efforts have been 
made in recent years to divert alcohol or drug-involved 
offenders away from traditional incarcerated settings, 
when deemed appropriate. Drug courts have become 
increasingly popular over the past 5 to 10 years. The 
premise underlying most drug courts is that drug use 
represents as much a public health as law enforcement 
problem (Vigdal 1995). Other alternative programs 
include the Treatment Alternative to Street Crime pro-
gram, intensive probation programs, and boot camps. 
Brown (1992) notes that, in addition to the five widely 
accepted treatment models for drug abusers in correc-
tional settings, there are alternatives-to-incarceration 
models as well. The basic models include probation, 
with a mix of counseling, support, and surveillance 
(the most typical); surveillance, components of which 
include house arrest, electronic monitoring, and uri-
nalysis; and diversion, such as programs like TASC. 

COST OF DRUG TREATMENT  

A report by the Center on Addiction and Substance 
Abuse (1998) indicates that it costs $3,500, over and 
above incarceration costs, to provide residential drug 
treatment to inmates. The cost would be $6,500 if edu-
cation, job training, and health care were included. 
These costs would be substantially offset by increased 
productivity of offenders who not only do not return to 
prison but obtain employment. For example, CASA 
(1998) estimates that there would be $68,800 in sav-
ings per inmate, assuming each inmate becomes a law-
abiding citizen, avoiding incarceration and health care 
costs, earning a salary and paying taxes. 

The 1992 CALDATA (California Department of 
Alcohol and Drug Programs) study is another well-
known cost-benefit study (Gerstein et al. 1994). Sev-
eral important findings came out of this report: each 
dollar spent on alcohol or drug treatment resulted in 
$7.14 savings to the criminal justice system, mostly 
due to reduction in crime; treatment reduces drug use 
and drug-related illnesses; the “time in program” hy-
pothesis was supported (i.e., the more time spent in 
treatment, the more effective treatment is); and treat-
ment can be effective for everyone, cutting across all 
demographic groups and risk levels. 

DRUG TREATMENT PREVALENCE IN 
CORRECTIONAL INSTITUTIONS 

Prevalence Surveys  

Information from recent survey sources was gath-
ered to illustrate the state of knowledge of treatment 
programs in prisons and jails. Each source provides a 
different perspective on treatment in incarcerated set-
tings. The sources include the following: 

• The 1997 Uniform Facility Data Set (SAMHSA 
2000). In 1997, SAMHSA conducted a special 
survey of correctional facilities in the United 
States, including state and federal prisons, jails, 
and juvenile facilities. The goal of the study was to 
document the prevalence of treatment in correc-
tional settings and to document the various types of 
treatment being offered. Previous Uniform Facility 
Datasets gathered information from all treatment 
settings, predominately community-based treat-
ment, and underrepresented correctional institu-
tions. The 1997 data collection effort was the first 
comprehensive collection targeting correctional in-
stitutions. Treatment was defined as including ser-
vices that attempted to initiate or maintain alcohol 
or drug abuse recovery, and included a range of 
approaches, such as individual and group counsel-
ing, detoxification, and pharmaceutical treatments. 
Correctional facilities and researchers sometimes 
include AA, NA, or other general education or 
self-help awareness groups as treatment. The 
SAMHSA study thus relies on a narrower defini-
tion of treatment.  

• The Corrections Yearbook 1999: Jails and The 

Corrections Yearbook 1999: Adult Corrections 
(Camp and Camp 1999a, b). The yearbook for jails 
provides data compiled from a survey question-
naire to all jail systems housing more than 200 
prisoners in the United States. Information pre-
sented about jails refers to the 124 jail systems 
(265 jails in 33 states) that completed surveys. The 
yearbook for adult corrections contains data from 
correctional agencies from all 50 states, the District 
of Columbia, the Federal Bureau of Prisons, and 
the Correctional Service of Canada, as well as in-
formation from parole and probation agencies. In-
formation referenced in the state and federal prison 
sections of this report refers to answers from the 
correctional agencies and the Federal Bureau of 
Prisons. 
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• The 2001 American Correctional Association Sur-

vey of the Adult Division of the Department of 

Corrections (ACA 2001). A statewide drug treat-
ment intervention survey of the Adult Division of 
the Department of Corrections (DOC) took place 
in 2000, with representatives from 42 state prison 
systems participating in the survey. DOC represen-
tatives for each state system answered questions 
about the state’s drug testing, assessment, and 
treatment practices. 

• The 1996 Center for Substance Abuse Treatment, 
Treatment Survey of Prison Facilities (CASA 
1998). In 1996, CASA conducted a national mail 
survey targeting state and federal correctional sys-
tems. In total, 963 prison facilities responded to the 
survey, including 47 states, the District of Colum-
bia, and the Federal Bureau of Prisons. Question 
topics include assessment, inmates in treatment, 
and treatment services. Treatment services were 
described as therapeutic communities, other inten-
sive inpatient/residential, individual, and group 
counseling self-help, and drug education. 

• The 1997 Survey of Inmates in State and Federal 

Correctional Facilities, conducted by the Bureau 
of Justice Statistics (Mumola 1998, 2000). This 
survey interviewed inmates and asked them ques-
tions about their offenses, background, gun posses-
sion and use, prior dug and alcohol use and treat-
ment, and services provided in prison, among other 
things. This source provided an inmate perspective 
on treatment. 

 

Inmates in Drug Treatment Programs 
in State and Federal Prisons 

Treatment should target inmates with a legitimate 
addiction problem. However, the prevalence data about 
people in treatment provides ambiguous information 
about addiction. As discussed in the prevalence sec-
tion, during the past decade, there were increasing 
numbers of inmates in the correctional system in gen-
eral, and increasing numbers of people with alcohol or 
drug abuse problems in the system. Unfortunately, we 
lack clear, standardized information about the severity 
of need and corresponding treatment options available. 

Data from the 1999 Corrections Yearbook illus-
trates the range of service prevalence for inmates in 
state and federal correctional facilities. The percent of 
inmates in a treatment program, as a percentage of all 
inmates, ranges from a low of .8 percent in Louisiana 

to a high of 68 percent in Alaska. On average, 16.2 
percent of all inmates have experienced treatment de-
fined as separate unit treatment, addiction groups, or 
counseling. 

A 1997 Uniform Facility Data Set (UFDS) survey 
documented that 99,000 inmates received substance 
abuse treatment in state prisons; 12,500 inmates in 
federal prisons received treatment at the time of the 
survey (SAMHSA 2000). The 1997 Survey of Inmates 

in State and Federal Correctional Facilities (Mumola 
1998, 2000) defines “treatment” as residential facili-
ties, professional counseling, detoxification units, and 
maintenance drug programs. This survey found that, in 
1997, 9.7 percent (101,728) of state prisoners received 
treatment since admission. By contrast, in 1991, 24.5 
percent (169,700) of state prisoners received some 
form of drug treatment. Among federal prison inmates 
in 1997, 9.2 percent (8,100) received drug treatment, a 
decline from 15.7 percent (8,300) in 1991. 

The 1997 Survey of Inmates (Mumola 1998, 2000) 
data suggest that treatment programs target inmates 
who show signs of more intensive drug use. For exam-
ple, in state prisons in 1997, 9.7 percent of all prisoners 
participated in drug abuse treatment since admission; 
11.5 percent of those inmates who ever used drugs, 
13.1 percent of those inmates who used drugs regu-
larly, 14.6 percent of those who used drugs in the 
month before the offense, and 18 percent of those who 
used drugs at the time of the offense participated in 
drug treatment since admission. The numbers are simi-
lar for federal prisoners. The trend is similar for non-
treatment programs as well (defined as self-help, peer 
counseling, and education/awareness groups); 20.3 
percent of all state prisoners participated in these pro-
grams, while 38.0 percent of those that used drugs at 
the time of the offense participated in these programs. 
Overall, there has been a drop in participation in pro-
fessional substance abuse treatment programs since 
1991, but an increase in enrollment in other drug abuse 
programs, such as self-help or peer groups and drug 
education classes.  

The SAMHSA (2000) study found that only 40 
percent of correctional facilities (including federal, 
state, jails, and juvenile facilities) nationwide provided 
on-site substance abuse treatment, ranging from a low 
of 16 percent in Mississippi to a high of 71 percent in 
Delaware. This information is important because it 
helps to make sense of aggregate state statistics. In 
state-level surveys, a state could answer that they offer 
a particular service even if only a few institutions 
within the state offer it. However, using information 



 

Chapter 3. Drug Treatment in the Criminal Justice System 3-10 

from SAMHSA’s institution-level survey, it is possible 
to identify that only a certain percentage of institutions 
within the state actually offer the service. 

Inmates in Drug Treatment Programs in Jails 

In general, jails are unable to offer the full spec-
trum of services that longer-term, larger prison facili-
ties are able to offer. Jails have been described as a less 
than ideal place for treatment because of the frequent 
turnover and short stays. However, some jails, particu-
larly larger ones, are now offering comprehensive al-
cohol or drug treatment services. With additional re-
sources, it is possible to provide treatment, or at least 
begin part of a treatment plan that, with proper link-
ages, can continue smoothly through the justice sys-
tem. Detoxification services are among the first ser-
vices offered to alcohol- or drug-abusing offenders 
because valid assessments cannot be made without 
detoxification. 

According to the UFDS data (SAMHSA 2000), 
overall, 34 percent of jails offer drug “treatment.” As 
table 3-2 shows, only 28 percent of jails offer 
detoxification to inmates. (According to the 1999 

Corrections Yearbook, 50 percent of jail systems 
housing more than 200 inmates offer detoxification 
programs.) The first priority for many jails is to 
monitor offenders. Monitoring through urinalysis or 
other tests can help to encourage a drug-free 
environment. According to the literature, maintaining a 
drug-free environment is a key to successful treatment 
programs. Yet the UFDS data indicate that fewer than 
half (42 percent) of jails use drug testing. And 36 
percent of jails do not assess offenders for drug 
treatment needs. 

According to the UFDS survey, a majority of jails 
provide individual (77 percent) or group counseling 
(64 percent). Family counseling is less prevalent, tak-
ing place in only 19 percent of jails. The 1999 Correc-

tions Yearbook tells a slightly different story: most jails 
(76 percent) offer group counseling programs, less 
offer individual counseling (57 percent), and 30 per-
cent of jails offer therapeutic communities. 

According to the UFDS survey, some jails offer a 
variety of “nontreatment” substance abuse services. 
Over half (60 percent) of jails provide self-help ser-
vices, such as AA or NA, and many (43 percent) offer 
education and/or awareness programs. According to 
the 1999 Corrections Yearbook, 70 percent of jails 
offered education programs and 70 percent provided 
community referral services. 

Inmates in Drug Treatment in the 
Federal Bureau of Prisons 

According to the 1997 UFDS (SAMHSA 2000), 
93.8 percent of federal prisons provide “treatment.” 
Almost all federal prisons provide group counseling 
(99.2 percent) and individual counseling (99.2 per-
cent), with 11.6 percent offering family counseling. 
Table 3-4 presents information about nontreatment 
services in federal prisons. Most federal prisons offer 
what the study refers to as “nontreatment” services. 
The vast majority (86.8 percent) assess for treatment 
need and provide drug education (89.9 percent), con-
duct drug tests (87.6 percent), or offer self-help groups 
(84.5 percent), but only 22.5 percent have detoxifica-
tion capabilities. 

Almost all federal prisons offer a comprehensive 
treatment program to qualified inmates. The Bureau of 
Prisons (BOP) provides a standardized assessment, 

 Table 3-2. Correctional Facilities Providing Selected Nontreatment Substance Abuse Ser-
vices, 
All Correctional Facilities and Jails 

 

     

  Facility Type  

  

Selected Substance Abuse Service 

All Facilities 

(N = 7,243) 

Jail 

(N = 3,067) 

 

 Assessment for treatment need 63.7% 63.6%  

 Drug testing 55.9 42.2  

 AA, NA, other self-help 57.3 59.7  

 Education/Awareness 63.2 43.4  

 Detoxification 15.5 28.1  

 Source: Substance Abuse and Mental Health Services Administration. 1998. 1997 Survey of Correctional Facilities, based on 
the Uniform Facility Data Set (UFDS). Washington, D.C.: U.S. Department of Health and Human Services, Substance Abuse 
and Mental Health Services Administration, Office of Applied Studies. 
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placement, and treatment process to all inmates. This 
process began in 1989 in an attempt to create a contin-
uum strategy for federal prison inmates. Inmates must 
participate in an alcohol or drug education program if: 

• there is evidence in their pre-sentence investigation 
report that alcohol or drugs contributed to the 
commission of their instant offense;  

• they violated supervised release, parole, conditions 
of a halfway house placement, or conditions of 
home confinement based on alcohol or drug use; or 

• the sentencing judge recommended that they par-
ticipate in a drug treatment program during incar-
ceration. 

 
The education program is a comprehensive pro-

gram; however, those who are identified as needing 
more treatment are encouraged to participate in either 
nonresidential or residential drug treatment. Every 
BOP institution offers nonresidential drug abuse treat-
ment and counseling, including individual and group 
therapy, seminars, and self-improvement groups. In 
addition, 47 Bureau institutions have residential, iso-
lated, intensive drug abuse treatment programs. (The 
Federal Bureau of Prisons has 98 institutions, six re-
gional offices, a Central Office [headquarters], three 
staff training centers, and 28 community corrections 
offices.) The residential program is comprehensive, 
and it follows the offender through treatment in prison 
to aftercare in the community. 

Inmates are also encouraged to volunteer for the 
residential treatment. The Bureau reports that a signifi-
cant number of inmates volunteer for the residential 

treatment. One reason for volunteering is the one-year 
reduction in sentence incentive offered to inmates for 
successful completion of a residential drug abuse 
treatment program. 

Treatment and Treatment Settings 

In the UFDS survey, a total of 121 federal facili-
ties, 716 state prisons and 1,047 jails reported provid-
ing treatment. These numbers represent approximately 
94 percent of federal prisons, 61 percent of state pris-
ons, and 34 percent of jail systems. Treatment can be 
provided in a variety of settings in correctional institu-
tions. The UFDS refers to three treatment settings: 

• Substance abuse treatment provided in a special-
ized unit within the institution, defined as a unit 
where those receiving substance abuse treatment 
live separate from the rest of the facility population 
while sleeping. 

• Treatment or counseling in the general facility 
inmate population, defined as treatment for sub-
stance abuse that is provided other than in a spe-
cialized treatment unit or in a hospital or psychiat-
ric ward, where the inmate or resident returns to 
his or her regular bed within the facilities at night. 

• Substance abuse treatment provided in a hospital / 

psychiatric inpatient unit within the institution, 
analogous to hospital inpatient treatment. 

 
These treatment settings are not mutually exclu-

sive; an institution can provide any combination of 
treatment in various settings. Results from the survey, 
presented in table 3-5, show that most federal and state 
prisons as well as jails rely primarily on general facility 

 Table 3-4. Correctional Facilities Providing Selected Nontreatment Substance Abuse Services, 
All Correctional Facilities and State vs. Federal Prisons 

 

      

  Facility Type  

  

Selected Substance Abuse Service 

All Facilities 

(N = 7,243) 

State Prisons 

(N = 1,069) 

Federal Prisons 

(N = 129) 

 

 Assessment for treatment need 63.7% 67.1% 86.8%  

 Drug testing 55.9 88.4 87.6  

 AA, NA, other self-help 57.3 92.5 84.5  

 Education/Awareness 63.2 82.6 89.9  

 Detoxification 15.5 8.0 22.5  

 Source: Substance Abuse and Mental Health Services Administration. 1998. 1997 Survey of Correctional Facilities, based on the Uniform Facility 
Data Set (UFDS). Washington, D.C.: U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration, 
Office of Applied Studies. 
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population treatment. The next most popular model in 
federal prisons is the specialized unit and general facil-
ity population treatment (33.1 percent). Only 14.9 per-
cent of state prisons and 9.6 percent of jails offer this 
mix of settings. Eighteen percent of jails, 15.9 percent 
of state prisons, and 5.8 percent of federal prisons offer 
a specialized treatment unit only. Very few prisons or 
jails offer hospital or psychiatric treatment unit only or 
the combination of a hospital or psychiatric treatment 
unit with a specialized unit or general facility. 

TREATMENT PROGRAMMING ISSUES 

Treatment Plans and Continuity of Care 

The treatment plan is as important as provision of 
treatment. Without a plan, treatment can be disjointed, 
piecemeal, and, ultimately, ineffective. According to 
Vigdal (1995), treatment plans ideally should be:  

• biopsychosocial in nature, 

• multidisciplinary in delivery, 

• comprehensive in scope, 

• driven by ongoing assessments, and 

• closely monitored. 
 

The treatment plan includes a client profile (needs, 
risk, history, etc.) along with the prescribed treatment 
plan, including goals and objectives. Providers from all 

systems—criminal justice, treatment, mental health, 
and medical—should be involved in the plan and share 
the information in the plan. To prevent “reinventing the 
wheel,” the plan should be automated and updated as 
risks and needs change and as progress is made. The 
plan is crucial for the period of time when the offender 
moves from the institution to the community. 

It is also important for representatives from differ-
ent services to collaborate. Active linkages should be 
established and maintained between criminal justice 
representatives, alcohol or drug treatment representa-
tives, and mental health representatives, among others. 

Case management is one way to efficiently super-
vise the treatment plan. Case management provides a 
variety of functions. First, it can be the bridge between 
sometimes competing systems, the criminal justice 
system and the treatment system. Second, it creates a 
network of service agencies, both public and private, 
which in turn creates a greater pool of resources of 
treatment options. Third, case management ensures 
continuity; it provides a single point of contact, a 
“navigator,” throughout the system. Vigdal (1995) 
presents five models. Case management that is pro-
vided by 

• the justice system 

• a treatment agency 

• an agency separate from the treatment and justice 
agencies 

 Table 3-5. Correctional Treatment Facilities Providing Each Combination of Treatment Type, by Facility Type  

       

  Facility Type  

 

Treatment Setting 

All Facilities 

(N = 3,027) 

Jails 

(N = 1,047) 

State Prisons 

(N = 716) 

Federal Prisons 

(N = 121) 

 

 Total, all treatment facilities 100.0% 100.0% 100.0% 100.0%  

 Specialized treatment unit only 14.3 18.2 15.9 5.8  

 General facility population treatment only 70.6 64.6 63.4 55.4  

 Hospital or psychiatric treatment unit only 1.1 1.9 1.1 0.0  

 Specialized unit and general facility population 
treatment 

10.0 9.6 14.9 33.1  

 Specialized unit and hospital/psychiatric 
treatment unit 

0.8 1.3 1.0 0.0  

 General facility population treatment and 
hospital/psychiatric unit treatment 

2.0 2.6 2.5 4.1  

 Combination of all three settings 1.2 1.8 1.1 1.7  

 
Source: Substance Abuse and Mental Health Services Administration. 1998. 1997 Survey of Correctional Facilities, based on the Uniform Facility Data Set 
(UFDS) survey, and the 1996 UFDS Survey. Washington, D.C.: U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services 
Administration, Office of Applied Studies. 

Note: Figures may not add to totals shown due to rounding. 
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• a coordinator from the justice system who provides 
consulting services and technical assistance to sup-
port existing criminal justice case management 

• multidisciplinary groups in the criminal justice 
system. 

 

Maintaining a Drug-Free Environment  

Although maintaining a drug-free environment in a 
correctional setting can set the stage for expectations of 
drug use (zero tolerance), only 29 percent of state and 
federal prisons are drug free. Many prisons provide 
free cigarettes to certain or all offenders. More impor-
tant is the illicit drug trade reputed to be widely preva-
lent in prisons (Inciardi, Lockwood, Quinlan 1993). It 
is an issue that journalists and reporters have often 
addressed, but from an evaluation perspective, few 
researchers have documented the reality of drug use in 
prisons, in part because of the extremely sensitive na-
ture of the topic. In fact, statistics about the results of 
drug monitoring tests portray a very optimistic picture 
about illicit drug use in correctional facilities. 

A CASA (1998) report cites anecdotal evidence 
about the availability of drugs and alcohol in prisons 
and jails. A combination of surveillance (searching 
belongings, “patting down” inmates, exchanging 
clothes upon admission, and questioning visitors) and 
drug testing can help to enforce a drug-free environ-
ment (CASA 1996 study, cited in CASA 1998). 

Although there is anecdotal evidence about the 
prevalence of drugs and alcohol in correctional facili-
ties, drug tests tell a positive picture. Almost all facili-
ties monitor some inmates by testing for drug use. Uri-
nalysis is the most common tool that is used to screen 
for drug use and monitor the population. The cost per 
sample is relatively low, ranging from a few dollars to 
about $26 in one state (the average cost to test a sample 
for drugs was $6.91). However, the total cost can be 
quite high—in 1999, a total of 1,362,753 samples were 
collected. On average, 95.4 percent of samples among 
41 agencies were drug free. 

KEY RESEARCH QUESTIONS 

• What exactly is the treatment need/services gap? 
To date we lack consistent and sufficiently detailed 
studies identifying how much of various kinds of 
treatment are available in jails and prisons, and 
how these have changed over time. Thus, it is dif-
ficult to state with a high degree of accuracy what 
the current treatment need/services gap is. 

• Why do correctional facilities choose particular 
treatment programs? Among the many possible 
treatment approaches, why one particular ap-
proach? Who makes this decision? Are treatment 
programming decisions driven primarily by 
unique, one-time opportunities, legislation, correc-
tional philosophy, and/or other factors? 

• How many facilities evaluate their programs, in-
cluding screening and assessing potential clients 
and matching that information to new and im-
proved programs? 

• What are the primary challenges to providing drug 
treatment? 

• What are the challenges involved in linking sub-
stance abuse treatment to other aspects of correc-
tional operations? 

• Are there certain types of treatment that are easier 
to implement in a prison setting? 

• Do correctional administrators stay current with 
the effectiveness of different treatment models and 
adjust their programs as information changes? 
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CHAPTER 4. 
Drug Treatment Effectiveness 
in the Criminal Justice System 

Research consistently shows that drug treatment can be effective for a range 

of offenders across a range of treatment modalities. Several longitudinal 

studies on drug treatment programs, including the Key-Crest program in 

Delaware and the Amity Program in California, provide strong evidence that 

drug treatment in prisons as well as aftercare programs in the community 

reduce recidivism and increase pro-social behavior. In addition, findings 

from the Drug Abuse Treatment Outcome Study (DATOS), the Treatment 

Outcome Prospective Study (TOPS), and the Drug Abuse Reporting Pro-

gram (DARP) conducted over the past 30 years show that treatment can 

work in “real world” settings. However, many questions remain unad-

dressed or unanswered, including identification of the precise modalities, 

and combinations of modalities, that most successfully reduce drug abuse 

and criminal behavior. In addition, despite recent advances and develop-

ments in research, including meta-analytic techniques, there are still consid-

erable methodological flaws in much research on treatment effectiveness. 

This chapter outlines the most common positive outcomes for drug 

treatment, linking these to specific treatment approaches. It then explores 

the merits of compulsory treatment and identifies factors that influence 

treatment effectiveness across modalities. Finally, it discusses difficulties 

inherent in evaluating treatment effectiveness and identifies areas for further 

research. 

4-1 
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INTRODUCTION 

Research consistently shows that drug treatment 
can be effective for a range of offenders across a range 
of treatment modalities. Several longitudinal studies on 
drug treatment programs, including the Key-Crest Pro-
gram in Delaware and the Amity Program in Califor-
nia, provide strong evidence that drug treatment in 
prisons as well as aftercare programs in the community 
reduce recidivism and increase pro-social behavior 
(Gaes et al. 1998; Harland 1996). In addition, findings 
from the Drug Abuse Treatment Outcome Study (DA-
TOS), the Treatment Outcome Prospective Study 
(TOPS), and the Drug Abuse Reporting Program 
(DARP) conducted over the past 30 years show that 
treatment can work in “real world” settings (Cullen and 
Gendreau 2000; Gaes et al. 1999; General Accounting 
Office 1998). However, many basic questions remain 
unaddressed or unanswered, including identification of 
the precise modalities, and combinations of modalities, 
that most successfully reduce drug abuse and criminal 
behavior. In addition, despite recent advances and de-
velopments in research, including meta-analytic tech-
niques, there are still considerable methodological 
flaws in much research on treatment effectiveness 
(Gaes et al. 1999). 

This chapter outlines the most common positive 
outcomes for drug treatment, linking these to specific 
treatment approaches. In addition, it identifies key 
factors linked to treatment effectiveness and explores 
the merits of compulsory treatment and the issue of 
cost-effectiveness. Finally, it discusses difficulties 
inherent in evaluating treatment effectiveness and iden-
tifies areas for further research. 

DRUG TREATMENT EFFECTIVENESS 

Summary Assessment 

In general, drug treatment can be effective in re-
ducing drug use and criminal behavior. The effective-
ness holds whether treatment is provided inside or 
outside of correctional facilities, and it holds across 
many, though not all, treatment modalities and offend-
ers (Cullen and Gendreau 2000; Gaes et al. 1999; Lip-
ton et al. 1998). Drug treatment can reduce drug use by 
50 to 60 percent and decrease criminal activity by as 
much as 40 percent, as well as reduce other high-risk 
behaviors (NIDA 1999). It can also improve prospects 
for employment (DSHS 1998) and improve family and 
social relations (Rossman et al. 1999). In short, the 

most successful drug treatment approaches can do the 
following: 

• decrease relapse and increase times between treat-
ments; 

• improve pro-social behavior; 

• decrease criminal recidivism; 

• decrease high-risk behaviors; 

• improve prospects for employment; and 

• improve family and other social relations. 

 

Major Types of Treatment: Pharmacological 
and Behavioral/Psychosocial 

Although research shows that treatment works, 
which specific treatment approaches work is a more 
complicated question. The few studies that systemati-
cally address this question indicate that pharmacologi-
cal treatments in combination with psychosocially or 
behaviorally based approaches work best in treating 
most drug problems (Crowe and Reeves 1994; Cullen 
and Gendreau 2000; Gaes et al. 1999; NIDA 2001). 
However, little conclusive research has been done to 
directly compare treatment effectiveness across treat-
ment modalities. 

There are four main types of pharmacotherapy that 
work to either block or mimic the effects of the abused 
drug (Crowe and Reeves 1994): 

• Agonists, whose properties and actions mimic the 
effects of heroin. Examples include Levo-alpha-
acetylmethadol (LAAM), Methadone, and Clonidine. 

• Antagonists, which block the effects of heroin. 
Examples include Naltrexone and Buprenorphine. 

• Antidipsotropics, which create an adverse reaction 
to the substance of abuse. An example is Antabuse. 

• Psychotropic medications can control various 
symptoms associated with drug use and with-
drawal. Examples include anti-anxiety drugs, anti-
psychotics, anti-depressants, and lithium. 

 
Behaviorally or psycho-socially based treatments 

can range from intensive residential and inpatient care 
to self-help groups and education programs (Cullen 
and Gendreau 2000). The following are the most com-
mon programs: 

• in-patient or residential treatment, including thera-
peutic communities 
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• out-patient treatment 

• self-help programs 

• individual/group/family counseling 

• behavior modification 

• education programs 

Effectiveness of Different Treatment Approaches 

Table 4-1 summarizes those treatments that are 
most effective in treating specific types of drug abuse. 
For each of four types of drugs—heroin, cocaine, 
methamphetamine, and alcohol—there are pharmacol-
ogical and behavioral/psychosocial treatments that can 
effectively assist with reduction of drug use, although 

the evidence to date is less conclusive for pharmacol-
ogical treatment of methamphetamine addiction. In 
each instance, the most effective treatment generally 
involves coupling pharmacological and behav-
ioral/psychosocial interventions, especially cognitive-
behavioral therapy. 

What Works, What Is Promising, and 
What Does Not Work 

Even when a given treatment has been shown to 
“work” (i.e., to result in a statistically significant “ef-
fect”), it is evident that not all treatments work equally 
well. For this reason, leading experts view program 
effectiveness as lying along a continuum, with levels of 
effectiveness ranging from low to high (Lipton et al. 
1998). 

 Table 4-1. Effective Treatments for Specific Types of Drug Abuse and Addiction  

    

 Drug Treatment  

 Heroin • A combination of medication and psychosocial/behavioral therapy is most effective. 

• Medications are effective: LAAM, Methadone, Naloxone, or Naltrexone. 

• Other approaches that have proven effective in promoting positive outcomes: 

— Placement in residential treatment or in outpatient treatment or therapeutic community programs can be 
effective. 

— Cognitive-behavioral therapy and contingency management show promise. 

— Aftercare services and other links to community services may be an important part of addiction 
recovery. 

 

 Cocaine • A combination of medication and psychosocial/behavioral therapy is most effective. 

• Although no medications currently are available to treat cocaine specifically, antidepressants, antipsychot-
ics, and lithium are promising treatments for cocaine addiction. 

• Other approaches that can be effective: 

— Placement in residential treatment, outpatient treatment, or therapeutic community programs can be ef-
fective. 

— Cognitive-behavioral therapy and contingency management show promise. 

— Aftercare services and other links to community services may be an important part of addiction 
recovery. 

 

 Methamphetamine • Psychosocial/behavioral strategies are the most effective. 

• Education, support groups, and cognitive behavioral therapy all show promise in treating methamphetamine 
addiction. 

• Antidepressants may also help alleviate depressive symptoms associated with recent abstinence, but research 
to date is insufficient to verify effectiveness. 

• Aftercare services and other links to community services may be an important part of addiction 
recovery. 

 

 Alcohol • A combination of medication and psychosocial/behavioral therapy is most effective. 

• Antabuse provides a strong deterrent to alcohol abuse. 

• Brief interventions and counseling show promise in treating alcohol abuse. 

• 12-step programs, support groups, and behavioral treatment are promising treatments. 

• Aftercare services and other links to community services may be an important part of addiction 
recovery. 

 

 

Sources: Crowe and Reeves (1994); GAO (1998); NIDA (2001); Rossman et al. (1999). 
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 Table 4-2. The Effectiveness of Different Treatment 
Approaches in Reducing Recidivism 

 

   

 Successful 

• Behavioral or cognitive-behavioral approaches 

• Reinforcement or incentive programs 

• Cognitive and social-learning approaches 

• Literacy training and GED training programs 

• Experiential challenge programs 

• Mentoring, as a correctional intervention  

• Reality therapy 

• Some group counseling programs 

• Counseling treatments oriented to family treatment 

• Individualized counseling programs 

• Methadone programs 

 

 

 Promising 

• Therapeutic communities and milieu therapy 

• Individualized treatment programming 

 

 

 Unsuccessful 

• Shock incarceration programs 

• Scared Straight programs 

• Restitution programs 

• Boot camp programs 

• Intensive supervision probation and parole programs 

• College coursework programs 

• Programs providing training in job-seeking skills and job 
placement services 

• Guided group interaction and positive peer culture programs 

 

 Sources: Cullen and Gendreau (2000); Lipton et al. (1998).  
   

 

 Table 4-3. The Foundations of Effective Treatment  

   

 • Target dynamic/criminogenic needs.  

 • Provide multimodal treatment.  

 • Incorporate treatment responsivity.  

 • Address risk differentiation.  

 • Provide skills-oriented and cognitive-behavioral treatment.  

 • Provide integrated and comprehensive treatment.  

 • Provide continuity of care.  

 • Draw on external sources to promote completion of treat-
ment. 

 

 • Apply appropriate dosages/levels of intervention.  

 • Provide effective program design, implementation, and 
monitoring. 

 

 • Involve researchers in program design, implementation, and 
evaluation. 

 

 
Sources: Cullen and Gendreau (2000); Gaes et al. 1999; NIDA (1999). 

 

   

 

Table 4-2 summarizes treatment programs using 
the categorization system developed by Lipton et al. 
(1998). The categories include “successful,” “promis-
ing,” and “unsuccessful,” where the primary criterion 
is recidivism. As inspection of the table shows, the 
most successful treatments include but are not limited 
to cognitive-behavioral, social learning, incentive-
based, and pharmacological approaches. Promising 
approaches include therapeutic communities and cer-
tain types of individualized treatment programming. 
Unsuccessful programs include boot camps, intensive 
probation and parole programs, guided group interac-
tion and positive peer culture programs, and shock 
incarceration. 

 

THE FOUNDATIONS OF 
EFFECTIVE TREATMENT 

Significant advances have been made in the area of 
drug treatment, and considerable research testifies to 
the potential effectiveness of a diverse range of pro-
grams and interventions. Across treatment modalities 
and various programs, there are a range of factors that 
comprise the foundation of effective treatment. These 
factors are listed in table 4-3 and are discussed briefly 
below. (The discussion draws primarily on recent re-
views by Gaes et al. [1999] and Cullen and Gendreau 
[2000], among others.) 
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Target Dynamic/Criminogenic Needs 

Research increasingly shows that the most effec-
tive programs are those targeting so-called “dynamic” 
or “criminogenic” needs—that is, factors that both can 
be changed and have been linked to criminal behavior. 
Drug use clearly constitutes a criminogenic factor. But 
there are other criminogenic factors that influence drug 
use and criminal behavior. Gaes et al. (1999, 363) 
enumerate the primary factors identified by Andrews 
(1995) and others (see Cullen and Gendreau 2000): 

• pro-criminal attitudes 

• pro-criminal associates 

• impulsivity 

• weak socialization 

• below-average verbal intelligence 

• risk-taking tendencies 

• weak problem-solving skills 

• early onset of anti-social behavior 

• poor parental practices 

• deficits in educational, vocational, and employ-
ment skills 

 
As Gaes et al. (1999, 363) emphasize, however, 

criminogenic needs should not be assumed to exist, but 
rather should be assessed to see if indeed they do exist. 
Treatment of a non-condition obviously represents an 
inefficient allocation of resources, and missed opportu-
nities to provide more effective treatment. 

Provide Multimodal Treatment 

Treatment is most effective when it addresses not 
one but all criminogenic needs (Gaes et al. 1999, 364). 
This issue is particularly important in contexts where 
programming is designed to focus primarily on one 
need rather than all relevant needs. The failure to ad-
dress all needs can undermine the effectiveness of any 
given treatment approach. Although detoxification 
generally is a necessary condition for effective treat-
ment, the same may be true of many other conditions. 
Thus, a vocational program that does not address drug 
addiction is likely to be less effective in enhancing an 
offender’s employment prospects or curbing criminal 
behavior. Similarly, drug treatment approaches that do 
not address other relevant criminogenic needs may be 
considerably less effective in reducing drug use or 
criminal behavior, or in sustaining reductions over the 
long term (NIDA 1999). 

Incorporate Treatment Responsivity 

Tailoring treatment priorities to the needs and 
learning styles of individuals—what is termed “treat-
ment responsivity”—is increasingly thought to be criti-
cal to treatment effectiveness (Cullen and Gendreau 
2000), though systematic assessments of this common-
sense idea are for the most part lacking (Gaes et al. 
1999). Nonetheless, the basic notion is that effective 
services are those based on individual needs, motivation, 
and style of learning. Because an individual’s needs may 
change over time, continuing assessment and modifica-
tion of the treatment program is important. 

Address Risk Differentiation 

Research shows that treatment is most effective 
when the intensity of treatment is adjusted to the risk 
level of the client. In general, higher risk offenders are 
more likely to benefit from treatment than lower risk 
offenders (Gaes et al. 1999, 364). However, some re-
search indicates that high-risk offenders show greater 
improvements when they receive high-intensity treat-
ment, and that low-risk offenders show greater im-
provements when they receive low-intensity treatment 
(Andrews and Bonta 1998). 

Provide Skills-Oriented and 
Cognitive-Behavioral Treatment 

Meta-analyses consistently support the finding that 
skills-oriented and cognitive-behavioral treatments are 
more effective than other types of treatment (Gaes et 
al. 1999). These approaches are particularly suited to 
addressing the types of values, attitudes, beliefs, and 
emotional and personality orientations that contribute 
to a range of negative outcomes, including drug use 
and criminal behavior (Cullen and Gendreau 2000). 

Provide Integrated and Comprehensive Treatment 

The most effective models for reducing drug use 
and criminal behavior involve providing integrated and 
comprehensive treatment (Cullen and Gendreau 2000). 
Unfortunately, the more typical approach historically 
has consisted of providing treatment in piecemeal fash-
ion, at one stage or another of criminal justice process-
ing, with coordination of efforts between agencies rare. 
The importance of integrated and comprehensive 
treatment is suggested by consideration of mental 
health issues. 

Most offenders have a variety of social and mental 
health problems. Indeed, rates of mental health prob-
lems are much higher among jail and prison inmates 
than in the general population (Lurigio and Schwartz 
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2000; Peters and Bartoi 1997; Peters and Hills 1997). 
The most common mental disorders among inmates are 
psychosis, depression, and bipolar disorders. Despite 
the prevalence of mental illness among inmates, few 
correctional institutions assess for mental disorders. In 
one study, it was estimated that only 6 percent of 
prison inmates with co-occurring substance and mental 
disorders were identified (Dennis 1998). By contrast, 
the literature suggests that more than half of the people 
with substance use disorders have co-occurring mental 
disorders (Kessler et al. 1994) and more than 65 per-
cent of those presenting for treatment have co-
occurring mental disorders (Dennis 1998). Other stud-
ies (e.g., Chulies et al. 1990; Cote and Hodgins 1990) 
suggest that: 

• 75 percent of addicted offenders have histories of 
depression; 

• 25 percent of addicted offenders have histories of 
major depression, bipolar disorder, or atypical bi-
polar disorder; and 

• 9 percent of addicted offenders are schizophrenic. 
 

The recognition of co-occurring disorders is espe-
cially important because of the unique challenges in 
treatment that offenders with co-occurring disorders 
present. Peters and Bartoi (1997) describe the most 
prominent challenges: 

• Use of alcohol and drugs can create mental health 
symptoms. 

• Alcohol and drug use may precipitate or bring 
about the emergence of some mental health disor-
ders. Mental health disorders can also precipitate 
substance use disorders. 

• Mental health symptoms may be exacerbated, or 
worsened, by alcohol or drug use. 

• Mental health symptoms or disorders are some-
times mimicked by alcohol and drug use. 

• Alcohol and drug use may mask or hide mental 
health symptoms or disorders that are actually pre-
sent. Mental health symptoms are often not identi-
fied until after a long period of time. 

 
Criminal offenders who are alcohol or drug abus-

ers and exhibit mental disorders need specialized, co-
ordinated treatment. Yet it is common for substance 
abuse treatment programs not to admit offenders with 
mental disorders and, conversely, mental health pro-

grams not to admit offenders with substance abuse 
problems (Vigdal 1995). Programs for people with co-
morbid disorders have been called “inadequate,” with 
little to no research to date on the percentage of of-
fenders receiving both substance abuse and mental 
health treatment (Lurigio and Schwartz 2000). 

Provide Continuity of Care 

The best treatments may fail if insufficient follow-
up care is not provided. It therefore is critical that of-
fenders continue to receive treatment or some type of 
aftercare upon release from prison (Cullen and Gen-
dreau 2000; Gaes et al. 1999). Aftercare programs and 
post-release supervision can provide resources to help 
prevent relapse and criminal recidivism. Indeed, re-
arrest rates are consistently lowered by as much as 50 
percent for offenders who complete aftercare programs 
in the community after treatment in prison (Field 1998; 
Wexler et al. 1999). In addition, comprehensive moni-
toring and case management can help hold clients ac-
countable and reduce re-arrest rates (Field 1998). 

Draw on External Sources to Facilitate 
Completion of Treatment 

Research suggests that pressure from external 
sources—including families, the criminal justice sys-
tem, employers, and child and family welfare agen-
cies—may lower dropout rates and increase length of 
time in treatment and program success in general 
(NIDA 1999). For Treatment Alternatives to Street 
Crime clients, legal sanctions contributed to a higher-
than-usual success rate (Hubbard et al. 1998). In addi-
tion, it appears that treatment does not need to be vol-
untary to work and that, in fact, early intervention by 
the criminal justice system can play a critical role in 
preventing drug addiction even when the offender does 
not want to or is not motivated to participate (Field 
1998; NIDA 1999). 

Apply Appropriate Dosages/Levels of Treatment 

Treatment generally is thought to be most effective 
when appropriate dosages/levels are applied, and can 
be ineffective if too little or too much are applied 
(NIDA 1999). Although some evidence supports this 
view, relatively little research has systematically ad-
dressed the issue of what constitutes an “appropriate,” 
“effective,” or “optimal” dosage/level of treatment 
(Gaes et al. 1999, 365). 

However, across offender types and treatment mo-
dalities, one factor, without fail, has a strong impact on 
treatment success—length of time in treatment. For 
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most individuals, at least 90 days is required for treat-
ment success and with some individuals, especially 
those in methadone maintenance, at least 12 months of 
treatment are required, sometimes with years of fol-
low-up (NIDA 1999). 

Provide Effective Program Design, Implementation, 
and Monitoring 

Any treatment will fail if it is flawed in design or 
implementation. By contrast, with careful attention to 
design and implementation, programs can realize their 
full potential. Although not all treatment programs will 
be effective, appropriate implementation is essential. In 
addition, monitoring program operations can identify 
whether significant modifications have been or need to 
be made to improve treatment. 

More generally, treatment quality generally de-
pends on a range of factors, including organizational 
factors such as staffing, management, and resources. 
For example, in a study of the Treatment Alternatives 
to Street Crime (TASC) program, staff quality was 
more important to program success than any other 
organizational factor. Other organizational factors may 
play a role as well. In Harrison and Martin (2000), 
administrative commitment to the program, good over-
sight management, and well-funded implementation 
budgets were critical for program survival and success. 

The quality of the program, not just the staff, is 
also critical for treatment success. According to several 
sources (Farabee et al. 1999; Field 1998), a high-
quality program should include: 

• comprehensive and descriptive screening and as-
sessment tools 

• clear and unambiguous program goals and rules of 
conduct 

• strong positive incentives and equally strong nega-
tive sanctions 

• cross-training and incentives for staff 

• involvement of staff in selection of new admis-
sions 

• appropriate staff-client ratios 

• use of former drug abusers and offenders as treat-
ment staff and mentors. 

Involve Researchers in Program Design, 
Implementation, and Evaluation 

Despite increased interest in and commitment to 
drug treatment (Lipton 1995), there continues to be a 

significant lack of involvement of researchers through-
out all stages of drug treatment programming. Re-
searchers can provide critical advice on treatment and 
program design and implementation. They also can 
help develop the groundwork for generating the types 
of data necessary to conduct evaluations, without 
which it becomes impossible to assess whether a given 
treatment approach is effective (Gaes et al. 1999). 

THE FUTURE OF EFFECTIVE 
DRUG TREATMENT 

Identifying What Works Best 

Significant advances have been made in drug 
treatment, and considerable research testifies to the 
potential effectiveness of a diverse range of programs 
and interventions. However, little is known about the 
relative efficacy of many programs, or of what combi-
nations of approaches work best. To this end, the Na-
tional Institute of Alcohol Abuse and Alcoholism cur-
rently is undertaking a study aimed at systematically 
addressing the relative effectiveness of different ap-
proaches to treating alcohol addiction. The study, 
“Combining Medications and Behavioral Interven-
tions” (COMBINE), involves testing different treat-
ment combinations for alcohol addiction, including: 

• acamprosate, an experimental pill used widely in 
Europe that normalizes brain chemical systems and 
that currently is under Food and Drug Administra-
tion (FDA) review in the United States 

• naltrexone, an older pill that affects brain circuitry 

• intensive cognitive/behavioral therapy, similar to 
residential therapy or therapeutic communities 

• behavior therapy, encouraging patients to join sup-
port groups and participate in counseling 

 
Study respondents will receive different combinations 
of drug and behavior treatments. The goal of the study 
is to identify precisely which approaches, in interaction 
with one another, prove most effective—which treat-
ments, either in isolation or in combination, work best 
(i.e., are most effective in reducing drug use, criminal 
behavior, and other negative outcomes, and in increas-
ing positive outcomes, such as education and employ-
ment). Similar studies have yet to be conducted for 
both drug and alcohol addiction, but they are precisely 
the type that researchers indicate are needed to advance 
scientific knowledge about treatment effectiveness. 
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 Figure 4-1. Model of a Comprehensive Treatment Program  
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 Source: Adapted from Mercer and Woody (1999).  
   

A Comprehensive Model 

A hypothetical treatment model, proposed by the 
National Institute on Drug Abuse and depicted in fig-
ure 4-1, could include many different services as part 
of a comprehensive strategy for drug treatment. This 
model, which incorporates many of the foundational 
components of effective treatment identified in the 
literature (NIDA 1999; Gaes et al. 1999; Cullen and 
Gendreau 2000), can include pharmacological ap-
proaches for treatment or psychiatric disorders when 
deemed necessary. Treatment matching includes 
matching the right components of treatment to the per-
son. For example, if the client is in need of “life skills” 
and management, this component of education and 
counseling can be added to the plan. Similarly, if the 
person has relapsed several times before, special atten-
tion to relapse prevention interventions could be in-
cluded in the treatment plan. 

Linking Research and Practice 

Effective drug treatment depends greatly on reduc-
ing the existing gap between research and practice 

(Gaes et al. 1999; Harrison 2000). Although consider-
able advances in drug treatment have been achieved, 
few of these advances have been systematically incor-
porated into correctional practice. Criminogenic needs 
frequently go unidentified, and even if identified they 
frequently are not systematically addressed in treat-
ment. Treatment responsivity and continuity of care 
occurs far less often than research indicates they 
should. The absence of effective program implementa-
tion, monitoring, and evaluation continues to be the 
norm. 

Although the gap may be explained in part by in-
sufficient resources, these alone cannot account for the 
gap. To be sure, even if correctional institutions were 
aware of the latest advances in treatment research, it is 
not clear how many of these advances could be feasi-
bly implemented in most correctional settings. Yet 
effective treatment is feasible and can be cost-

effective. Thus, the critical challenge for researchers 
and practitioners lies in identifying ways in which re-
search and practice can be effectively linked. 
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COMPULSORY DRUG TREATMENT 

Some offenders in drug addiction treatment do not 
choose to be there, leading to some discussion about 
whether enforced or coercive treatment can be effec-
tive, especially considering that client motivation may 
play a role in program completion. (There are, of 
course, potential ethical concerns as well, which are 
not reviewed here.) In a report on the California Civil 
Addict Program (CAP) (Anglin 1998), civil commit-
ment for narcotic addiction and methadone mainte-
nance appeared to be an effective intervention when 
applied appropriately. Although nearly everyone in the 
CAP treatment became addicted again at some point, 
they had fewer relapse episodes and when they did 
relapse, it was for a shorter duration. The CAP treat-
ment group also reported longer non-addicted periods 
of drug use as well as periods of abstinence between 
relapse episodes. 

Other research shows that treatment ordered by the 
criminal justice system can also be effective (Hubbard 
et al. 1998; NIDA 1999). In addition, they found that 
early criminal justice system intervention can force 
clients to stay in treatment, resulting in important long-
term benefits for offenders and more substantial 
changes in behavior during treatment. 

COST-EFFECTIVENESS 

By most reports, the economic costs of American 
drug abuse run into the billions (Kauffman and Woody 
1995), and substantial benefits and cost reductions for 
individuals and society may be realized through effec-
tive treatment. According to various estimates, drug 
treatment can be highly cost-effective, with some esti-
mates indicating that every $1 invested in addiction 
treatment programs yields between $4 and $7 in re-
duced drug-related crime and criminal justice costs 
(e.g., jail, processing, incarceration), as well as theft 
(Caulkins et al. 1997; CASA 1998; GAO 1998; Gaes et 
al. 1998; Gerstein et al. 1994; NIDA 1999). There are, 
of course, additional benefits that accrue in the form of 
savings to drug-addicted individuals and their families, 
their potential victims, and society as a whole. 

METHODOLOGICAL ISSUES 

Despite the abundance of literature on drug addic-
tion treatment and its effectiveness, few studies have 
undertaken the enormous task of teasing out the causal 

relationships between program characteristics and 
treatment success. Although the ideal model may be to 
have clinical trials in which the timing, dose, and ad-
ministration can be randomly assigned (Gaes et al. 
1998), this ideal has rarely been approximated. In addi-
tion, the study of drug addiction treatment effective-
ness continues to suffer from a wide range of methodo-
logical problems (Gaes et al. 1999, 362). The main 
problems/challenges include: 

• selection bias; 

• measuring drug use vs. drug abuse vs. drug de-
pendency/addiction; 

• measuring drug treatment need severity/level; 

• measuring recidivism; and 

• poor data quality generally, including record-
keeping and data management issues. 

 
The most commonly reported challenge to research 

in this area is the fact that offenders may respond to 
treatment differently based on their addiction level, 
experience with the criminal justice system, motivation 
level, amenability to treatment, etc. Therefore, a study 
of treatment effectiveness must consider both treatment 
modality and offender characteristics. However, con-
trolling for all relevant offender characteristics fre-
quently is not possible, resulting in biased estimation 
of treatment effects (GAO 1998; Gaes et al. 1998; Pe-
lissier et al. 1998). 

Similarly, processing can introduce bias in studies 
of effectiveness. For example, according to a report by 
Gaes et al. (1998), selection bias can make it difficult 
to determine if the effect of treatment is a result of the 
treatment or simply of a by-product of a “weeding out” 
process that screens out offenders least likely to suc-
ceed in treatment (Pelissier et al. 1998). 

In addition, a wide range of external and internal 
factors may affect the composition of both the treat-
ment and the comparison groups. Thus, even if rele-
vant controls are introduced, there can still be unmeas-
ured characteristics that influence the assessment of an 
“effect.” And with quasi-experimental designs, in 
which a control group exists but offenders are not ran-
domly assigned to the treatment or control group, com-
positional differences can be difficult to address 
through statistical modeling (GAO 1998). 

Although selection bias is of paramount impor-
tance when considering the effectiveness of a treatment 
program, other issues also can reduce the extent to 
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which evaluations of treatment can be trusted. One 
major issue relates to the definition of what is being 
treated. In some studies, the “problem” is drug use; in 
others, it is drug abuse; and in still others it is drug 
dependency/addiction. In each instance, the terms fre-
quently are used interchangeably. Even when they are 
not, the actual operationalization of the “problem” may 
nonetheless be similar. 

This issue is critical because many programs may 
be treating entirely different groups. Drug use, for ex-
ample, can entail a one-time episode of drug involve-
ment, or it can represent a long-standing history of 
drug involvement. The distinctions are far from aca-
demic: According to the American Psychological As-
sociation’s Diagnostic Statistical Manual, fourth edi-
tion (DSM-IV), drug use does not rise to the level of a 
disorder, while drug abuse constitutes a separate disor-
der from dependency/addiction. 

Although the severity of an offender’s drug prob-
lem would seem to be a critical element in evaluating 
the effectiveness of a treatment program, this dimen-
sion is rarely addressed in the outcome literature ex-
cept to recommend that more severe cases be sent to 
more intensive treatment programs (Farabee et al. 
1999). We know that treatment effectiveness is greater 
when offenders are matched to placements that address 
their risk levels (Andrews and Bonta 1998)—there are 
greater reductions in recidivism for high-risk offenders 
who are placed in intensive services than for high-risk 
offenders placed in minimal treatment services. By 
contrast, low-risk offenders matched with low-intensity 
programs experience greater reductions in recidivism 
compared with low-risk offenders in high-intensity 
programs. 

At present, research focusing on the severity of the 
problem to be addressed (i.e., drug use / abuse / addic-
tion), as opposed to risk level, remains a conspicuous 
gap in the extant literature. However, at least one study 
shows that intensive drug addiction therapy is more 
successful and cost-effective for those with severe drug 
addiction problems (Knight, Simpson, and Hiller 
1999), while another study makes reference to the fact 
that outpatient treatment success may be attributed to 
the relatively low severity of the client’s drug abuse 
problem (Pearson and Lipton 1999). In short, the 
severity of the drug problem appears to be central to 
determining which treatment is appropriate and how 
likely treatment is to be effective, but considerably 
more research on the issue is needed. 

Researchers increasingly recognize the importance 
of viewing treatment effectiveness in terms of harm 

reduction—that is, reducing drug use from the level it 
would have been without treatment (GAO 1998, 15). 
Yet many studies do adopt this approach but instead 
assess effectiveness in a dichotomous manner. Further, 
even where a harm reduction approach is adopted, 
frequently the failure to adjust findings to reflect com-
positional differences can render comparisons difficult 
if not invalid. In addition, there is little agreement 
about the proper metric for defining equivalent levels 
of success. For example, in a situation where a drug-
dependent user reduces his/her drug use by half and a 
non-addicted drug user reduces his/her use by half, it is 
unclear that these reductions should be viewed as 
equivalent (Pelissier et al. 1998). More generally, some 
studies rely on different periods of observation (three 
months, six months, etc.), or do not employ event his-
tory (hazard) modeling, ignoring qualitatively distinct 
differences in risks of recidivism (Pelissier et al. 1998). 

There also is a need for development of more ob-
jective measures of recidivism. Traditionally, studies 
testing the effectiveness of drug addiction treatment 
have relied on self-reported drug use, yet self-reports 
can significantly understate the true amount of drug 
use. A review by the General Accounting Office (GAO 
1998, 18), using data from the Treatment Outcome 
Prospective Study (TOPS), showed that only 40 per-
cent of individuals testing positive for cocaine use 
during a two-year follow-up period reported using in 
the previous three days. Some research indicates that 
such biases can be corrected by introducing adjust-
ments to self-reported data (GAO 1998, 18), but few 
studies do so. 

The GAO (1998, 19) study also notes that drug 
treatment research rarely accounts “for the tremendous 
variation in program operations, such as differences in 
standards of treatment, staff level and expertise, and 
level of coordination with other services.” The lack of 
these types of process measures make it difficult to 
know whether the presence or absence of positive out-
comes results from an ineffective treatment or from 
ineffective implementation. 

Additional sources of biases exist. For example, 
comparing the recidivism of offenders under intensive 
supervision with those who are not requires careful 
attention to ensuring that the offending of both groups 
is equally likely to be reported or identified. Yet few 
studies include steps to provide this assurance. The 
problem is that one would expect offenders who are 
closely supervised to be much more likely to be caught 
if they commit a crime. Indeed, in the evaluation of the 
Opportunity to Succeed (OPTS) program (Rossman et 
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al. 1999), this discrepancy in supervision, which was 
part and parcel to the intervention, may have explained 
why a decrease in drug use and criminal behavior was 
not experienced by OPTS clients (see also Pelissier et 
al. 1998). 

Other measurement problems arise from poor re-
cord-keeping and information management, as well as 
the lack of consistent and high-quality data collection 
in general. There is a need for standardized and rigor-
ous program evaluation tools. Data on implementation 
procedures, goals, objectives, staff, and funding need 
to be collected in addition to outcome measures, in-
cluding reductions in drug use and criminality; compli-
ance with supervision requirements; and improvements 
in family and social relationships (Field 1998). 

KEY RESEARCH QUESTIONS 

This review of research on drug treatment effec-
tiveness highlights several glaring gaps in the research 
literature. In particular, there are several critical ques-
tions that should be addressed in future research. 

• Research shows that illicit drug use is likely to 
intensify and perpetuate a criminal career as op-
posed to initiate it, and that reduced illicit drug use 
is associated with reduced offending (Harrison 
2000, 2). Yet there is much that remains unknown 
about the precise causal links. Two key questions 
are: How does use of illicit drugs intensify or per-
petuate criminal activity? How does a reduction in 
the use of illicit drugs reduce criminal activity? 

• What types of treatment approaches work in a jail 
setting vs. a prison setting? (Offenders in jail may 
require shorter interventions and education pro-
grams rather than longer-term phased-in treat-
ment.) 

• What are the primary obstacles to effective treat-
ment in correctional settings? 

• What are the unique challenges and programmatic 
issues involved in treating drug use, drug abuse, 
and drug dependency/addiction? 

• What treatment approaches work best for high-
severity drug abusers vs. low-severity drug abus-
ers? 

• How should recidivism be measured? 

• What factors are most instrumental for preventing 
relapse? 

• What factors are most instrumental for not only 
preventing relapse but also criminal recidivism? 

• What are the relative cost benefit/effectiveness of 
different treatment approaches? 
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CHAPTER 5. 
Post-Release Drug Treatment 
in the Criminal Justice System 

Reducing criminal recidivism is a pressing issue for corrections, especially 

given the rapid growth in corrections during the past decade. Research indi-

cates that 4 out of every 10 prisoners is re-arrested within the first year of 

release. Post-release supervision and reentry services to ex-offenders 

constitutes a key mechanism by which to prevent relapse and recidivism. 

Indeed, some research indicates that re-arrest rates can be lowered within 

the first year of release by as much as 50 percent for offenders who 

complete aftercare programs in the community. As a result, correctional 

institutions are beginning to focus on providing a continuum of treatment 

and services from incarceration to the community. However, many criminal 

justice systems still are in the early stages of developing this continuum, 

and the effectiveness of many programs remains largely unknown. This 

chapter will review the types of reentry and post-release supervision 

programs currently available. It will also discuss current program 

evaluations, methodological issues, and key research questions for future 

studies.  

5-1 
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INTRODUCTION 

Reducing criminal recidivism is a pressing issue 
for corrections, especially given the rapid growth in 
corrections during the past decade. By some estimates, 
4 out of every 10 prisoners will be reincarcerated 
within the first year of release (Travis et al. 2001). 
Post-release supervision and reentry services to ex-
offenders constitutes a key mechanism by which to 
prevent relapse and recidivism. Indeed, some research 
indicates that re-arrest rates can be lowered within the 
first year of release by as much as 50 percent for of-
fenders who complete aftercare programs in the com-
munity (Field 1998; Wexler et al. 1999). As a result, 
correctional institutions are beginning to focus on pro-
viding a continuum of treatment and services from 
incarceration to the community. However, many 
criminal justice systems still are in the early stages of 
developing this continuum, and the effectiveness of 
many programs remains largely unknown. 

This chapter will review the types of reentry and 
post-release supervision programs currently available. 
It will also discuss current program evaluations, meth-
odological issues, and key research questions for future 
studies. 

REENTRY OF OFFENDERS 
INTO THE COMMUNITY 

Reentry and post-incarceration services range from 
providing educational and vocational services to pro-
grams specifically focused on drug treatment. Gener-
ally, the primary goal of these programs is to reduce 
drug use/relapse and recidivism among ex-offenders 
and help them adjust to life in the community. The 
most common reentry and post-release services gener-
ally include the following: 

• Vocational training and job placement services. 
Provide job skills and create employment opportu-
nities for ex-offenders. 

• Life skills programs. Provide training on daily 
living skills without resorting to violence, drug 
abuse, or criminal behavior. 

• Family therapy. Improve family ties and social 
relations. 

• Housing assistance. Assist ex-offenders with 
housing issues, including finding and keeping ade-
quate housing. 

• Drug treatment. Use of one or more 
pharmacological, psycho/social, or behavioral 
therapies. 

• Intensive community supervision. Increase con-
tact between offenders and supervising agents. Of-
fenders typically are required to submit to frequent 
urine tests. 

 
Reentry and post-release programs vary in the 

types of services provided and the types of offenders 
targeted. As noted, most focus on reducing relapse and 
recidivism among ex-offenders and helping them ad-
just to life in the community. Although some programs 
involve post-release services, others do not, focusing 
instead on treatment, training, and education as strate-
gies to assist the offender after release. Table 5-1 pro-
vides examples of the primary types of programs avail-
able for ex-offenders and the kinds of services each 
provides. 

Most programs focus exclusively on drug treat-
ment, job placement, or education. Programs such as 
Texas’s Project Rio also provide life, family, and basic 
education training. Notably, however, many programs 
do not include case management or follow-up treat-
ment or services. 

Programs such as New York City’s Center for Em-
ployment Opportunities (CEO), which is a common 
model, focus primarily on work, education, and basic 
life skills training as well as aftercare treatment. The 
CEO program provides day labor for participants, most 
of who have been released from boot camp (Finn 
1998). The overall mission is to place ex-offenders in 
permanent, unsubsidized, full-time jobs in the hope 
that employability will increase stability and decrease 
recidivism. Participants in CEO receive life skills train-
ing, job placement support, and support services—
which can include child care, housing, clothing, and 
driver’s education. In addition, the program can pay for 
half of the employee’s wages for eight weeks or more 
if specific criteria are met. 

Other programs focus on providing treatment for 
substance abuse. In-patient treatment and therapeutic 
community programs provide 24-hour services for 
clients, while out-patient services or methadone main-
tenance programs provide treatment for the offender in 
the community. Often these programs provide a com-
bination of detoxification, pharmacological treatment, 
and socio-psychological/behavioral therapies. 

The Opportunity to Succeed Program (OPTS) is an 
example of a program that provides comprehensive 
post-release services to ex-offenders. According to 
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 Table 5-1. Matrix of Reentry Programs for Released Offenders*  

             

 

Program Title 

Male/ 

Female Drug Work Educ. Life Family Basics 

Case 

Mgt. Relapse 
After-
care 

 

 OPTS M/F x x   x  x  x  

 Oriana House M/F x x x    x  x  

 TPADP M/F x x x x x   x x  

 Corr. Sub. Abuse M/F x  x  x  x x x  

 DE Life Skills M/F   x x x      

 Project Rio M/F x x x x x x   x  

 RECAP M/F x x x     x   

 CEO M/F  x  x  x   x  

 Safer M/F  x x    x  x  

 Building Future M/F x x         

 Project Re-Enter M/F  x x        

 DE Mentor F  x x  x   x   

 Dismas F x x x  x      

 OPTIONS F x  x  x  x    

 Discovery F x x   x  x x x  

 WPA F x x   x  x    

 
Source: Mele (1998, 20). 

Notes: OPTS = Opportunity to Succeed Program; TPADP = Turning Point Alcohol and Drug Program; RECAP = Rock County Education and Criminal Addic-
tions Program; CEO = Center for Employment Opportunities; OPTIONS = Opportunities for Prevention and Treatment Interventions for Offenders Needing 
Support; WPA = Women’s Prison Association. 

 

 

Rossman et al. (1999), the OPTS program was de-
signed to reduce substance abuse relapse and criminal 
recidivism by providing comprehensive aftercare ser-
vices to felony offenders with alcohol and drug offense 
histories. The program targeted offenders who were 
required to serve a minimum of one year of proba-
tion/parole; had a history of substance abuse; had com-
pleted a substance abuse treatment program while in-
carcerated or in a court-ordered residential community 
in lieu of jail; had felony convictions, excluding violent 
crimes or sex offenses; and were 18 years of age or 
older. The core services OPTS provided to clients on 
an as-needed basis included: 

• Substance abuse treatment, ranging from 12-step 
programs to intensive residential placement. 

• Employment services that assist clients in finding 
and maintaining legitimate employment. 

• Housing, including adequate, drug-free supportive 
living situations, such as halfway houses, group 
houses, and shared apartments to assist clients in 
avoiding relapse. 

• Family-strengthening services, such as parenting 
classes, family counseling, anger management 
counseling, and domestic violence counseling. 

• Health and mental health services, ranging from 
regular visits to specialized care when needed. 

 
The OPTS program also provided frequent supervision, 
contacts, and drug-use monitoring through urinalysis 
along with graduated sanctions that included incen-
tives/rewards for positive behavior. 

Finally, Intensive Supervised Probation (or Parole) 
(ISP) is designed to provide increased monitoring and 
control of offenders in the community (Sherman et al. 
1997). Elements of ISP can include more frequent 
contact with the supervising probation or parole offi-
cer; the use of electronic monitoring devices; home 
confinement; more frequent urine tests; and curfew and 
community service requirements. 
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MEASURING PROGRAM EFFECTIVENESS 

Research indicates that reentry and post-release 
services may decrease recidivism and prevent relapse. 
A study of Delaware’s Therapeutic Community drug 
treatment program found that clients who completed 
the secondary (work release) portion of the program as 
well as the tertiary (aftercare) portion of the program 
were significantly more likely to remain drug-free and 
arrest-free three years after release from prison (Inci-
ardi, Martin, and Surratt 1999). In addition, findings 
from the Residential Substance Abuse Treatment 
(RSAT) program for state prisoners consistently indi-
cate that clients who receive aftercare services fare 
significantly better than those who do not (Harrison 
and Martin 2000). These findings are mirrored for 
clients in the AMITY program in California (Wexler et 
al. 1999) and for clients who received treatment ser-
vices after completing an in-prison therapeutic com-
munity program in Texas (Knight, Simpson, and Hiller 
1999). However, few of these and other evaluations 
provide any basis for determining what components of 
reentry or post-release services facilitate reduced re-
lapse and recidivism. 

Many of the vocational training and job placement 
programs also report positive outcomes for partici-
pants. The Safer Foundation reported that, among those 
who were employed at 30 days, 58 percent were still 
employed five months later. The CEO program reports 
similar results. Although recidivism and relapse rates 
for these programs have yet to be examined, a meta-
analysis by Lipton, Pearson, Cleland, and Yee (1998) 
did not find that vocational training or job placement 
programs were successful in decreasing recidivism. 

Evaluation of the OPTS program echoes these 
findings. OPTS, which provides comprehensive ser-
vices and monitoring, had a positive effect on em-
ployment—clients stayed employed for a longer period 
of time than individuals in the control group (Rossman 
et al. 1999). In addition, OPTS clients were signifi-
cantly less likely to use alcohol and marijuana, but use 
of hard drugs was not statistically different from that of 
the control group. And while criminal activity for both 
OPTS clients and the control group declined consid-
erably, OPTS did not appear effective in reducing 
criminal behavior beyond that of the control group. 
Indeed, OPTS clients had higher rates of technical 
violations, most likely the result of closer supervision 
than a negative outcome. As Sherman et al. (1997) 
have observed, increased surveillance is often associ-
ated with increases in technical violations. 

Finally, increased surveillance and control, through 
Intensive Supervised Probation/Parole (ISP), does not 
appear to reduce recidivism (Sherman et al. 1997). 
However, combining drug treatment with ISP may lead 
to more positive results than either ISP or drug treat-
ment alone. 

TO WHAT EXTENT HAVE 
LINKAGES BEEN DEVELOPED? 

The call for post-release structure, supervision, and 
treatment of offenders is pervasive in the treatment 
literature (Gaes et al. 1999; Travis, Solomon, and Waul 
2001). Nevertheless, many researchers note that post-
release supervision is inadequate and that few offend-
ers receive reentry or post-release drug treatment or 
services (Crowe and Reeves 1994; Hubbard et al. 
1998). In one example, clients in the Treatment Alter-
natives to Street Crime (TASC) program rarely entered 
outpatient methadone programs, despite having a high 
rate of heroin addiction. They also received fewer 
community services than other clients not referred by 
the criminal justice system (Hubbard et al. 1998). 

A major obstacle to developing linkages with post-
incarceration supervision and community services is 
the lack of coordination between correctional institu-
tions, mental health providers, and other aftercare ser-
vice providers in the community (Field 1998). Accord-
ing to Field (1998, 16), “The fragmentation of the 
various functions—arrest, diversion, conviction, proba-
tion, revocation, jail, prison and post-prison supervi-
sion—undermines the effects of treatment and of other 
aspects of offenders’ rehabilitation” 

To address these types of issues, Field (1998) has 
noted that case managers can play a critical role in 
assisting with post-release treatment by: 

• assessing an offender’s needs and ability to remain 
substance and crime free; 

• planning for treatment services and other criminal 
justice obligations; 

• maintaining contact with other criminal justice 
officials; 

• brokering treatment and other services for the of-
fender; 

• monitoring and reporting progress to other transi-
tion team members; 
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• providing client support and helping offender with 
all aspects of treatment and reentry; 

• monitoring urinalysis, breath analysis, or other 
objective tests of substance use; and 

• protecting the confidentiality of clients and treat-
ment records. 

 
From this perspective, a case manager’s role is to 
monitor and guide an offender’s journey through the 
criminal justice system and into the community. The 
case manager also acts as the single point of contact for 
providing health and social services as well as advo-
cates for appropriate programs and services when 
needed (Siegal 1998). 

Although case management has the potential to 
overcome many of the barriers created by a fragmented 
criminal justice system, results from studies on the 
effects of case management are mixed. Some research-
ers find that clients with case-management have in-
creased access to drug treatment and are less likely to 
recidivate, but others have found few, if any, positive 
outcomes from case management services (Rossman et 
al. 1999). 

The more general issue at present is the lack of af-
tercare provided to released prisoners. A national 
evaluation of the National Institute of Justice’s (NIJ) 
Residential Substance Abuse Treatment (RSAT) pro-
gram found, for example, that few sites provided post-
release aftercare (Harrison and Martin 2000, iv). In 
making decisions about allocation of RSAT funds, NIJ 
gave preference to programs that focused not only on 
treatment in prison but also on aftercare. Yet fewer 
than half of the RSAT-funded programs included pro-
visions for placement in halfway houses, work release 
programs, or aftercare (Harrison 2000, 20, citing Lip-
ton, Pearson, and Wexler 2000). 

METHODOLOGICAL ISSUES 

The methodological issues involved in evaluating 
post-incarceration service programs parallel those for 
evaluating treatment effectiveness. These issues in-
clude: 

• selection bias 

• measuring drug use vs. drug abuse vs. drug de-
pendency/addiction 

• measuring drug treatment need severity/level 

• measuring recidivism 

• poor data quality generally, including record-
keeping and data management issues. 

 
Selection bias represents a particular challenge 

when assessing post-release services because many 
programs rely on the motivation of the offender rather 
than institutional coercion (Farabee et al. 1999). 
Among offenders released from prison, the disappear-
ance/drop-out rate from parole and/or treatment can be 
considerable, resulting in a highly motivated treatment 
group. The result is an inability to provide appropriate 
treatment vs. control group comparisons. A related and 
widespread problem is that participants in reentry and 
post-release programming may be removed from 
treatment because of their behavior. The problem again 
consists of removing those offenders who might fare 
least well on aftercare, creating the misleading appear-
ance of a more positive effect of reentry services. In 
reality, only those who displayed the most appropriate 
conduct completed treatment and, consequently, were 
included in comparisons with a control group (Pelissier 
et al. 1998). 

There are other critical problems as well. For ex-
ample, few studies examine relapse rates for offenders 
participating in aftercare programs. And many studies 
do not distinguish between effects due to aftercare and 
effects due to other factors, such as in-prison treatment, 
duration of supervision, offender-level characteristics, 
or family or community characteristics. 

KEY RESEARCH QUESTIONS 

Given the relatively sparse literature addressing the 
new and emerging set of reentry and post-release pro-
grams, there is an obvious need for increased research 
on the effectiveness of these programs. Key questions 
future research should address include: 

• Are the linkages between prisons and communities 
adequate? If not, why? 

• How are treatment priorities set for individual of-
fenders as they reenter society? 

• What are the major obstacles to providing drug 
treatment aftercare? 

• How effective are reentry and post-release supervi-
sion and aftercare programs in reducing recidi-
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vism, preventing relapse, and promoting positive 
outcomes? 

• Among existing reentry and post-release programs, 
which are the most effective? 

• What types of reentry and post-release programs 
work best for which type of offenders, especially 
for level of drug problem (use/abuse/addiction) and 
risk of re-offending (prior criminal history)? 

• What types of policies will promote and allow for 
coordination and cooperation among the criminal 
justice system practitioners, mental health provid-
ers, and community service providers? 

• How can reentry of violent offenders with drug 
treatment needs best be managed? 

• What are the rates of aftercare attendance among 
parolees? How does aftercare attendance affect 
long-term treatment goals? 

• What is the overall quality of service provided by 
aftercare treatment centers? 

• Does case management make a positive differ-
ence? What elements of case management are most 
important? 

• How does an increase in the prison population, as 
well as subsequent releases, affect the capacity to 
implement quality aftercare services? 

• How, or to what extent, do factors such as race, 
sex, family structure, neighborhood conditions, and 
other contextual factors influence the effectiveness 
of post-release drug treatment services? How, or to 
what extent, can they assist with these services? 
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in the Criminal Justice System 

In the past decade, an increasing number of offenders in correctional set-

tings needed and could have benefited from drug treatment. Yet drug treat-

ment, especially effective drug treatment, has not kept pace with the 

increasing demand. The question is, Why? This chapter addresses that 

question by examining a range of barriers both to drug treatment and to ef-

fective drug treatment in corrections. These barriers touch on almost all as-

pects of corrections and the administration and provision of drug treatment 

to offenders. 
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INTRODUCTION 

In the past decade, an increasing number of of-
fenders in correctional settings needed and could have 
benefited from drug treatment. Yet drug treatment, 
especially effective drug treatment, has not kept pace 
with the increasing demand. The question is, Why? 
This chapter addresses this question by examining a 
range of barriers to drug treatment and to effective drug 
treatment in corrections. These barriers touch on al-
most all aspects of corrections and the administration 
and provision of drug treatment to offenders. 

POLITICAL BARRIERS 

Declining Public Concern about Drug Abuse 

Although the relationship between drug treatment 
in correctional facilities and public support for drug 
treatment is not necessarily direct, examination of 
changes in public opinion can help provide a broader 
context in which to situate correctional drug treatment 
services. As table 1-3 (in chapter 1) shows, public con-
cern about drug abuse peaked during the late 1980s and 
then subsequently and dramatically returned to consid-
erably lower levels. Specifically, in 1989, 38 percent of 
the American public viewed drug abuse as the single 
most important problem facing the country. A decade 
later, only 5 percent of the public expressed this view. 

Thus, one might speculate that one reason correc-
tional drug treatment has not kept pace with increased 
demand is that there has been decreasing public con-
cern about drug abuse. The decreasing concern does 
not mean that the public supports only tougher sanc-
tioning. Indeed, public opinion polls show that the 
public consistently supports rehabilitation and treat-
ment, even as they support “get tough” sanctioning of 
serious and violent offenders, as was the case during 
much of the 1990s (Roberts and Stalans 1997). 

No Federal Requirements for Coordinated 
Case Management or Aftercare 

Although drug treatment is required in correctional 
settings in states that receive federal Residential Sub-
stance Abuse Treatment (RSAT) and Violent Offender 
and Truth-in-Sentencing (VOTIS) funds, the use of 
case management is not. Similarly, despite the impor-
tance of aftercare to effective treatment, few treatment 
programs include an aftercare component. Yet both 
case management and aftercare are critical for effective 

drug treatment (Inciardi et al. 1992; NIDA 1999; 
ONDCP 1999). 

Lack of Intra- and Inter-Governmental Coordination 
of Efforts 

Criminal justice actors often duplicate efforts al-
ready performed by others within the criminal justice 
system or others in local and state health and welfare 
agencies. Assessments and diagnostic reports may be 
duplicated several times. Once completed, they may 
not be forwarded to the appropriate parties. The result 
is an accumulation of costly and unused information 
that ideally could facilitate treatment placement and 
planning (Goldcamp et al. 1999). This issue is espe-
cially acute as prisoners progress from jails to prisons 
to parole. Professionals and long-term observers of the 
criminal justice system have observed that the lack of 
coordination between the levels of correctional systems 
represents a lost opportunity to effectively treat offend-
ers in need (ONDCP 1999). 

A related issue is that states without treatment re-
sources may contribute to criminal activity and treat-
ment demands in other states. Consequently, practitio-
ners have called for a computerized booking system to 
monitor offenders across states. Such a system would 
track assessments, drug testing, and progress through 
treatment (ONDCP 1999). This information could be 
shared among police departments, courts, jails, prisons, 
and all other levels of the justice system. 

Prioritization of Bed Space Management 
Over Drug Treatment 

Correctional population management represents 
the primary concern to most administrators. Indeed, 
correctional executives generally view bed space as 
taking priority over treatment, and some view treat-
ment as contributing to increased management prob-
lems, by reducing the number of general bed space 
slots available (Lipton 1996, 11). The lack of commit-
ment from correctional executives and state policy-
makers poses one of the biggest challenges to provid-
ing not only drug treatment, but effective and sustained 
drug treatment. 

Opposition and Skepticism about the Effectiveness 
of Drug Treatment 

In general, support for correctional drug treatment 
in general faces considerable political opposition 
(Reuter 2001). The opposition in part is due to public 
and political beliefs that drug addiction is not a public 
health problem; instead, many view addiction as a 
moral problem and are even more suspicious when it is 
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linked to criminal behavior. In addition, despite the 
creation of the Office of National Drug Control Policy, 
which operates with a $20 billion budget, federal drug 
policies are “highly fractionated”—a large number of 
agencies have responsibility in one form or another for 
drug policy, but in each instance “drug policy is a mi-
nor responsibility and a poorly regarded one” (Reuter 
2001, 374). 

Despite research demonstrating the effectiveness 
of drug treatment, many legislators and correctional 
executives believe that “nothing works” (Cullen and 
Gendreau 2000), and see little reason to support pro-
grams that in their view receive little public support. 
As Lipton (1996) has noted, “legislators, as well as 
correctional authorities, are often skeptical about the 
effectiveness of correctional treatment and reluctant to 
spend tax dollars on efforts that net no votes and likely, 
in their minds, to produce little change in behavior” 
(11). These attitudes have led treatment stakeholders to 
call for an education campaign targeting essential 
elected officials (ONDCP 1999). 

RESOURCE BARRIERS 

Lack of Funding for and 
Prioritization of Treatment 

In the past decade, the federal government has 
provided considerable funding for drug treatment in 
prisons, through programs such as the Residential Sub-
stance Abuse Treatment (RSAT) for State Prisoners 
Formula Grant Program, the Violent Offender Incar-
ceration and the Truth in Sentencing Incentive 
(VOI/TIS), the Substance Abuse and Treatment Block 
Grant Program, and the like (Corrections Program 
Office 1998; ONDCP 2001). However, despite the 
considerable infusions of federal dollars into state drug 
abuse programs, lack of funding for treatment consti-
tutes a key barrier to treatment. Indeed, more than 70 
percent of state and federal prison administrators cite 
inadequate funding as the greatest challenge to provid-
ing substance abuse treatment in correctional settings 
(CASA 1998). 

The lack of funding is directly linked to another 
barrier to correctional treatment—the lack of prioritiza-
tion of treatment among correctional executives. As 
Lipton (1996, 11) has noted, 

It is evident that senior State-level correc-
tional executives have another overriding 
concern [besides drug treatment]: ensuring 
adequate space to house inmates. Their 

budgets reflect that priority: additional 
prison space takes priority over rehabilita-
tion programs. It is also clear that some 
correctional officials are in conflict as to 
where to treat offenders; that is, they need 
to determine whether resources should be 
allocated to community-based or prison-
based programs. 

Although these factors affect the amount of drug 
treatment in prisons, they also substantially affect the 
quality of treatment. With fewer funds and a lack of 
commitment to treatment, substance abuse program 
delivery and quality can decline significantly (Farabee 
et al. 1999). 

Uncertainty and Certainty about 
How Best to Utilize Scarce Resources 

Despite significant advances in research, we cur-
rently lack precise information about which programs, 
including drug treatment, result in the greatest benefits, 
are the most cost-effective, and can be feasibly imple-
mented in a correctional setting (ONDCP 1999). At the 
same time, certain programs that have been shown to 
be ineffective, or whose effectiveness has not been 
determined, nonetheless receive considerable ongoing 
political support. Thus, on one hand, there is uncer-
tainty about precisely what programs are most benefi-
cial, cost-effective, and feasible in correctional set-
tings; on the other hand, there is certainty among key 
correctional executives and legislators about the bene-
fits of unproven programs. 

A Need for Integrated Community-Based Services 

Some communities have forged linkages among 
mental health, substance abuse, and criminal justice 
systems (Field 1998). However, most communities do 
not have the services necessary for diverting offenders 
from prison or for continuing ex-offender treatment. 
When services are available, they frequently are not 
coordinated or easily accessible to offenders. In many 
instances, potential providers have little incentive to 
work with offenders. In others, correctional, health, 
welfare, and other agencies are unwilling or unable to 
cooperate with one another to provide continuity of 
treatment. 
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ASSESSMENT BARRIERS 

Despite the critical importance of screening and 
assessment to efficient and effective criminal justice 
operations, the vast majority of jurisdictions through-
out the United States still rely primarily on “profes-
sional judgment” and first-generation assessment in-
struments (Bonta 1996, 30). The question is, “Why?” 
Several researchers have reported barriers to screening 
and assessment (Gendreau and Goggin 1997; Peters 
and Bartoi 1997; Peters and Hunt 2000). These barriers 
are classified here into broad categories, specific ex-
amples of which are briefly outlined below. 

Administrative and System Issues 

• Multiple and redundant assessments are conducted 
at various stages of processing. 

• Time constraints prevent conducting screening and 
assessments. 

• Information is collected that can not easily be used. 

• Staff are not trained adequately on the administra-
tion and use of screening and assessment instru-
ments. 

• Criminal justice personnel may lack familiarity with 
mental health and/or substance abuse disorders. 

• There may be limited time or resources for codify-
ing existing information, transferring it to various 
parts of the criminal justice system, or easily ac-
cessing existing information. 

 

Inappropriate Use of 
Assessment Instruments 

• Staff may not complete and use screening and 
assessment instruments appropriately. 

• There may be a lack of consistency in questions 
and/or documentation to allow reliable analysis of 
program level needs or outcomes. 

• Non-validated instruments may be used. 

• Instruments may be used for populations for which 
they were not designed. 

• Instruments may not address criminogenic needs. 

• Records may be incomplete, misleading, or misla-
beled. 

• Traditional, subjective “intuitive assessments,” or 
“first-generation assessments,” still are widely used, 
despite demonstration of their ineffectiveness. 

 

Minimal Assessment of 
Co-Occurring Disorders 

• The primary barrier to treating co-occurring disor-
ders is the minimal attempt systemwide to screen 
and assess for these disorders. 

• Mental health and substance use disorders have a 
waxing and waning course and may appear in dif-
ferent forms at different points in time. This vari-
ability leads to different, and often conflicting, 
diagnoses at different stages of processing. 

• There is considerable symptom interaction be-
tween co-occurring disorders, leading to difficul-
ties in interpreting whether symptoms are related 
to mental illness or substance abuse. 

• Individuals in the criminal justice system may an-
ticipate negative consequences related to disclosure 
of mental health or substance abuse symptoms. 

 

Limited Guidance from Research 
about the “Best” Instruments 

• Few studies comprehensively and comparatively 
examine the effectiveness of different types of 
screening and assessment instruments. 

• There is little systematic research identifying 
which criminogenic needs most influence future 
offending. 

• Research has not shown the combination of risk, 
needs, personality types, and responsivity needed 
for programming to be most effective, and how as-
sessments can be devised that can be feasibly used 
to assist with decisionmaking. 

ADMINISTRATIVE AND 
ORGANIZATIONAL BARRIERS 

Legislative or Policy Restrictions on 
Treatment Access 

Legislative or policy requirements frequently limit 
treatment to inmates who have a lifetime history of 
substance use or have been convicted of drug sales or 
drug trafficking, irrespective of their current use pattern 



 

Chapter 6. Barriers to Drug Treatment in the Criminal Justice System 6-5 

(Farabee et al. 1999). Programs also may be required to 
exclude violent and/or sex offenders and those involved 
with prison gangs. These exclusions assume, incorrectly, 
that all drug-involved offenders have substance abuse 
problems, that only those offenders with lifetime histo-
ries of use need treatment, or that offenders who engage 
in drug trafficking require treatment. 

In addition to the above exclusions, there may be 
policies that limit treatment access by restricting the 
movement of inmates to facilities with treatment ser-
vices (Farabee et al. 1999), even though treatment may 
be indicated and could be effective (Field 1998; NIDA 
1999). 

Difficulties in Implementation and Delivery 

Implementation represents one of the most formi-
dable challenges to providing drug treatment in correc-
tions. Treatment programs often encounter opposition 
because they run counter to the established punish-
ment/control culture in correctional settings. For this 
reason, successful implementation requires counselors 
who have strong leadership skills and can retain skilled 
and committed staff (Inciardi et al. 1992; Farabee et al. 
1999). 

The involvement of experienced treatment provid-
ers is crucial at all stages of implementation, including 
design and monitoring of both the program and its 
budget. Without this involvement, programs frequently 
suffer from a wide range of additional challenges, in-
cluding failure to obtain appropriate materials and 
supplies, placement of inappropriate clients, and an 
inability to anticipate and address fluctuations in avail-
able resources (Inciardi et al. 1992). 

Unfortunately, even the best designed programs 
will be ineffective if they are inappropriately delivered. 
Delivery suffers, for example, when programs rely on 
inexperienced staff or have too few staff. In addition, 
insufficient funding can result in misplaced emphasis 
on certain aspects of treatment to the exclusion of oth-
ers. The result is compromised and likely ineffective 
treatment, as well as an inability to evaluate the “true” 
impact of a specific treatment approach. Many evalua-
tions indicate that program delivery is frequently and 
significantly compromised. 

Challenges in Institutionalizing 
Effective Treatment 

Treatment programs too often rely on specific in-
dividuals to motivate and sustain them (ONDCP 1999). 
As a result, when these individuals leave, programming 
frequently suffers. Program operations, for example, 

may become inefficient or ineffective, and support for 
programming may decline. As Lipton (1996) and oth-
ers have noted, sustained and effective treatment re-
quires institutionalizing several aspects of treatment 
programming, including commitment to treatment, 
documentation of program policies and procedures, 
and hiring of trained counselors. 

Overcrowding and Security Issues 
Compromise Treatment 

Security issues in correctional facilities represent a 
persistent problem for drug abuse programs (Farabee et 
al. 1999). If inmates with different risk classifications 
are placed in the same program, lower-risk offenders 
are put at risk and treatment is compromised. However, 
because of limited general population bed space, 
treatment programs frequently become a primary 
source for relieving overcrowding (ONDCP 1999). 

Many facilities address these problems by denying 
treatment to high-security inmates in a process called 
“dumping”—moving difficult inmates to other facili-
ties to avoid correctional disruptions (Farabee et al. 
1999). Sometimes treatment is not offered to inmates 
in high-security facilities due to costs associated with 
providing treatment in these settings. The result is a 
failure to provide drug treatment to those who might 
most benefit from it (NIDA 1999; Wexler et al. 1999). 

Limited Treatment Access within 
Corrections Due to Location 

The frequent placement of correctional facilities in 
remote areas or a limited set of institutions, as a cost-
savings strategy, can undermine treatment. It is some-
times difficult to attract qualified treatment counselors 
to remote locations and, as a result, these facilities are 
forced to hire locals who usually lack the qualifications 
to administer treatment programs (Farabee et al. 1999). 
In addition, to reduce the cost of establishing a residen-
tial facility that can handle the security needs of the 
highest-risk inmates, treatment programs generally are 
located in a small number of facilities within state cor-
rectional systems, as opposed to all facilities that need 
them. Therefore, many inmates who need treatment may 
have to be transported long distances and thus not re-
ceive treatment. Those who do are frequently placed far 
from family and settings in which they may be able to 
address family issues pertaining to substance abuse 
(ONDCP 1999). 
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Challenges in Training and Retaining 
Treatment Staff 

Effective treatment requires well-trained staff and 
a certain level of consistency in staffing (Lipton 1996; 
Farabee et al. 1999). Yet many programs are lacking in 
both areas. Often, programs have difficulty attracting 
well-trained and motivated counselors due to the low 
pay, the conflict of working within a correctional set-
ting where treatment is not always supported, and the 
remote location of many prisons. Among well-trained 
counselors, many may not be trained in the particular 
treatment modalities that are most effective or that a 
particular correctional facility uses. When high-quality 
staff are hired, they frequently leave for better paying 
or more attractive positions. 

Lack of cross-training between treatment counsel-
ors and treatment officers has also been observed as a 
barrier to effective treatment (Farabee et al. 1999). 
Effective treatment is facilitated by mutual understand-
ing among treatment and correctional staff. The goal of 
cross-training is to have treatment counselors respect 
and support the correctional process and, conversely, to 
have correctional officers understand and support the 
treatment process, as well as administer treatment 
sanctions when appropriate. 

Conflicting Treatment and 
Correctional Cultures 

Treatment and control/management of offenders 
represent two distinct orientations of philosophies to-
ward inmates. Although the two can be compatible, 
historically they have been viewed otherwise (Lipton 
1996). Thus, many correctional officers do not under-
stand, appreciate, or support treatment, while many 
treatment providers view correctional philosophies as 
fundamentally inappropriate, unnecessary, and ineffec-
tive. Frequently, there are no clear definitions of when 
a treatment vs. a correctional response is needed (Fara-
bee et al. 1999). Ultimately, the conflicting cultures of 
correctional and treatment staff typically work against 
treatment programming and efficacy because correc-
tional goals usually “win” in this exchange (Morrissey, 
Steadman, and Kilburn 1983). Indeed, few institutions 
directly address this conflict (Inciardi et al. 1992; 
ONDCP 1999). 

Privately Run Prisons May Not 
Prioritize Treatment 

Although there are no definitive studies of treat-
ment provision or effectiveness in privately vs. gov-
ernment-run correctional facilities, evidence to date 

suggests that privately run facilities do not prioritize 
treatment (General Accounting Office 1996). The 
GAO (1996) report, which analyzed five previously 
conducted studies, concluded there was no clear evi-
dence that privately operated facilities were cheaper or 
of better quality than their locally or state-run counter-
parts. One reason for less treatment or lower-quality 
treatment in private prisons may be an intrinsic conflict 
of interest: Privately run facilities earn profits by hav-
ing more “customers” (i.e., inmates), not by removing 
them from the potential supply of future “customers.” 

Key System Gaps Contribute to 
Lack of Treatment 

Inadequate Pre-Sentencing Investigations 

Pre-sentencing investigations can highlight the 
needs of offenders. In turn, they can affect whether 
offenders are diverted from correctional settings or 
whether the drug treatment need is brought to the atten-
tion of correctional officials. Frequently, however, pre-
sentencing reports do not focus on drug treatment 
needs or call attention to the need for treatment 
(ONDCP 1999). 

Lack of Diversion to Drug Treatment Programming 

One of the major barriers to drug treatment in cor-
rectional settings is the fact that need exceeds demand 
by a ratio of 5 to 1 in state and federal prisons (CASA 
1998). Diversion to available non-incarcerative treat-
ment programs can alleviate this problem, yet diver-
sion often is not supported or is not available. Success-
ful diversion efforts require proactive advocacy from 
public defenders and the understanding and willingness 
of prosecutors to access such programs. However, 
caseloads alone can overburden defenders and prosecu-
tors, and many communities lack the resources to pro-
vide treatment locally (ONDCP 1999). 

Failure to Provide Treatment Aftercare 

Three-fourths or more of offenders with histories 
of heroin and cocaine abuse relapse within three 
months of release from prison and engage in criminal 
activity (Lipton 1996). The growth in prisons, driven 
by increased incarceration of drug offenders (Blum-
stein and Beck 1999), has resulted in an exponential 
growth in the ex-offender population, few of whom 
receive any type of treatment. The likely result is a 
return to criminal behavior and, with tougher sentenc-
ing laws, a return to prison. In turn, the absence of 
effective drug treatment in prisons, coupled with lim-
ited to no aftercare treatment, can contribute both to 
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prison growth and to the demand for correctional drug 
treatment (ONDCP 1999). 

PROGRAMMATIC BARRIERS 

Limited or Low-Quality Case Management 

For most treatment programs to be effective, there 
must be successful coordination of services and transi-
tions from one stage of processing to another (Field 
1998). For this reason, case management is an essential 
part of the treatment process (Lipton 1996). However, 
case management frequently is not provided or suffers 
from several problems. For example, although a ratio 
of 1 case manager to 25 offenders is ideal, the ratio 
typically is much higher, with some jurisdictions re-
porting staff-to-offender ratios of 1 to 300 (ONDCP 
1999). In addition, case management plans rarely are 
fully developed and often do not include relapse pre-
vention strategies (Field 1998). 

Lack of Monitoring or Drug Testing 

Research shows that frequent monitoring and drug 
testing can significantly reduce relapse and recidivism 
rates, yet many drug-abusing offenders released from 
correctional facilities are not monitored closely or 
tested (Farabee et al. 1999; ONDCP 1999). With the 
enormous expansion of offenders placed on parole 
(Blumstein and Beck 1999), this issue assumes particu-
lar importance because it constitutes a missed opportu-
nity to enhance correctional drug treatment and ulti-
mately to reduce overcrowding in prisons. 

Availability of Drugs in 
Correctional Settings 

Correctional drug treatment can be significantly un-
dermined by the availability of licit and illicit drugs 
(ONDCP 1999). Inmates in treatment, as well as in-
mates not in treatment but who have drug abuse prob-
lems, frequently have access to drugs. For example, in 
an evaluation of the Delaware KEY program, Inciardi et 
al. (1992) noted the ease with which inmates could 
move, unimpeded, from one building to another and 
engage in illicit drug trade. The inattention to security 
issues and control of drug trade in turn compromised 
treatment goals and reduced the program’s effective-
ness. 

Inappropriate Treatment or 
Delivery of Treatment 

Treatment ideally should be based on empirical 
evidence on what works and for whom, but frequently 
correctional facilities rely on programs that are not 
effective or have not been evaluated. These programs 
also frequently are not implemented or delivered as 
they were designed. Many, for example, do not incor-
porate key features of effective programs, features that 
are known to contribute to treatment effectiveness, in-
cluding case management, continuity of care, inclusion 
of families in the treatment process, and use of well-
trained staff (Field 1998; Lipton 1996; ONDCP 1999). 

Client Resistance to Treatment and the 
Balancing of Rewards and Sanctions 

Because inmates are held against their will and 
sometimes are forced to enter treatment, they may not 
be willing to participate in treatment. Although volun-
tary participation in treatment is not always necessary 
for treatment to be effective (NIDA 1999), it nonethe-
less can contribute to it and, over the long term, may be 
necessary to reduce relapse. However, many correc-
tional treatment programs fail to incorporate a system 
of rewards and incentives, such as linking release to 
treatment completion (Lipton 1996). They also do not 
systematically address the ways in which stigma, from 
inmates or staff, can contribute to the unwillingness of 
inmates to participate in treatment or, if in treatment, to 
participate actively (Farabee et al. 1999; Field 1998). 

Rewards and sanctions constitute effective strate-
gies for engaging inmates in the treatment process 
(Field 1998; Lipton 1996). However, arriving at an 
effective balance of the two can present considerable 
challenges (ONDCP 1999). As a result, correctional 
and treatment facilities frequently rely on one or the 
other or, more generally, emphasize sanctions rather 
than rewards (Farabee et al. 1999). 

Insufficient Levels of Treatment and 
Reentry Preparation 

Program completion is one of the major predictors 
of successful treatment. Inmates must be in treatment 
long enough—generally 12 to 18 months—to end the 
physical addiction and to allow the full course of 
treatment to take effect. Yet many inmates do not 
complete treatment because of behaviors while in 
treatment or termination of their sentence (ONDCP 
1999). In addition, inmates who complete treatment 
frequently are transitioned directly into society without 
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any type of reentry programming or development of 
plans for maintaining continuity of care. 

Lack of Treatment Responsivity 

Few correctional treatment programs provide indi-
vidualized treatment, and no single treatment is appro-
priate for all individuals (Cullen and Gendreau 2000; 
Gaes et al. 1999; NIDA 1999). Treatment programs 
generally must meet the needs of individual inmates 
and accommodate their particular personality, circum-
stances, and learning style, sometimes referred to as 
“treatment responsivity” (Bonta 1996; Cullen and 
Gendreau 2000). Responsivity includes addressing 
issues such as co-occurring disorders, racial/ethnic and 
gender differences in both needs and in the effective-
ness of specific treatment modalities, and cultural 
competency and differences (Field 1998). 

A COMPREHENSIVE CORRECTIONAL DRUG 
TREATMENT STRATEGY 

There is no one solution to enhancing drug treat-
ment in correctional settings. Rather, for any sustained 
strategy of correctional drug treatment, a comprehen-
sive and systematic approach holds the most promise. 
Lipton (1995) has identified key issues that should be 
addressed in developing a comprehensive treatment 
strategy in corrections. These issues are presented in 
table 6-1. 

The comprehensive strategy consists of five levels, 
each of which can be conceptualized as stages that 
build on one another in stepwise progression. For ex-
ample, to establish treatment as a priority in correc-
tions, a necessary first set of steps is to obtain support 
at a state level. Within each level, there are concrete 
steps that can be taken to enhance the provision, deliv-
ery, and, ultimately, the effectiveness of correctional 
drug treatment. 

KEY RESEARCH QUESTIONS 

• Of the many barriers to correctional drug treat-
ment, which are the most pervasive, the most im-
portant in affecting the provision or effectiveness 
of treatment, and the most amenable to change? 

• What are the major barriers to providing effective 
drug treatment in prisons? What issues have to be 
addressed to increase effective drug treatment in 
prisons? 

• How prevalent are key barriers to effective drug 
treatment in correctional systems? 

• Which barriers are the most important in affecting 
the provision or effectiveness of treatment? Which 
of these are the most amenable to change? 

• Do correctional officials perceive that there is a 
need for more effective drug treatment in correc-
tional settings? 

• Are research findings used in the development of 
policies and programs, and if not, why not? 

• What types of policies encourage collaborative 
efforts to provide drug treatment? 

• To what extent are offenders with substance abuse 
and dependency needs identified? 

• To what degree do correctional institutions cross-
train correctional and treatment staff? How effec-
tive is cross-training in facilitating effective drug 
treatment? 
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 Table 6-1. A Comprehensive Correctional Drug Treatment Strategy  

    

 STATE LEVEL (Necessary First Steps)  

 • Alignment – Align support from all criminal justice agencies.  

 • Endorsement – Obtain the endorsement of key state policymakers.  

 • Advisory Board – Develop an advisory board with key state policymakers.  

 • Agreement – Create a common level of understanding about the mission and goals of treatment.  

 • Attention – Establish a structure for disseminating information about the state’s efforts.  

 • Evaluation – Begin establishing process, outcome, and cost-effectiveness evaluation groundwork.  

   

 INSTITUTIONAL LEVEL   (Before Programming)  

 • Assessment – Screen and assess inmates using validated instruments.  

 • Diagnosis – Conduct comprehensive assessments to diagnose accurately inmate needs.  

 • Assignment – Assign inmates to treatment, matched on intensity, duration, primacy of need, and cost.  

 • Sequencing – Sequence treatment according to sentence and time needed for type of treatment.  

 • Involvement – Involve offenders in treatment planning and assessment.  

 • Recruitment – Provide incentives to inmates for participation in treatment.  

 • Case Management – Assign case managers to manage all treatment components.  

 • Communication – Hold regular case conferences with treatment and custody personnel.  

   

 INSTITUTIONAL LEVEL   (During Incarceration)  

 • Isolation – Separate program participants from general population.  

 • Environment – Create clean and safe environments for inmates.  

 • Ownership – Develop a sense of program ownership among inmates.  

 • Contact – Reduce contact between treatment and general population inmates.  

 • Rules – Establish clear rules and consequences for rule violations.  

 • Contingency Contract – Develop contracts with behavioral consequences for rule violations.  

 • Reinforcement – Reinforce prosocial behaviors.  

 • Rewards/Sanctions – Use a system of positive and negative reinforcements.  

 • Motivation – Provide incentives (privileges, jobs, early release) for positive behavior.  

 • Role Models – Employ ex-offenders and inmates as counselors.  

 • Teams – Use teams of rehabilitation counselors and ex-addicts.  

 • Confidentiality – Maintain confidentiality in dealing with sensitive topics.  

   

 INSTITUTIONAL LEVEL   (Preparing for Release)  

 • Duration – Retain participants for the duration needed for treatment to be effective.  

 • Continuity – Establish continuity of care from custody to post-release.  

 • Reentry – Incorporate a reentry phase within the correctional treatment programming.  

 • Transition – Assist with transition from corrections to community-based treatment.  

 • Urinalysis – Conduct frequent (3 or more times per week) urinalysis tests.  

 • Understanding – Evaluate relapse/slips in context and address directly as they occur.  

 • Self-Help Groups – Involve addicts in self-help groups to facilitate continuity of treatment.  

   

 ORGANIZATIONAL LEVEL   (Program Characteristics)  

 • Integrity – Maintain commitment, especially from leadership, in the treatment vision and delivery.  

 • Flexibility – Be open to ways to adapt programming to changing fiscal and administrative conditions.  

 • Autonomy – Limit institutional restrictions and placement of general population inmates.  

 • Adaptability – Operate by cooperating with administration and security structures.  

 • Openness – Encourage access to program and develop outside funding sources and supporters.  
   

 Source: Adapted from Lipton (1995).  
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