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July 3, 2001 

Ms. Laurie Bright, Grant Manager 
National Institute of Justice 
Office o f  Research and Evaluation 
810 7 th St., NW 
Washington, D.C. 20531 

Dear Ms. Bright: 

I have enclosed an original and two copies of the Final Project Report - "Process Evaluation of  the RSAT 
Programs at the New Jersey Correctional Facilities" - NIJ Grant #1999-RT-VX-K023. Robert .I. 
McCormack, Ph.D., The Criminal Justice Center of  The College of  New Jersey, served as one of  the Co- 
Principal Investigators and is the author of  this report. 

I regret to inform you that the report contains information that the New Jersey Department of  Corrections 
(NJDOC) can not support. Throughout its entirety, the report reflects little understanding and insight into 
a correction-based treatment environment. Although the NJDOC sought a meeting with the Co-Principal 
Investigator/author to discuss our concerns, Dr. McCormack was unwilling to meet with us and insisted 
that his report stand as initially written. A copy of our Department's correspondence on this issue is 
attached; Dr. McCormack responded to us in our follow-up e-mail and phone call to him. 

Consequently, in a separate document, the New Jersey Department of Corrections is conveying 
information to clarify and to correct the project's final report. A copy is enclosed for your review. 

As you may recall, the NJDOC pursued grant funds from NIJ for this process evaluation and a companion 
outcome evaluation of  our RSAT programs. Dr. McCormack and Dr. Mario Papparozzi were to serve as 
the Co-Principal Investigators. The NJDOC expected to rely heavily on the expertise and experience o f  
Dr. Papparozzi in the conduct of  this research. In the midst of  the process evaluation, however, Dr. 
Papparozzi left his position with The Criminal Justice Center, The College of  New Jersey, to assume a 
new position as Chairman of  the New Jersey State Parole Board. He informed us that the demands of this 
new job would preclude his continued involvement in the process evaluation and prompted him to 
withdraw entirely from the outcome evaluation. 

Dr. Papparozzi's departure from these projects left a significant void in the critical experience and 
expertise necessary to conduct this research adequately. As a result, the NJDOC proposed to NIJ that Dr. 
McCormack conclude the process evaluation and that the outcome evaluation be terminated prematurely. 
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NIJ endorsed this proposal. Unfortunately, the process evaluation report reflects the aforementioned void. 
It is our hope that our accompanying document will serve to mitigate this shortfall. Please contact 
Ms.Therese Matthews, Grants Manager, at (609) 984-0203 or me directly at (609) 292-9974 if you have 
any questions or require additional information. 

The New Jersey Department of Corrections appreciates the support of the National Institute of Justice in 
our efforts to evaluate the quality and effectiveness of  our RSAT programs. In addition, we appreciate 
your understanding in these unusual and difficult circumstances. 

Very truly yours, 

Diane M. Zompa, Ph.D., Director~, / 
Office of Community and Drug Programs 

Enclosures 
c: Susan Maurer, Acting Commissioner 

Jeffrey Bums, Assistant Commissioner 
Therese Matthews, Grants Manager 
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An Argument in support of the New Jersey Department of Corrections 
1998 Residential Substance Abuse Treatment model 
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June 29, 2001 
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Process Evaluation of the RSAT Programs at the New Jersey Correctional Facilities is prepared by The 
Criminal Justice Center of The College of New Jersey with Robert J. McCormack as its principal author. The 
Process Evaluation fails to remain focused on the historical period of 1998, retrieve information concerning 
the daily operational activity and compare it to the policy governing the process. The misinterpretation of the 
"estimates of completion" critically reduced the database's potential. The author does not recognize 
continuum care program components and the interaction of  their activities. These confusions mislead the 
reader by drawing unfounded conclusions or creating errors logic. The New Jersey Department of 
Corrections cites the following examples: 

Part I Correctional Background and Literature Review 
Author's  Statements: "In order to deal with the burgeoning drug dependent inmate population in the state, 
the New Jersey Department of Corrections (DOC), in the late 1980s, began to develop experimental 
"therapeutic community" (TC) programs in their juvenile correctional facilities. The New Jersey Therapeutic 
Community treatment programs for adult residential substance abusers commenced in March of 1990 with 
the creation of the Southern State PIER Program, and the culminated with the creation of the largest of the 
TC Programs at South Woods in May of 1997." (Page 2) 

DOC's Response: The statements are historically inaccurate, but more importantly the author misidentifies 
an adult facility as a juvenile facility, which is under a separate authorities. 

Part I Correctional Background and Literature Review 
Author's  Statement: "While making great strides in terms of program implementation, the Department 
apparently did not anticipate the eventual need for program evaluation". (Page 2) 

DOC's Response: This significant statement is misleading. Its placement in the first section of the report sets 
the tone for the remainder of the report. In fact, the Office of Drug Program Operations established a 
database in 1989 for tracking inmate and parolee movements throughout the continuum of care. :From this 
database routine program evaluations were generated as required grant products for continued funding. The 
Semi-Annual and Annual program evaluations were forwarded to the New Jersey Attorney Generals Office, 
our state monitoring and channel for federal funding. Continuation of funding to this date is evidence that the 
program evaluations with associated data were acceptable. 
Additionally, the Department's database yielded extensive yearly Inmate Profiles, which were forwarded for 
inclusion in federal databases. 

Author's  Statement continues "As a result, a tracking system to monitor inmate progress [or lack of it] 
through the TCs and the newly added continuum of care components was never developed. This tracking 
void makes it virtually impossible to determine the reasons for individual inmate success or failure in a 
particular program, the relative effectiveness of the TC programs, or the impact of the various treatment 
components on TC participants." (Page 2) 

DOC's Response: If this statement refers to inmate clinical progress tracking, program impact on the 
inmates success or failure, and measurement of program effectiveness, then the data is available for review 
by the author. 
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Regarding clinical progress, records are maintained in TC manual record files and correctional facility 
Classification departments on site or at NJDOC Central Office. Although an integrated record tracking 
system containing all information on a given inmate is not currently in place, access to electronic 
classification records were made available to the researchers from a DOC office in close proximity to 
The College's office. 
Regarding the measuring of program components and their effectiveness, it was understood that TCNJ 
researchers were to evaluate as noted. " A key method of assessing correctional treatment programs is 
through the use of the Correctional Program Assessment Inventory (CPAI), an evaluation tool developed 
by Drs. Paul Gendreau and Don Adams." (McCormack, Final Report, pg. 45). Arrangements were made 
for the Co-Principal Investigators to conduct the CPAI at the correctional-based TCs and Residential 
Community Release Agreement Programs, but the evaluations were not conducted. 

PART II HISTORY AND SYSTEMS ANALYSIS OF RSAT PROGRAMS 
RSAT Program Structure and Operations 

Classification and Assignment 
CRAF Intake Unit 

Author's Statement: "CRAF holds four classification hearings each week, and assigns inmates to programs 
and institutions throughout the state based on inmate need and available bed space." (Page 16) 

DOS's '  Response: This statement introduces the author's misunderstanding of DOC's mission, the 
classification process, and the fundamental understanding of the assessment process. It is necessary to 
understand the agency-culture, recognize competition between programs for inmates who are Full Minimum 
or FM eligible, and understand the processing of these inmates throughout the system. 

There is a distinction in the authority and the mission between the Inter-Institutional Classification 
Committee, Institutional Classification Committee, and the Residential Community Release Agreement 
Programs, Assessment and Treatment Centers. 

• The primary mission of Department of Corrections in practice is "public safety, security of the 
facility, staff, and inmates, and maintaining order (discipline). Only after security concerns are 
addressed are "Inmate needs" considered. 

• The Inter-institutional Classification Committee is an assembly of representatives from different 
correctional facilities that are responsible for determining the correctional facility to which an inmate 
is assigned and approve requests for transfer from one correctional facility to another. (New Jersey 
Administrative Code, Title 10A) They meet at Central Reception and Assignment Facility four times 
weekly. 

• When the inmate resides at the assigned parent correctional facility, that Institutional Classification 
Committee or Residential Community Release Agreement Program -- Assessment and Treatment 
Center assigns the inmate to a treatment programs. They use the results of the full A.S.I. and 
extensive interviews and a battery of assessment instruments to assess client for program matching, 
such as therapeutic communities or community release programs. 
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Accurately stated, CRAF, the intake unit holds four classification committee meetings each week, and 
assigns inmates to correctional facilities throughout the state based upon the inmate's age, size, offense, 
sentence, previous incarcerations, mental status, security needs and available bed space, followed by 
treatment needs (NJDOC Administrative Code, Classification). 

PART II HISTORY AND SYSTEM ANALYSIS OF RSAT PROGRAM 
RSAT Program Structure and Operations 

Classification and Assignment 
County Jail Confinement 

Author's Statement: "Clearly, the program is not reaching a significant number of the approximately 3,000 
state inmates confined in county jail facilities. Since this population includes many young, non-violent, 
substance-addicted offenders, who without treatment will predictably re-offend upon release, the program 
should be expanded to evaluate and provide treatment programs for these inmates." (Page 17) 

DOC's Response: In New Jersey, a jail is a county institution that primarily confines individuals awaiting 
trial or adults serving short sentences, generally one year or less. A jail may be under the control of the 
sheriff or the board of chosen freeholders. In optional charter counties, the jail may be under the control of  
the county executive or county manager. County government is responsible for the cost of operating the jails. 
The Commissioner of the Department of Corrections is authorized to promulgate rules and regulations to 

establish minimum standards for the care, treatment, government and discipline of inmates in county jails 
(N.J.S.A. 30: IB-10). The only remedial action that may be taken by the Commissioner is he may order a 
phased restriction of admission of new state-sentenced inmates into that facility. (N.J.S.A. 30:8-57). The 
county jails are inspected on a regular basis to monitor compliance with the Department's minimum 
standards. In the county jail, services vary considerably from county to county. 
As noted, the Department has the authority to inspect and observe if minimum standards are maintained. In 
1982, the County Correctional Policy Act was passed by the New Jersey Legislature for the purpose of 
providing State grants to participating counties under the county assistance program in exchange for the 
placement of certain State prisoners in medium and minimum-security jails. The program is funded through 
bond monies. NJDOC allocates these funds to counties to house state-sentenced inmates in their jails, but it is 
at the discretion of the counties to hold state-sentenced inmates. Several counties do not want to house state- 
sentenced inmates and in practice do not house them. 
In conclusion, Department of Corrections can write minimum standards and inspect for compliance, but has 
little enforcement authority. County government operates the county jails. Also, to provide services to county 
jails and then to evaluate those programs was outside of the scope and goals of the process or outcome 
evaluation. The evaluation was concerned with prison-based RSAT funded slots. In state terminology, youth 
and adult complex correctional facilities with established TCs. 
Unrecognized by the author, NJDOC pro-actively funds, participates in the Drug Court Initiative Steering 
Committee, and negotiates the quality and quantity of services for the five specialized Drug Courts, in the 
most crime-burdened vicinages. The Drug Courts offer intensive six-month residential substance use disorder 
treatment with aftercare as an alternative to incarceration. Plans to expand to the remaining ten vicinages are 
currently under review by the State Legislature. 
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For many years, NJ has offered the Intensive Supervision Program, a nationally recognized probation 
program supported by the Administrative Office of the Courts. A panel of three judges review individuals, 
similarly described by Dr. McCormack, for release to intensive probation supervision after serviag some 
time incarcerated. 

Part II HISTORY AND SYSTEM ANALYSIS OF RSAT PROGRAMS 
RSAT Program Structure and Operations 

Classification and Assignment 
Administration of the Addiction Severity Index (A.S.I.) 

Author's Statement: "The Policy directive (DOC Policy Paper 4A 1.2) clearly intends that all inmates will 
be subject to an ASI evaluation". (Page 18) 

DOC's Response: Again, this is from an Administrative Policy Manual, an internal document, which is used 
to guide the facility in daily operations, but is not a rule-made Department Policy. Hence does not carry the 
weight of  Commissioner review or approval. 

Background of ASI Form 
Author's Statement's: "The Addiction Severity Index currently utilized by the DOC is an abbreviated 
version of  one developed by the University of Pennsylvania's Veterans Administration Center for Studies of 
Addiction in 1980 (see appendix B). (Page 18) 
... While indicating that the longer ASI has been used for the assessment of other groups of subjects, the 
Guide cautions about the reliability and validity of the administration of the instrument under different 
circumstances. (Page 19) 
... The ASI form currently being used by NJDOC is not the same as the one developed by the University of 
Pennsylvania. It is an amended and abbreviated version of the original, referred to as the "short" form and 
deals almost exclusively with inmates' substance abuse problems. The short form records information with 
regard to inmate personal data, arrest and conviction history, and substance abuse and treatment history. 
Additionally, it requires the interviewer to intuitively rate the severity of the addiction. See Illustration #1, 
following pages) By comparison, it should be noted that the short form, which is not storable, is less 
objective than the long one, and thus scientifically less effective in quantifying the severity of addiction, or 
for making assignments to the various drug treatment programs available." (Page 20) 

DOC's Response: The Journal of Substance Abuse Treatment 18 (2000) 349 - 358 article on Effectiveness 
o f  Screening Instruments in Detecting Substance Use Disorders among Prisoners states that this study 
examines the effectiveness of several screening instruments in detecting substance use disorders among 
prison inmates. A sample of 400 male inmates were administered eight different substance abuse screening 
instruments and the Structural Clinical Interview for DSM - IV (SCID - IV), Version 2.0 Substance Abuse 
Disorders module. The latter was used as a diagnostic criterion measure to determine the presence of 
substance use disorders. Based on the positive predictive value, sensitivity, and overall accuracy, ... the 
Alcohol Dependence Scale/Addiction Severity Index - Drug Use section was found to be one of'the most 
effective in identifying substance abuse and dependence disorders. In layman's terms, the short form can be 
used for the prison populating and is considered an effective instrument. 
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Furthermore, the ASI author reviewed and modified the short form (the Alcohol Dependency 
Scale/Addiction Severity Index - Drug Use section) as a screening tool for NJDOC inmate population by 
adding two questions. The author notes in his 5 th Edition, while individual items should not be removed from 
the ASI, items can easily be added to each section, to better reflect the client population and the needs of the 
facility. (McLellan, 1992) 
If the author in his Final Report searched the Literature more diligently, a great deal of misunderstanding 
could have been avoided. The Department intended the short form to be used as a screening instrument to 
identify inmates who would later receive more extensive assessment at a TC. It was not used for "quantifying 
the severity of the addiction, or for making assignments to the various drug treatment programs". The ASI 
was not designed for broad-based use.., it can and should be used in conjunction with other instruments that, 
collectively, provide a complete and accurate picture of the client. (McLellan, 1992) 
Department of Corrections would follow with subsequent assessments to support the veracity of the process 
to identify addicted inmates, their addiction severity, and their assignment to a suitable treatment program. 
Upon arrival to a correctional facility from C.R.A.F., the inmate is called to the TC for an extensive personal 
interview. The classification file would be reviewed prior to the interview and while at the TC the seven- 
section ASI (Long Form) would be administered. Acceptance into or rejection from the TC prograna would 
be made during a 30-day Orientation at the TC, not at Reception and the recommendation reviewed and 
confirmed by the Institutional Classification Committee. The author neglected to mention in his Final Report 
the Department's use of the long ASI form to determine appropriate level of treatment and the TC's 
participation in evaluating the candidate's suitability for treatment. 
We further support the use of ASI on prison population, by referring you to PAGE SIX, The original 
rationale for the use of the ASI, coupled with the majority of states use of the ASI for their Drug Courts, 43% 
(Peyton, 2001) and state correctional facilities. 
NJDOC and its contacted TC agency used the A.S.I. Severity Ratings to assist clinicians in referral/treatment 
planning. Traditionally, the Composite Scores are used for research purposes and are the mathematically- 
weighted numbers used to measure change over time. Although we did not use the Composite Scores at 
screening or assessment, that did not exclude the author or his assistants from calculating the Composite 
Scores from existing screens. 

Organization of the NJ DOC ASI Team 
Author's Statement: "During an interview with the Department's, training officer it was indicated that 
perhaps there was one other full time evaluator during that period" (1998). (Page 20) 

DOC's Response: This statement is inaccurate because it applies to 1990 (DOC's ASI Trainer). In 1998, 
DOC had two full-time evaluators from the Office of Drug Program Operations and trained rotating teams of 
evaluators from the correctional facilities, which afforded a total of five screeners per week. 

ASI Reliability 
Author's Statement: "After observing the ASI administration, probably the most serious concern on the 
part of the researchers was the reliability of the instrument to objectively assess the levels of substance abuse 
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among inmates. Given the lack of background information on the inmate being evaluated as indicated above, 
the evaluators rely exclusively on their ability to assess the veracity of the answers of the interviewee during 
a ten-minute interview." ... "More appropriate and objective instruments specifically created for screening 
correctional inmates for drug abuse have been developed over the past several years. The Texas Christian 
University Drug Screen" is suggested. (Page 23) 

DOC's  Response: Space considerations rendered it impractical for all screeners to review folders during the 
short stay at Reception. 
The A.S.I.'s rates high on reliability when used as a clinical instrument for referral and treatment planning. 
(A.S.I. 5 th Edition) The Department used the instrument in this manner. A Ph.D. in Psychology, the ASI 
Supervisor, reviewed the inmate folders prior to and then reconciled the ASI ratings after its administration. 
As previously stated, a thorough review of background information was conducted when the innnate was 
administered the long form ASI at the TC interview, 
The Texas Christian University Drug Screen is not validated at this point. This is borne out by the author's 
own statement (McCormack, p.50). 

The original rationale for the Department's use of the Addiction Severity Index: 
• The encouragement from U.S. Department of Justice technical advisors 
• The most widely used of the addiction assessment tools in the field, with high acceptance throughout the 

U.S. and fifteen other countries 
• It has strong scientific reliability and validity, confirmed in studies published in leading journals 
• Designed to document lifetime drug/alcohol use 
• Designed to identify cause and effect in the lifestyle 
• The encouragement of the NJ Attorney's Generals Office, Division of Criminal Justice 
• New Jersey's Single State Agency, Department of Health and Senior Services used the instrument 

Estimates of Program Completions 
Author's Statement: "Discussions with the Department's training officer and RSAT historian revealed that 
only about 1,200 of the 6,000 inmates who have been assigned to TCs since 1990 have completed the 
program. Roughly 40% are given "unfavorable terminations," 40% leave for treatment, parole or other 
administrative reasons, and approximately 20% complete the program." (Page 24) 

DOC's  Response: Again the author misinterprets, lacking a full understanding of the continuum of care 
components and the linkage between program components. We would say: 
• 40% are identified as "unfavorable terminations" (which is the national average) 
• 40°/'0 leave for treatment, parole, or other administrative reasons; this category represents those who 

moved through the continuum of care, and received further treatment or specialized supervision. This is 
an important objective for successfully transitioning offenders into the community. 

• 20% are identified as"program completions". 
Hence, we believe that 40% were "unfavorably terminated" and 20% complete the program and 40% would 
need further analysis to determine what occurred. The analysis was not done. 
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The Role of the Case Manager 
Author's Statements: " ... the case Manager's role was to provide DOC oversight and supervision of the 
TCs being operated by CMS (and other service providers), to assure that it was fulfilling its contractual 
treatment obligations." 
"Despite significant efforts, the researchers could find no DOC person with the designation "case manager," 
or anyone filling that role as defined in the DOC's Treatment Policy memorandum. Some of the duties seem 
to be carried out by a variety of individuals: at the beginning of the continuum of care process by ASI 
technicians; in mid-process by counselors at the TCs; and at the end by parole officers. There appears to be 
no one group that has responsibility for developing, implementing and monitoring an inmate's treatment plan 
from classification through release from parole, or for bridging the "oversight" gap that exists between the 
DOC and CMS once the inmate is placed in CMS custody. Given the critical nature of the case manager's 
role in the continuum of care process, and the breadth of services they are required to provide to TC clients, 
it would seem that a large number of Case Managers should be in place to shoulder the case load of  some 
1200 or so inmates currently in therapeutic communities." (Page 26) 

DOC's Response: The focus of the evaluation is 1998. In that year, NJDOC provided significant oversight, 
supervision, communication and technical assistance with CMS through: 
• Quarterly meetings with correctional facility administrators and staff, who housed TC programs 
• Weekly contact with Correctional Management Services, drug program administrator 
• Monthly meetings with CMS TC program supervisors 
• Visits to TC programs by NJDOC case managers and the Supervisor of the Office 
• Quarterly meetings with IPDP officers, the specialized parole officers 
• The Office provided, coordinated, and financed training for CMS staff 
• Provided technical assistance for the development of TC program manuals 

During 1998, Project Reform (Stop the Revolving Door) funded by the Governor's Office facilitated a staff 
of Case manager Supervisor, two regional caseworkers assigned to monitor and develop treatment plans, a 
State Parole Board Counselor and two Data Machine Operators. 

The current staffing pattern and system is different from the 1998. The system is connected by program and 
agency interfaces. Our oversight is accomplished by program monitoring to assure integrity of the continuum 
of care. Traditional casework is replaced with system oversight. 

PART II  HISTORY AND SYSTEM ANALYSIS OF RSAT PROGRAMS 
RSAT Program Structure and Operations 

Treatment 
Qualitative Analysis of Treatment Facilities, The Therapeutic Communities 

Author's Statement: " ... However, a number of issues related to access to data (which CMS believed to be 
confidential) were never satisfactorily resolved between the researchers, the DOC, and CMS before the 

New Jersey Is An Equal Opportunitly Employer * Printed on Recycled and Recyclable Paper 



PAGE EIGHT 
ARGUMENT 

grants were terminated. Therefore, information vital for an effective evaluation, e.g., the CMS contract with 
DOC, the inmate's records during TC participation, inmate and staff turnover rates, etc., never became 
available." (Page 32) 

DOC's Response: We disagree with the above statement. Some of the information was provided, while other 
requested information was questioned as to how it related to the research questions. DOC requested further 
clarification as to the scope of the project and the relevancy of  the information requested to the project scope. 
The author was not responsive. 

PART III DATA ANALYSIS AND CPAI ADMINISTRATION 
Administration of the CPAI 

Author's Statement: The last paragraph beginning "Research Team #2 ...it was learned that the project 
director had hired the Center for Therapeutic Research (the owners of the SEEQ materials) to train DOC 
personnel to conduct an independent study of the therapeutic communities at the same time the researchers 
were engaged in the NIJ evaluation." (Page 46) 

DOC's Response: The author misunderstood the Department's "independent study". The research 
evaluation conducted by the author examined the inmates participating in the Department's TC programs 
during the calendar year of 1998. 
Since 1998 the TC programs have undergone significant change under the leadership of Diane M. Zompa, 
Ph.D., Director of our Department's Offices of Community and Drug Programs. As part of that change the 
Department undertook a Quality Assurance Initiative to identify Therapeutic Community weaknesses and to 
develop strategies to address those weaknesses. 

Development of an Alternative Methodology 

Dr. McCormack's proposed a sample change to include offenders who were assessed for treatment after 
September 1, 2000. He informed this Department that additional time would be necessary to build a 
sufficient sample size of 500 and suggested that we request an extension of the outcome evaluation. The 
Department does not support this request for a grant extension and q.uestions whether NU would support a 
significant change in the original research design. (Page 47) 
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PROCESS EVALUATION OF THE NEW JERSEY 

DEPARTMENT OF, CORRECTIONS RSAT PROGRAM 

PART 1 CORRECTIONS BACKGROUND AND LITERATURE REVIEW 

Statistics indicate that since the early 1970s the prison population in the United States has grown 

incrementally. The incarceration rate, which in ]972 was approximately 100 per 100,000 of the 

population, accelerated by 1999 to 682 per 100,000 (Beck, April 2000). Much of the increase, 

particularly since the early 1980s, is attributed to an increasingly conservative perspective in the country 

vis-a-vis crime and punishment, and the federal government's war on drugs. During the 1980s congress 

enacted' laws that prescribed severe mandatory sentences for violent criminals and drug offenders. These 

laws were subsequently adopted by many states. During that decade and into the mid |990s the federal 

government allocated billions of dollars to provide funding for new prison construction and increased 

resources to the courts and law enforcement. These funds were designed mainly to improve the criminal 

justice system's capability for arresting, processing and incarcerating serious, recidivating, drug-addicted 

offenders. 

These moves by the federal government - which by nearly all accounts have not stemmed the 

flow of drugs into the United States or impacted significantly on their availability on the street - have 

created an ancillary problem for both the country and correctional authorities: namely, how to manage a 

largely addicted national prison population of over 1.8 million (Beck, April 2000). 

The State of New Jersey is ahead of the national curve in terms of increases in the prison 

population and recognizes the need for more effective drug treatment programs to curb this increase. The 

number of  inmates is over 31,000 for the first time, a fivefold increase over the 1980 figqre of just less 

than 6000. A recent New York Times article attributed the increases to two dominant factors: a) the large 

numb e.,rs of drug offenders being sentenced under New Jersey's mandatory minimum sentence legislation 



passed in the 1980s, and b) an increasingly conservative state legislature, which recently enacted both a 

"three strikes law" (life sentences to violent, three time convicted offenders), and an 85% rule (no parole 

for certain violent offenders until they serve 85% of their sentence), without a single dissenting vote. 

Former Corrections Commissioner John S. Terhune is quoted as predicting that the current inmate 

population will increase by another 20% to 37,000 by the year 2005 (Mansnerus, 1999). 

In order to deal with the burgeoning drug dependent inmate population in the state, the New 

Jersey Department of Corrections (DOC), in the late 1980s, began to develop experimental "therapeutic 

community" (TC) programs in their.juvenile correctional facilities. The New Jersey Therapeutic 

Community treatment programs for adult residential substance abusers commenced in March of 1990 

with the creation of the Southern State PIER Program, and culminated with the creation of the largest of 

the TC Programs at South Woods in May of 1997. The intent of the TC programs was to provide effective 

treatment to the large number of inmate's who are chronic substance abusers, and to attempt to break the 

cycle of recidivism inherent to that group. The Department expanded the existing programs in September 

of  1998 to include a 'Continuum of Care' component. The underlying assumption ofthe Continuum of 

Care concept was that drug addiction is an ongoing, life long disease with a high probability of relapse. I f  

chronic substance abuse offenders can be identified during the classification process and assigned to TC 

programs utilizing the continuum of care protocol, then the cycle of substance abuse, crime, incarceration 

and re-incarceration can be broken. The ideal scenario, according to a 1999 DOC memorandum, occurs 

when an offender is identified at reception as in need of treatment, assigned to an appropriate treatment 

program, and, when eligible, processed through a community treatment program prior to release (DOC 

Memo, 9121/99). While making great strides in terms of program implementation, the Department 

apparently did not anticipate the eventual need for program evaluation. As a result, a tracking system to 

monitor inmate progress [or lack of it] through the TCs and the newly added continuum of care 

components was never developed. This tracking void makes it virtually impossible to determine the 

reasons for individual inmate success or failure in a particular program, the relative effectiveness of the 

TC programs, or the impact of the various treatment components on TC participants. 
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It seems clear that i f  we as a nation are serious about addressingthe drug abuse-crime 

relationship, then the treatment of substance abusers currently under some form of correctional 

supervision should be a major policy objective. It is also clear that treatment without evaluation leaves 

correctional officials without the information needed either to enhance effective programs and 
a 

procedures, or to abandon failing ones. The following brief review of the literature summarizes drug 

treatment programs in corrections, and the encouraging findings from evaluations of therapeutic 

community programs throughout the nation. 

R E L A T I O N S H I P  B E T W E E N  DRUGS AND C R I M E  

Drug abuse has consistently been linked to a high rate of criminal activity (Wish et al., 1984). In 

a national study conducted in 13 major cities, 44-87% of arrestees used illegal drugs. Results from the 

I991 National Household Survey on Drug Abuse showed that drug use is a strong correlate of criminal 

behavior. Even after controlling for other variables such as age and race, the survey results found drug 

use indicators to be significantly related to criminal behavior, in terms of both property and violent crimes 

(Harrison & Gfroerer, 1997). Tile onl)' greater predictor was age. 

Currently, half of state inmates and a third of federal prisoners report committing their offense 

under the influence of alcohol or drugs (Mumola, 1999). Drug-using felons are also more likely to 

recidivate. Sixty to seventy-five percent of untreated parolees who have histories of heroin and/or 

cocaine use are reported to return to using these drugs within 3 months after release and to become re- 

involved in criminal activity (Wexler et al., 1988). The effects of this relationship have been seen in all 

parts of the criminal justice system, particularly corrections. According to an NIJ report (Lipton, 1992), 

since the second half the 1980s there has been a marked growth in prison and jail populations, continuing 

a trend that began in the 1970s. A significant source of these increases is the number of offenders 

sentenced to jail and prison for drug offenses. Prisons and US jails house one of the highest 

concentrations of substance abusers in the world (Tesoriero et al., 1999). The prison population increased 

two-and-a-half times between 1990 and 1993 alone. More than 80% of these inmates recidivate and 



about three in four have used drugs. The US prison population has increased over 50% since 1981, due in 

large part to a national crackdown on drug related crimes (Lipton et al., 1992). 

According to the National Institute of Justice's (NIJ) Drug Use Forecasting data (DUF), obtained 

from a program that monitors the results of drug testing of arrestees in 22 of the country's largest cities, 

60 % of detained arrestees tested positive for the consumption of at least one drug (excluding alcohol) 

prior to an'Est (Leukefeld and Tiros, 1993). Numerous studies have highlighted the fact that the majority 

of offenders under correctional supervision have abused drugs (Mumola, 1999) and that their drug 

abusing lifestyle has caused numerous problems for the criminal justice system as well as their families 

and other community-based social service delivery systems (McShane & Krause, ! 993). Results from a 

study in New York City reported that 80% of those arrested and charged with serious non-drug crimes 

tested positive for drugs, primarily cocaine and heroin (Wish etal., 1984). McNeece etal. contend that, 

=From what we have learned about fighting the war on drugs, at least three points have become 

increasingly clear: (I) incarceration does little to break the cycle of illegal drug use and crime, (2) 

offenders sentenced to incarceration for substance-related offenses exhibit a high rate of recidivism once 

the), are released, and (3) drug abuse treatment has shown to be demonstrably effective in reducing both 

drug abuse and drug related crime" (McNeece et al., 1999). Unfortunately, most offenders do not take 

advantage of prison drug treatment programs. "Most drug-using offenders have avoided treatment while 

active in the community, although some have experienced detoxification several times." According to 

one  report (Lipton, 1992), more than 70 percent of active street addicts NYC have never been in treatment 

nor intend to enter treatment for their addiction. In both state and federal prisons, the percentage of 

addicted inmates who reported being treated for drug abuse since their admission dropped since 199 ] 

(Mumola, 1999). 



HISTORY AND P H I L O S O P H Y  OF C O R R E C T I O N A L  DRUG ABUSE TREATMENT 

Tesoriero et al. present a history of drug abuse treatment in the prison setting beginning with the 

opening of U.S. Public Services hospitals in Lexington, Kentucky and Fort Worth, Texas in 1935 and 

1938 respectively. These facilities were designed to provide institutional-based drug treatment programs 

for offenders and, since those efforts were seen as seminal, to eventually evaluate such programs via 

clinical research centers to determine if such rehabilitation was possible. However, the shift in 

correctional paradigms from rehabilitation to "just desserts" as a result of the 1974 Martinson Report 

resulted in the termination of these programs and existing plans to expand them. Eventually though, as a 

result of prison overcrowding beginning in the 1980s, the concomitant increase in the number of addicted 

inmates, and encouraging new findings from experimental institutional-base drug treatment programs, 

residential substance abuse treatment programs have been revitalized. Substantial funding for such 

programs was provided by Congress in the 1986 Anti-Drug Abuse Act. 

A 1989 NIJ report showed that the percentage of prison inmates in drug treatment programs had 

risen from 4% in 1979 to 11% in 1987 (Tesoriero et al., 1999). In both state and federal prisons, about a 

quarter of  all prisoners from 1991-1997 participated in either drug treatment or other drug abuse programs 

since admission (Mumola, 1999). These numbers, however, are low when considering how many 

substance-abusing inmates are not in drug treatment. Among specific types of programs, more state 

prisoners participated in self-help or peer groups and drug abuse education classes than in residential 

treatment and professional drug abuse counseling however. Brown (1992, in Tesoriero et al., 1999) 

reports that at least 65% of those inmates in need of substance abuse treatment do not receive it. Lipton et 

al. (1992) reported that 

"recent incomplete surveys of treatment for incarcerated drug abusers show that thirty-nine states 
use preliminary assessment procedures with newly sentences inmates; forty-four states allow 
Narcotics Anonymous (NA), Cocaine Anonymous (CA), or Alcoholics Anonymous (AA) self- 
help group meetings once or twice a week; 44 states have some form of individual counseling 
available for drug users; third' six states have group counseling in which small groups of inmates 
meet once or twice weekly with a therapist; and thirty states have some types of intensive 
residential program, often based on the TC model..." [The TC model is a more intensive level of 
treatment where inmates are isolated from the general prison population]. 
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Thus, the majority of states have some type of drug treatment services available. The issues are 

how available are these services, and are Lhey available to all drug-addicted inmates? Several studies 

cited by Tesoriero et al. indicate that while drug treatment in prisons is becoming more widely available, 

the overwhelming majority of inmates with drug problems receive no treatment. Evidence seems to 

support the claims that the war on drugs has not provided any relief of our nation's drug problem 

(Nadelmann, 1988; Duke and Gross, 1993; Bugliosi, 1996) with the US continuing to have the highest 

drug use rates of any industrialized nation (Currie, 1993). 

As a response to this fact, Congress enacted the Crime Act of ] 994, which provided substantial 

resources for Federal and State jurisdictions for the first time to expand drug abuse treatment for drug 

abused offenders entering the criminal justice system. As a result, two federal government initiatives to 

aid states in their efforts to begin or expand comprehensive programs were created. Project REFORM 

(funded by the Bureau of Justice Assistance) and Project RECOVERY (funded by the Center for 

Substance Abuse Treatment) assist states in the development of effective prison-based treatment for 

incarcerated drug abusers. Project REFORM, for example, laid the groundwork for the development of 

prison-based treatment for incarcerated drug abusers. "Perhaps, most important, it had a catalytic effect 

on the correctional community in general, promoting corrections officials to shift their thinking toward 

rehabilitation, a concept that had been in abeyance for some time" (Lipton, 1995). Eleven states 

participated in Project REFORM and implemented comprehensive treatment plans resulting in a 

significant expansion in the availability of drug treatment service for inmates (Lipton 1998). It also had 

indirect beneficial effects on the correctional systems of the participating states. Some 22 states were 

given support to expand or expand drug treatment in the state. The Center for Substance Abuse 

Treatment's funding of Project RECOVERY in 1991 provided funding for technical assistance and 

training for states planing to implement new prison drug treatment programs. 

w For a detailed description of treatment system components implemented from Project REFORM see 
Lipton 1992; and 1998). 
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EFFECTIVENESS OF T R E A T M E N T  

According to the National Institute on Drug Abuse ('NIDA), the myths surrounding the 

issue of drug dependency, which characterize addicts as morally weak or criminogenic, make it difficult 

for average non-abusing citizens to understand the true nature of drug dependency. Myers et al. found 

that, "these myths have not only stereotyped those with drug-related problems, but also their families, and 

communities, and the health care professionals who work with them. Drug abuse and addiction comprise 

a public health problem that affects many people and has wide-ranging social consequences. It is NIDA's 

goal to help replace these myths and long-held mistaken beliefs about drug abuse and addiction with 

scientific evidence that addiction is a chronic, relapsing, and treatable disease" (Myers et al., 1998). 

According to NIDA, addiction originally starts with a conscious choice to use drugs. Continued use can 

result in long-term compulsive drug craving and usage for which treatment is necessary. 

A variety of approaches are used in treatment programs to help patients deal with these cravings 

and possibly avoid drug relapse. _NIDA research shows that addiction is clearly treatable. Through 

treatment that is tailored to individual needs, patients can learn to control their condition and live 

relatively normal lives. Treatment can have a profound effect not only on drug abusers, but on society as 

a whole by significantly improving social and psychological functioning, decreasing related criminality 

and violence, and reducing the spread of AIDS. it can also dramatically reduce the costs to society of drug 

abuse (Myers et at., 1998). 

In Principles of Effective Intervention with Offenders, Paul Gendreau concurs with Myers et al. 

that drug treatment can be effective. He references a survey by Lipsey (1992) of 443 correctional 

programs that included control group comparisons to support the notion that treatment works. The survey 

found that "...64% of the studies reported reductions in favor of the treatment group. The average 

reduction in recidivism was 10%. In some of these programs (therapeutic communities), reductions in 

recidivism was as high as 18%" (Gendreau, 1996, p. i 18). 



Palmer's 1996 examination of 32 meta-analyses and literature reviews also yielded results 

favoring treatment, the most effective being behavioral approaches and life skills programs. Behavioral 

approaches include contracting and token economies. Life skills programs include academic training, 

vocational training, outdoor experience, and drug treatment. This diverse yet conceptually coherent 

approach was among the more successful approaches observed by Lipsey (1992). Gendreau found that 

behavioral intervention strategies work best by providing intense services which occupy 40% to 70% of 

an offenders time over a 3 to 9 month period. He defines behavioral strategies as programs based on the 

principles of operant conditioning. "At the core of operant conditioning is the concept of reinforcement, 

which refers to the strengthening or increasing of a behavior so that it will continue to be performed in the 

future" (Gendreau, p. 120). Positive reinforcements (those that are pleasant and desirable) are more 

effective and ethically supportable to strengthen desired behavior as opposed to negative (punishment) 

reinforcements, according to the author. He recommends utilizing at least two of the following positive 

reinforcement strategies in offender behavioral treatment programs: 

a) Token economies which motivate offenders (in groups) to behave in pro-social ways by 
awarding tangible or symbolic "tokens" such as points. 

b) Modeling or using role models who demonstrate desired behavior that the offender can benefit 
from imitating. 

c) Cognitive behavioral treatment models that "...are intended to change the offender's 
cognition, attitudes, values, and expectations that maintain antisocial behavior." 2 

Gendreau maintains that his research on "punishing smarter" programs which utilize intensive 

supervision (ISP) have shown them to be failures. This type of strategy includes a subgroup of programs 

that greatly increase the contact between supervisors and offenders such as home confinement, electronic 

monitoring, shock incarceration and boot camp. According to Gendreau, "The analysis (of punishing 

smarter programs) consisted of 174 comparisons between a punishment group and a control group .... 

(and) produced, on average, a slight increase of rec idivism of 2%" (Gendreau, pp. 126-127). The offender 

z Recommended reading, The Ps),cholo@. ofCrimina/Condzlct, by Andrews, D and Bonta, J. (1994), published by 
Anderson for more information on Modeling therapy and, Contemporary Behavioral Therapy, 2 "d Edition (1993), by 
Spiegler, M and Guevremont, D., published by Brooks/Cole for additional information relative to cognitive 
behavioral treatments. 



behavior modification literature clearly indicates that "disastrous consequences occur in programs in 

which punishment and control are emphasized over all else" (Gendreau, p. 129). He concludes the article 

by indicating the evidence is persuasive that specific styles of service delivery (utilizing behavioral 

strategies) can reduce offenders' criminal behavior to a degree that has profound policy implications 

(Gendreau, p. 130). 3 

It has been estimated that 62% of all U.S. prisoners used drugs on a regular basis prior to 

imprisonment (Innes, 1988). Since American correctional institutions manage such a high percentage of 

drug addicted clients, a number of treatment programs have been developed over the years that take into 

account institutional factors such as custody requirements, projected time in confinement, cost of 

treatment, levels of addiction, etc. Unfortunately, this institutional triage screens out man), individuals 

who otherwise should receive intensive drug abuse treatment. Gerstein and Harwood (1990) estimate that 

more than I million persons in custody or under community supervision need drug treatment, yet only 

one in 10 receive the needed services. Heroin and crack addicts, the most serious of these offenders, are 

responsible for a disproportionate amount of crime according to Tesoriero et al. (1999), and should 

receive treatment priority, particularly pending release back into the community. "From a criminal.justice 

perspective, any measurable reduction in an inmate's dependency on drugs can be expected to result in a 

decrease in disruptive behavior while in prison and a reduction in criminal behavior upon release" 

(Tesoriero et al). 

Brown (1992) points out that prison-based drug treatment programs fall into four general 

categories: 

I) Incarceration without specialized drug treatment services (experienced by 65% of inmates 
in need of such treatment). 

2) Drug education and counseling programs (individual or group) are the most common in 
facilities with specialized treatment components. 

3) Self-help groups initiated by inmates such as Alcoholics Anonymous (AA) and Narcotics 
Anonymous (NA). 

4) Therapeutic Communities (TCs) 

) For comprehensive discussion of prison based TC evaluations see Rouse, 1991, Leukefeld and Tims, 1992, and 
Lipton, 1994 in reference section. 



T H E R A P E U T I C  C O M M U N I T Y  P R O G R A M S  (TCs). 

Research indicates that with the exception of TC programs, there is little support for the 

effectiveness of residential substance abuse treatment programs (Lipton et al. 1992). Expecting drug 

education programs to reduce future use for inmates who are described as "fairly sophisticated street 

pharmacologists" is naive, and individual counseling programs have been shown to have little impact on 

reducing recidivism. Likewise, AA and AN programs, despite anecdotal evidence, lack scientific 

research supporting their effectiveness (Lipton et al., 1992). As indicated above, 75% percent of 

"untreated cocaine or heroin users - essentially drug free during confinement - recidivate within three 

months of release on parole" (Wexler et al., 1988). 

"A TC is a residential treatment environment that provides an around-the-clock learning 

experience in which the drug user's changes in conduct, attitude, values, and emotions are implemented, 

monitored, and reinforced on a daily basis" (DeLeon 1986 in McNeece et al.). Typically, a TC is highly 

structured, and treatment lasts anywhere from 3-15 months. The treatment philosophy of therapeutic 

communities is that substance abuse is a disorder of the entire person, that the problem lies in the person, 

not the drug, and that addiction is only a symptom and not the essence ofthe disorder (Pan et al., 1993 in 

McNeece eta[.). A therapeutic treatment program may include individual, group, and family counseling. 

The TC staffgenerally are recovering addicts who have successfully completed treatment in a TC. Th..._ee 

key component, however, is the peer encounter that takes place in the group process. 

Tesoriero et al. found, in reference to the TC approach, that there is a vast amount of research to 

indicate that residential drug treatment in a prison setting does produce favorable outcomes. He points to 

R.ouse's research that indicates that, "In every case where statistics are available, the recidivism rates of 

program participants [in TC programs] are at least 10% lower than a control group" (Rouse, 199 l). 

Wexler (1994) describes the general features of therapeutic community drug treatment models as 

follows: 
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• Treatment services based on a clear and consistent treatment philosophy 
• An atmosphere of empathy and safer), 
• Recruitment and maintenance of a committed, qualified staff 
• Clearand unambiguous rules of conduct 
• Use ofex-offenders and ex addicts as role models, staff, and volunteers 
* Use of poor role models and peer pressure 
• Provision of relapse prevention programs 
• Establishment of continuity of care throughout custody and community aftercare 
• Integration of treatment evaluations into the design of the program 

Other research indicates that isolating inmates in a TC away from the general population is important 

(Wexler and Williams, 1986). It is important to gauge the intensity of the program to the needs of the 

participants (McLellan et al., 1986). lnmates who are remanded to community-based drug treatment 

programs do as well as those who participate voluntarily (Hubbard et al., 1989). 

Before 1980, relatively few evaluations of drug treatment programs (including therapeutic 

communities) were conducted. The TC approach is one of the few programs that has undergone rigorous 

evaluations in several sites across the country. Presently, evaluations of therapeutic communities, 

sponsored by the N1J, are currently under way or completed. Some of the states involved, such as New 

York, Oregon, Delaware, and California, have presented encouraging evidence that therapeutic 

communities work to prevent future drug use and crime. This research indicates that the TC approach 

produces favorable outcomes for drug addicted inmates who go through the program. 

In the next section of this report, the researchers present the results of a year-and-a-half process 

evaluation of the therapeutic community/continuum of care treatment programs provided to substance 

abusers residing in correctional facilities in New Jersey. 

II 



PART II: HISTORY AND SYSTEMS ANALYSIS OF RSAT PROGRAM 

The Process Evaluation of the New Jersey Department of Corrections' residential substance abuse 

treatment (RSAT) program was implemented as pan of the nation-wide effort by the National Institute of 

Justice to determine the effectiveness of this type of treatment. These programs were established over the 

years by state legislation and supported by federal funds. The National Institute of Justice provided 

additional funding for their evaluation, and by 1998, seventeen states had already been awarded funds for 

conducting local (statewide) evaluations. The New Jersey Department of Corrections, in collaboration 

with The Criminal Justice Center at The College of New Jersey, responded to the solicitation from the NIJ 

to assess the RSAT Program in New Jersey, and in 1999 was awarded grants to provide Process and 

Outcome evaluations. This report deals only with the Process Evaluation of the RSAT Program: 

A process evaluation is one in which the focus is on the local program's adherence to the original 

design model. In it, researchers collect data by observing program functions, examining program 

documents, and interviewing staff'to determine whether the program is reaching the target population, and 

whether the program is being implemented as designed. The information obtained from the process 

evaluation can then be utilized in making management decisions by the agency responsible for the 

program. 

Generally, this Process Evaluation sought to: 

!. Examine the implementation of the NJDOC assessment and screening protocol, and provide a 

qualitative systems analysis of the program's *'Continuum of Care" component. 

2. Identify the type of treatment interventions and program components used by all RSAT 

delivery systems, and 

3. Conduct an objective assessment of the appropriateness of treatment, and the extent to which 

the programs adhere to principles associated with successfully reducing recidivism. 
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The two Co-Principle Investigators (Co-Pls) at The Criminal Justice Center were Drs. Robert J. 

McCormack, the Center's Director, and Mario Paparozzi, its Associate Director. The research tasks were 

divided among two teams, each led by one of the two Co-Pls. 

Dr. McCormack's research team (Team 1) was responsible for developing the literature reviews, 

reviewing DOC materials relative to the RSAT Program, and conducting a systems analysis of the entire 

RSAT process, as well as conducting the day to day administration of the grant. Dr. Paparozzi's research 

team (Team 2) was to select random samples of inmates who participated in the RSAT program (the 

experimental group), and of inmates with similar backgrounds, who for administrative reasons did not 

participate in the RSAT program (the comparison group). Additionally, Team 2 was to administer the 

Correctional Program Assessment Inventor)' (CPAI), an instrument that examines the effectiveness of 

corrections drug treatment programs. Finally, the team was to interview RSAT-involved inmates 

regarding the impact of the program on the quality of their lives, particularly as this related to increased 

involvement in families and communities. Both teams were to contribute to report writing. The results of 

the system analysis of the RSAT program are reported in the following portions of this section. The 

results of the research conducted by Research Team #2 can be found in Section III of this report. 

The Process Evaluation of the New Jersey Department of Correction's (DOC) Residential 

Substance Abuse Treatment Program (RSAT) began on October I, 1999 (its original January i, 1999 

starting date was postponed because of funding delays). The DOC and the Criminal Justice Center at The 

College of New Jersey (TCNJ) were informed, at about the same time (October 1999), that the National 

Institute' of Justice had awarded them the Outcome Evaluation for RSAT as well. Both grants involve a 

collaborative effort between the DOC and TCNJ. 

After initial meetings with Department of Corrections officials in early October 1999, the first 

stage of the Process Evaluation commenced with a literature review of drug abuse treatment generally, of 

correctional residential substance abuse treatment programs, of the structure and modalities of the 

programs, and of program evaluation protocols. Simultaneously, an Institutional Review Board (IRB)was 

established at TCNJ to review the methodology, relative to issues pertaining to studies involving human 
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subjects, it met in October 1999 and approved the methodologies of both the Process and Outcome 

Evaluations. During November and December of 1999, researchers conducted site visits at the DOC's 

Central Reception Assignment Facility (CRAF). Work commenced on the selection of the experimental 

and comparison groups, and the data collection associated with those groups. (This latter process will be 

discussed later in some depth). 

RSAT P R O G R A M  INCEPTION 

As indicated in Part I, the New Jersey Therapeutic Community (TC) treatment programs for adult 

residential substance abusers commenced in 1990. The intent of the programs was to provide effective 

treatment to the large number of inmates who are chronic substance abusers, and to attempt to break the 

cycle of relapse and recidivism inherent in that group. In March of 1990, the Southern State Correctional 

Facility's "PIER" Program (Persons Incarcerated Entering Recovery), and the "Ackerman Program" for 

female inmates at Edna Mahan Correctional Facility, began operations. The "BRIDGE" Program 

(Beginning Recovery Involving Dedication, Gratitude and Effort) at Riverfront began in 1992, followed 

by "No Return" at Northern State in November 1996 (which moved to Garden State in 1998), and "First 

Step," also at Garden State, in February 1997. The largest of the TC Programs, at South Woods, created 

in May of 1997 to hold 500 inmates in four separate units, was not fully operational until January of 1999. 

A Community Readjustment Unit was begun in 1997 to deal with the special problems of program 

failures, and most recently a "STIPP" Program (Special Treatment, Intervention and Prevention Program) 

has been initiated for inmates who have violated the "zero tolerance" policy of the Department, i.e., tested 

positive for drugs. The Department expanded the existing programs in September of 1998 to include a 

"Continuum of Care" component, which provides continued supervision and treatment to addicted 

inmates after completion of the TC segment of the RSAT program. These programs were supported by 

various federal grants over the years. 

From the beginning, the therapeutic community program, which became known as the Residential 

Substance Abuse Treatment Program (RSAT), has been dynamic, recreating itself several times by 
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eliminating structural elements that have not proved successful, and adding new treatment modalities, 

eligibility requirements, and policies and procedures. This has been particularly true in 1999 and 2000, 

during which time the program was expanded by adding additional screening personnel, reaching out to a 

more inclusive inmate clientele (all inmates passing through the Central Reception Assignment Facility 

are now evaluated for substance abuse), and strengthening its community treatment component. During 

all of this time, however, no formal evaluation of the TCs by independent researchers has been 

undertaken. 

RSAT P R O G R A M  S T R U C T U R E  AND O P E R A T I O N S  

CLASSIFICATION AND ASSIGNMENT 

Within the New Jersey Department of Corrections, the intake process for inmates is monitored by 

Central Reception Assignment Facility (CRAF) operations. The CRAF Intake Unit is responsible for 

determining the optimal placement for the inmate based on inmate need and institutional space, while the 

Reception Unit is responsible for the inmate evaluation and classification process. Assignments to 

facilities are then implemented. Each aspect of the intake process was visited and observed by the 

researchers. 

Central Reception Assignment Facility (CRAF) 

The researchers observed the operations of the Central Reception Assignment Facility (CRAF) 

during visits to that facility in Trenton during November and December 1999. All of the top-level 

officials of CRAF were interviewed during this period, as well as observations of the three-day intake 

orientation, the so-called "batching" process, the administration of the Addiction Severity Index (ASI) 

questionnaire, and a Classification Committee meeting. Male offenders are classified and assigned to 

various institutional facilities and programs at CRAF. The classification for female offenders is conducted 

at the Edna Mahan Correctional Facility for Women (EMCF). 
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C R A F  I n t a k e  U n i t  

The institutional gatekeeper for CRAF is its Intake Unit, which maintains the "Daily Housing 

Population Report." This report contains the operational capacity of every facility and program operated 

by the Department, their daily inmate count, and the operational capacity variance (the bed space or lack 

thereof) for each institution. The Intake Unit maintains an ongoing (daily) liaison with these facilities and 

with the parole board in order to maximize the placement of state inmates being held at county jails into 

state operated programs and institutions. It utilizes a computerized program for its inmate tracking, which 

allows for real-time accuracy of the count. The CRAF facility has an operational capacity of 1174 

inmates, and the number of admissions to the reception facility on any given day is a function of the 

available space at that facility. CRAF holds four classification committee hearings each week, and assigns 

inmates to programs and institutions throughout the state based on inmate need and available bed space. 

In many instances, individuals assigned to drug treatment programs are temporarily assigned to the 

general population in the institution in which the TC program is housed until space in the program opens 

up. The wait can be anything from several days to several months. The waiting list for each program is 

also computerized and monitored by the Intake Unit, and is maintained in chronological order to assure 

timely placement. 

County Jail Confinement 

Many state inmates are confined in county jail facilities for long periods of time because of 

overcrowding at state institutions. They' stabilize their drug addiction through forced abstinence ("cold 

turkey"), through the services of contract drug-treatment providers, or, in some cases, as a result of 

hospitalization. Depending on the level of internal security at these facilities, inmates have been drug free 

for considerable periods of time before admission to CRAF for classification. Many of them are given 

custody status by CR.AF's classification unit while at the county jail based upon their inmate file, but are 

not screened by ASI evaluators. Some of them never make it to a state institution. They either "max out" 

or become eligible for parole while in county facilities. A significant percentage of them are chronic drug 
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users in serious need of treatment, which is not being provided. (Internal studies b), the DOC indicate that 

between 65% to 75% of state inmates have chronic drug/alcohol dependency. The national average is 

80%. See Profile of Male Offender Statistical Analysis, NJDOC, 1999). 

Clearly, the program is not reaching a significant number of the approximately 3000 state inmates 
• a 

confined in countyjail facilities. Since this population includes many young, non-violent, substance- 

addicted offenders, who without treatment will predictably re-offend upon release, the program should be 

expanded to evaluate and provide treatment programs for these inmates. 

CRAF Reception Unit 

All state inmates being transferred from county jail facilities to state institutions must be 

evaluated and classified. The process begins at the CI~,F Reception Unit. The Reception Unit regime is 

generally a three-day process. The first day involves an orientation and medical and dental screening. The 

second day involves a "hatching" process, which includes a battery of inmate interviews by psychologists, 

social workers, classification specialists and addiction severity index evaluators. On the third day, after a 

review of the inmate's medical history and batching reports, the Institutional Classification Committee 

meets individually with each inmate and assigns him to an appropriate correctional facility. Inmates may 

be assigned or referred to one of the following programs or institutions: 

( I )  a Therapeutic Community Program (TC) for inmates with an ASI score of 5 or higher, who 

have 6 to 30 months before parole eligibility; 4 who are eligible for full minimum security and 

who are also eligible for participation in the Intensive Parole Drug Program upon release to 
parole; 

(2) a Community Readjustment Unit for community offender failures of one kind or another; 

(3) a Residential Community Release Program for specified inmates with less serious substance 

abuse problems (scores of from 1-4 on the ASI); 

4 The September I, 1998 Memo indicated 12 to 30 months before parole eligibility. This was superceded 
by a September 21,1999 Memo, "New Jersey Department of Corrections Substance Abuse Treatment 
Policy and Procedures - Revision" which reduced the minimum time before parole eligibility to 6 months 
and contained other programmatic changes. 
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(4) the Supervisor, Office of Drug Program Operations, for inclusion in an expedited substance 

abuse program to insure appropriate treatment for inmates with chronic addiction problems 

and minimal length of sentence; 

(5) a correctional facility with a deferred treatment intervention for inmates who have been 

identified as having severe ASI of 5 or higher) or moderate (ASI score of between 1 and 4) 

substance abuse problems but with over 30 months before their parole eligibility date; or 

(6) another correctional facility for inmates with an ASI score of zero or for those not eligible for 

full minimum custody. 

Due to severe internal pressures related to prisoner logistics, the CRAF classification process 

from reception to institutional assignment is concerned primarily with maximizing the utilization of 

available bed space. 

Administration of the Addiction Severity Index (ASI) 

The current DOC policies and procedures for the administration of the Addiction Severity Index 

(ASI) questionnaire are presented in a CRAF policy directive. This document specifies that: 

a) an ASI representative, following the scheduled batch processing (i.e., the medical, psychological, 

classification evaluations referenced previously), shall interview all inmates received at the 

Central Reception and Assignment Facility. 

b) all ASI interviews shall be conducted at the housing unit (Section 3.2); 

c) ASI staff interviewers shall inform the housing unit officer of any inmate(s) who has not been 

interviewed; 

d) arrangements should be made between the ASI interviewer and the housing unit officer to have 

the inmate(s) (who have not been interviewed) available the following day to have the ASI 

completed. 

-DOC Policy Paper, 4A:1.2 

The policy directive clearly intends that all inmates will be subject to an ASI evaluation. 

Background of ASI Form 

The Addiction Severity Index currently utilized by the DOC is an abbreviated version of one 

developed by the University of Pennsylvania's Veterans Administration Center for Studies of Addiction 
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in 1980 (see appendix B). According to the guide for its administration, it was "designed to provide 

important information about those aspects of a patient's life that may contribute to his or her substance 

abuse syndrome" (Univ. of Penn. Guide). The original, longer ASI form is comprised of four parts, and 

gathers data as to general information about the patient, their legal status, family history, and 

family/social relationships. Each of the areas is scored and given a Severity Profile rating. The guidebook 

indicates that there are "...complicated (statistical) formulas used in the calculation of these composites 

(scores on the instrument)... (which) have been very useful to researchers as mathematically sound 

measures ofchange in a problem status....These (severity) ratings...are perhaps the most vulnerable of all 

AS! items to the influences of poor interviewing skills, patient misrepresentation or lack of 

comprehension, and even the surroundings under which the interview is conducted" (Guide, p.3). 

While indicating that the longer ASI has been used for the assessment of other groups of subjects, 

the Guid._...._ee cautions about the reliability and validity of the administration of the instrument under different 

circumstances: 

Appropriate Populations - Can I use the ASI  with samples of  Substance Abusing Prisoners or 

Psychiatrically Ill Substance A b users ? 

Because the ASI has been shown to be reliable and valid among substance.abusers 

applvin~ for treatment, many workers in related fields have used Ihe AS/with substance 

ubl~sb,g samples from their populations. For example, the ASI has been used at the time 

of  incarceration and~or parole~probation to evahtate substance abuse and other problems 

in criminal populations, bl addition, becazLse of  the widespread substance abuse among 

mentally ill and homeless populations, the AS] also has been used among, these groups. 

While we have collaborated with many workers on the use of the instrument with these 

populations, il should be clear that there are no reliability or validity studies O['lhe 

instrztment in these popzdations. 

(Guide, pp. 3/4) 
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The AS! form currently being used by the NJ DOC is not the same as the one developed by the 

University of  Pennsylvania. It is an amended and abbreviated version of the original, referred to as tile 

"short" form, and deals almost exclusively with inmates' substance abuse problems. The short form 

records information with regard to inmate personal data, arrest and conviction history, and substance 

abuse and treatment history. Additionally, it requires the interviewer to intuitively rate the severity of the 

addiction. (See Illustration # 1, following pages) By comparison, it should be noted that the_short form, 

which is not scorable, is less objective than the Ion~ one, and thus scientifically less effective k, 

quanti~'inE the severiW of addiction, or for makin~ assignments to the various dru~ treatment proErarn,; 

available. 

Organization of the NJ DOC ASI Team 

The Addiction Severity Index (ASI) Team is supervised by the director of community programs. 

It is coordinated on a clay-to-day basis by a supervising program specialist, assisted by a technical 

assistant. The team is comprised of six ASI evaluators, four of whom have been hired over the last year or 

so. During the year 1998, the target year of the Process and Outcome Evaluations, the assessment team 

consisted of at least two full time evaluators. During an interview with the Department's training officer, 

it was indicated that perhaps there was one other evaluator during that period. He indicated that he 

believed all of  the evaluators had college degrees. 

The ASI Training Program 

ASI evaluators are given a one-week training program to orient them to the Department 

of Corrections and to the ASI Team operations. Two days of the training program are devoted to 

the policies and procedures related to administering the ASI. The trainees view a series of video 

tapes created by the developers of the ASI instrument, the University of Pennsylvania's Veterans 

Administration Center for Studies of Addiction. The trainees are given the opportunity to conduct 
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DRUG/ALCOHOL USE 

I?.  H o w  m a n y  U m e s  h a v e  y(m: 
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mock administrations of the ASI. Their initial evaluations are critiqued by peers and veteran 

members of the team. [Gonzalez, 1999, personal interview] 

Suggested Changes in ASI Administration 

The locale used for administering the ASI evaluation, specified as "the housing unit" in 

the CRAF Policy Directive previously cited, appears to diminish the effective administration of 

the instrument. The ASI interviews generally occur after the batching process has been 

completed. During that process, the social worker, psychologist and classification specialist have 

access to each inmate's personal files. Background information contained therein is utilized to aid 

their determinations. In contrast, ASI evaluations take place in other parts of the institution, 

remote from the inmate files and lacking in privacy. Evaluators rely on the veracity of the 

inmates' answers to determine the number of prior arrests, the nature and seriousness of the 

current and prior offenses, the extent of prior drug and alcohol use, and any prior substance-abuse 

treatment the)' have received. There are, most likely, legitimate institutional concerns, such as 

prisoner control, that have influenced the development of the process as it now exists. However, 

the researchers feel that administration of the ASI would be improved significantly by making its 

administration an integral part of the "batching" process, or by requiring ASI evaluators to review 

an inmate's personal file at some time during the assessment. 

ASI Reliabilil~' 

After observing the ASI administration, probably the most serious concern on the pan of 

the researchers was the reliability of the instrument to objectively assess the levels of substance 

abuse among inmates. Given the lack of background information on the inmate being evaluated 

as indicated above, the evaluators rely exclusively on their ability to assess the veracity of  the 

answers of the interviewee during a ten-minute interview. Certainly, the AS! training program 

(however brief'), the evaluator's prior educational and employment experiences, and their current 
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experience as an ASI evaluator contribute to this ability. However, the determination of the 

critical level of substance abuse for each administration of the ASI appears to be largely a 

subjective one. There is no quantifiable (obJective) part of the instrument which the evaluator can 

utilize to make a reliable distinction between a score of four or five, for example, which is crucial 

to the decision to admit or reject an inmate for participation in a Therapeutic Community 

Program .5 

For these reasons, the researchers recommend that the use of  this form be reviewed. More 

appropriate and ob.jective instruments specifically created for screening correctional inmates for 

drug abuse have been developed over the past several years. The Texas Christian University Drug 

Screen ("TCUDS"; see Appendix C), developed by Drs. Dwayne Simpson, Kevin Knight and 

Kirk Broome, is being used as the primary screening tool for assessing drug abuse problems and 

treatment needs by the Texas Department of Criminal Justice. Twelve other states have recently 

adopted or are considering adopting the instrument. It includes a nine point scoreable 

questionnaire that discriminates between relatively severe drug related problems and those that 

are less severe. The instrument also indicates the drug(s) the respondent feels is responsible for 

his or her drug-related problems. 

Estimates of Program Completion 

Discussions with the Department's training officer and RSAT historian revealed that only 

about I200 of the 6000 inmates who have been assigned to TCs since 1990 have completed the 

program. Roughly 40% are given "unfavorable terminations," 40% leave for treatment, parole or 

other administrative reasons, and approximately 20% complete the program. The following chart, 

These statements may appear to dispute the researcher's comments in the Interim Report dated 7130100, 
which indicated that despite the lack of quantifiable results," ...the ASI form [being used by the DOC], 
when administered by trained, experienced social workers, can discriminate between inmates who have 
moderate to severe levels ofaddiction...and those with low levels or no addiction problems." The comment 
was included in the report as a result of a suggestion by the DOC ProJect Director, in place of the original 
language used by the researchers. 
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derived from DOC figures, indicates the number of inmates "graduating" from the various 

treatment programs in 1998 and 1999. 

Pro2ram 

Illustration #2 

Graduates of NJ DOC Therapeutic Communities 

19981 Males 1998~ Females 19991 Males 

Edna Mahon 43 
Ackerman Program 

Garden State 78 i I I 
First Step Program 

Garden State 86 74 
No Return, Units l&2 

Riverfront 20 40 
BRIDGE Program 

Southern State 30 53 
PIE R program 

South Woods I 54 
Community Returns 

South Woods 58 201 
NuWay Program 

1999 Females 

47 

Totals, all TCs 1998: 316 1999: 581 

The Role of  the Case Manager  

According to the New Jersey Department of Corrections Substance Abuse Treatment 

Policy and Procedures, a Case Manager is 

"'an individual whopossesses addiction treatment expertise, and is responsible to oversee 

an offenders' treatment plan, inclusive of the coordination of  services with all providers 

throughout the continuum of care .... Case managers have the unique role to serve as the 

linchpin between an offender and the continuum of  care treatment providers. They are on 

the staff of  the Office of  Drug Program Operations, Division of  Parole and Community 

Programs. As specialists in addiction treatment, Case Managers are responsible for 

establishing, upon admission, an inmate's treatment plan and overseeing its implemen- 

tation. Case Managers make site visits to the treatment providers to monitor client 

treatment progress and resolve issues of mutual concern." - (Treatment Policy, 9/1198). 
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The rote of the Case Manager was created at about the timethat Correctional Medical 

Services (CMS), the Department's contract provider for medical and substance abuse treatment 

services, was delegated the responsibility for the operations of the therapeutic communities (TCs) 

in I996. 

According to the DOC Memorandum referenced above, a TC refers to "a self-contained 

unit within a correctional facility which houses inmates assigned to a treatment program in which 

trained staff provide intensive therapeutic intervention and programming" (Treatment Policy, 

9/I/9g). From reviewing the DOC literature at the time, it is clear that the Case Manager's role 

was to provide DOC oversight and supervision of the TCs being operated by CMS (and other 

service providers), to assure that it was fulfilling its contractual treatment obligations. 

Despite significant efforts, the researchers could find no DOC person with the 

designation "case manager," or anyone filling that role as defined in the DOC's Treatment Policy 

memorandum. Some of the duties seem to be carried out by a variety of individuals: at the 

beginning of the continuum of care process by ASI technicians; in mid-process by counselors at 

the TCs; and at the end by parole officers. There appears to be no one group that has 

responsibility for developing, implementing and monitoring an inmate's treatment plan from 

classification through release from parole, or for bridging the "oversight" gap that exists between 

the DOC and CMS once the inmate is placed in CMS custody. Given the critical nature of the 

case manager's role in the continuum of care process, and the breadth of services they are 

required to provide to TC clients, it would seem that a large number of Case Managers should be 

in place to shoulder the case load of some 1200 or so inmates currently in therapeutic 

communities. 
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TREATMENT 

Correctional Medical Services' Therapeutic Communities 

Until 1996, specially selected and trained DOC staffand professionals operated the 

therapeutic communities throughout the state. In April of 1996, the NJDOC contracted with 

Correctional Medical Services (CMS) to run the day-to-day activities of the TCs in order to 

improve the quality of services delivered to addicted inmates. A component of Spectrum 

Healthcare Services, Inc., CMS is the nation's leading provider of contract healthcare services to 

prisons and jails. CMS contracts with physicians and employs healthcare professionals who 

provide care to inmates at correctional facilities in 27 states. Correctional institutions across the 

country, including facilities in Ohio, Wyoming, St. Louis, and Michigan, have partnered with 

CMS to provide better health care for inmates in a secure environment. Through effective cost- 

control systems, CMS claims to significantly increase the quality of inmate health care, while 

controlling costs. By enhancing on-site resources, focusing on both prevention and early 

detection, and utilizing its national buying power, CMS promises to reduce the cost of providing 

medical, dental, and mental health care for inmates (CMS 2000). 

It was the intention of both the process and outcome evaluations to assess CMS' impact 

on inmate treatment in the TCs. Researchers visited each of the DOC's ten TCs being operated 

by CMS. All of the TCs utilize a structure that is best described by the generic description 

contained in the CMS/SBS (Spectrum Behavioral Services) Resident Handbook (CMS/SBS TC 

Residential Handbook). The following is a synopsis of a 30-page outline of CMS/SBS program 

goals; structure; day to day operations; treatment activities; and staff organization. While there is 

some variation in TC programming, almost all NJ DOC TCs follow this protocol. 

The Resident Handbook provides audiences from the substance abuse treatment 

and human service communities, both prison and community-based, with a generic 

description of the organization and management of the prison-based therapeutic 
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communities (TC) operated by CMS (a division of Spectrum Behavioral Services) under 

contract with the New Jersey Department of Corrections ('NJDOC). According to CMS, 

a TC is "a communal, drug-free residential rehabilitation center in which chemical 

dependency is treated as a topic in the individual's life which contributes to other areas of 

life being out of control. Within the structure of each TC, techniques are used to re-direct 

the recovering addict's lifestyle so he/she has the opponunity to become responsible 

individuals" (CMS:5). The underlying philosophy of the TC is that "recovery is possible 

for anyone at any time with no greater prerequisite than a sincere desire for, and 

commitment to change" (p. 5). Recovery involves learning to live life comfortably and 

enjoyably as a substance-free, crime-free member of the community. It also involves 

learning how to work, to develop effective and satisfying interpersonal relationships, to 

strengthen interpersonal relationships, to strengthen family ties, and to practice leisure 

"activities, all without the need for or use of drugs (CMS:5). 

Generally speaking, a TC represents a highly structured environment with 

defined boundaries. It employs community-imposed sanctions and penalties as well as 

earned advancement of status and privileges as part of the recovery and growth process. 

Inmates in a therapeutic community are known as family members or residents as in any 

family setting. They are not patients, as in an institution. These residents play a 

significant role in managing the TC and acting as positive role models for others to 

emulate. Members and staffact as facilitators, emphasizing personal responsibility for 

one's own life and for self-improvement. Peer pressure is most often the catalyst that 

converts criticism and personal insight into positive change. High expectations and high 

commitment from both members and staff support this positive change. Insight into 

one's problem is gained through group and individual interaction, a key component of 

any TC program. 

The Therapeutic Community structure is based on both a social and business 

hierarchy model. By dividing the community into separate departments and job functions, 

harmon)' between social, interpersonal relationships and everyday work responsibilities 

can be achieved. The Resident Structure is a hierarchy, which can be broken down into 

four tier systems of operations. On the highest management level is the T.O.P. (top of the 

population) made up of the more experienced residents who, in linear chain of command, 
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oversee mid-level managers (department heads), line managers (department head aides) 

and lower level of line operations (See lllustratioa #3). 

The Resident Handbook was prepared to help members understand why they are 

in the program, what they will be experiencing and learning, and how to familiarize 

themselves with the concepts of the therapeutic community environment. Program 

residents are expected to be available to participate in programs on a full-time basis. 

Individuals who do not have a GED should have ½ day school, ½ day treatment cycle; 

individuals with a GED or higher should participate in a full day program. Once 

individuals move out of the orientation phase, the treatment team may allow other 

activities for the participants such as work offunit, etc. All participants have a job within 

the program and all job functions within the program can have a dollar value attached to 

them. Residents in orientation are allowed to participate on a full-time basis until they 

have at least completed orientation. 

Residents are expected to follow a list of program rules and regulations outlined 

in the Handbook. t Those who commit infractions of program rules receive various types 

of disciplinary actions, the severity of which are contingent upon the nature and 

frequency of the infraction(s). Residents and staffconfront those who do not comply 

with program rules. Infractions are reported to the Coordinators, and they in turn report 

the infractions to staff. The choice of sanctions and work assignments depends upon the 

nature and seriousness of the {n fraction(s). 

The TCs in New Jersey incorporate three phases. The first phase of the program 

is orientation, which lists a minimum of 30 days. The primary objective of this phase is 

to help residents understand all the rules and regulations of the program and the basic 

concepts of the TC. The top of the populations (T.O.P.), and program staff are 

responsible for the indoctrination of new residents. At the orientation phase, emphasis is 

not placed on the technical aspects of the program as much as with just getting the new 

residents to accept the new way of life and beginning the process of changing behaviors 

6 See Appendix 
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and attitudes. New residents will also learn self-discipline and awareness to withdraw 

from old negative behavior patterns. The main treatment phase of the program is where 

the tools ofa  TC are tested to their fullest. The primary objectives of treatment are self- 

discipline and acceptance of authority by adhering to all general program rules and 

regulations, along with other rules that govern this phase. Through the use of program 

clinical tools, residents will continually identify negative behaviors and attitudes and 

begin the process of ridding themselves of such behaviors. Residents are encouraged to 

adopt a structured lifestyle, with emphasis on time management and resource allocation. 

Ultimately, when residents move on to another phase, or are paroled, they will continue 

using their "tools" at home and in the recovery. 

When the aforementioned objectives are met, residents will move on to a re-entry 

phase where they will begin to plan and prepare for reintegration into their respective 

communities. In the re-entry phase residents focus on skills such as resume writing and 

job search skills. They will also focus on follow-up therapy that includes such areas as 

family and individual counseling and various other outpatient programs. Residents will 

also encounter the reali~" of dealing with impending relapse. 

Activities for the residents of the TC include several meetings held at various 

times throughout the day, each with their own specific purpose. Morning meetings are 

held to liR residents' spirits and to begin their day on a positive note. Meetings can 

include song and dance, jokes, charades, poetry, current events, etc. Evening meetings 

are held to filter down informatio,) from staffto community, answer questions about 

program rules, and introduce new residents to the community. House meetings are held 

to go over any family issues concerning school problems, security procedures, program 

and over-all family behaviors. General meetings are held when residents have regressed 

to the point in treatment where they are close to being discharged from the program. 

Under supervision of the Counseling Staff, the resident population of the section to make 

a last concerted effort to encourage the residents considered for discharge to change their 

behaviors and/or attitudes. 

Other activities during treatment include seminars, workshops and groups. 

Seminars are held to broaden one's scope and horizons and can be on current events or 

any subject. Workshops are offered.to give residents instructions on life skills and 
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techniques that can be utilized in daily living. Topics may 'include budgeting; 

investments; resume writing; education; parenting; among others. Finally, various groups 

are used to recognize and ventilate feelings and emotions in a positive atmosphere. They 

provide reinforcement and support from staff and residents. These groups can be 

encounter groups where residents can verbally confront behaviors; psychotherapy groups 

where staff leads residents in a safe and caring atmosphere to discuss problems and 

issues; and participation in group activities. 

- Spectrum Behavioral Services, Resident Handbook 

Qualitative Analysis of Treatment Facilities 

The Therapeutic Communities 

During the qualitative analysis of the therapeutic communities, researchers made one or 

two-day structured visits to each of the Department of Correction's ten TCs. They interviewed 

staff, observed programs-in-progress, and monitored the day-to-day operations of each. This was 

to be followed by a similar analysis of other parts of the "Continuum of Care" service 

components during the remainder of the calendar year 2000. Once the qualitative analysis was 

completed, Research Team #2 was to revisit each TC, or a sample of the TCs, and administer the 

Correctional Program Assessment Inventory (CPAI), for a more in-depth and quantitative 

analysis of that program. 

Research Team #1 met several times with the regional director of Correctional Medical 

Services (CMS) and DOC staff to set the ground rules for the evaluation visits to the TCs. 

Generally, the conditions for the visits were acceptable to the researchers. However, a number of 

issues related to access to data (which CMS believed to be confidential) were never satisfactorily 

resolved between the researchers, the DOC, and CMS before the grants were terminated. 

Therefore, information vital for an effective evaluation, ex., the CMS contract with DOC, the 

inmate records during TC participation, inmate and staffturnover rates, etc., never became 

available. 
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Despite these unresolved issues, researchers made their first evaluation visit to the 

Garden State Correctional Facility early in February of 2000. By mid March the three therapeutic 

communities at Garden State had been visited a total of six times. All of the senior CMS staff 

and DOC officers available during those visits were interviewed. Researchers also observed peer 

group counseling sessions, encounter group sessions, and didactic training sessions. From mid- 

March through mid-June, the seven other therapeutic communities in the state were visited by the 

research staff. Essentially the same qualitative evaluation activities were involved in each visit. 

The brief descriptive narrative of each of the TCs was developed from research field notes. 

1. Garden State Prison TCs 

There were three therapeutic communities operating in the Garden State Correctional 

Facility (Garden State) at the time this researcher made his visits. One of the TCs had bed space 

for 188 inmates, and the other two each had space for 160. Generally, Garden State is intended 

for inmates 26 years of age or under. 

On the first visit, the researcher met with the acting director of Garden State, the regional 

director of CMS and two of the TC directors, who provided an overview of the prison's 

residential substance abuse treatment program. During the course of this visit and five subsequent 

ones, the researcher was able to inspect all three of the TCs, interview staff members, sit in on 

peer counseling sessions, didactic sessions, encounter groups, and interact with the inmates. At 

the time of the first visit, early in February of 2000, two of the TCs were operated in conformity 

to the traditional CMS format described previously. The third was in the process of being 

reorganized from a Special Treatment, Intervention and Prevention Program (STIPP) for inmates 

who had violated the "zero tolerance" program of the Department (i.e., tested positive for drugs), 

into a traditional therapeutic community. This new TC would eventually be called "No Return 

Unit 2" (NRU2), and mirror "No Return Unit I" (NRU I ), which was well organized and housed 
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in an immediately adjacent area of  the facility. Both of these TCs were fully segregated from the 

general prison population. Inmates in the third TC, called "First Step," or "West House," shared 

some of the prison facilities with the general prison population, making security issues here a 

higher priority. As in all of the TCs, specially selected and trained DOC guards were assigned 

around the clock. Their job was to interact with the civilian TC directors, counselors and staff, to 

monitor traffic in and out of the TCs, and to assist in maintaining order when and where 

necessary. 

The staffing of the TCs is generally comprised of a director, 2 senior or supervisory 

c o u n s e l o r s ,  and 4 or 6 counselors, depending on the size of the TC. Each counselor had a case 

load of between 20 and 25 inmates; supervising counselors had a reduced case load due to their 

additional duties. Each of  the counselors is required to have a one-on-one counseling session with 

each of their charges at least txvice a month. At the time of the researchers' visits, one of the 

directors was supervising both NRU1 and NRU2, until a new director could be found for the ne~' 

TC. 

Staff turnover seemed to be a major problem in the TCs. CMS appears to have a 

reasonable track record for promoting from within, which is evidenced by the employment 

longevity ot:directors and supervising counselors. Many of them had been with CMS for a 

number of  years and had reached their current positions by climbing the organizational ladder. 

CMS' record with entry level counselors was not as impressive. Among the five counselors at one 

Garden State TC, employment longevity was 2½ years, 2 years, 3 months, 9 months and 3 

months. Figures for the second TC were 2½ years, 2½ years, 2 years, 2 months, and one position 

was vacant as a result of a turnover. The final TC's counselor employment figures were 4 months, 

2 weeks, 1 year, 4 months, and l0 months. 
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2. Riverfront State Prison TC 

The BRIDGE ("Beginning Recovery Involving Dedication, Gratitude and Effort") 

therapeutic community program is housed at Riverfront State Correctional Facility in the City of 

Camden. This TC houses 117 inmates, most of whom are 27 years of age or older. It shares 

facilities such as the mess hall, classroom space and recreation areas with inmates from the 

general population of the institution. As with the one facility at Garden State, this makes the 

problem of maintaining security and monitoring of inmates a more immediate and ongoing 

problem. Additionally, it has visiting hours twice a week, which further complicates security 

issues. The Bridge has a dynamic director and an enthusiastic staff, who seem to interact well 

with the inmates under their supervision. According to the director, the orientation phase of the 

TC program is the most important. It involves convincing inmates that the program is unique, that 

they have been in other rehab situations before, and that this may be their last chance to secure a 

decent life. Since most clients are in their late twenties or thirties, they understand the situation. 

As they become members of the community and accountable for other inmates' conduct, they 

gain status and prestige and become role models for other prisoners. The director reports that as 

they work their way through treatment and into the reentry phase, they tend to have a more 

disciplined approach to their addiction and realize, perhaps for the first time, that they will be in 

control of  their future, 

The researcher sat in on a didactic session conducted by an addiction counselor with 

many years experience. A recovering alcoholic himself, he ran the session with great enthusiasm. 

It was easy to tell that the counselor had full comprehension of the process of  recovery and 

relapse. Each ofthe inmates was attentive, and contributed to the session by presenting personal 

experiences as cases in point. 

Discussion with the staff revealed that counselor turnover was a serious factor affecting 

inmate success or failure. The researcher found employee retention problems similar to those 
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reported at Garden State TC. Training for replacement personnel was inadequate and in many 

cases "on the job." There was one counselor at this TC whose only credential was a high school 

diploma, and who was working to acquire a certificate as a Certified Alcohol and Drug Counselor 

(CADC). 

3. Southern State Prison TC 

The director of the "PIER Program" therapeutic community at Southern State Prison was 

a well-qualified individual who seemed to have been able to develop his staffinto a well- 

coordinated team. His staff looked to him for leadership and he felt comfortable about delegating 

authority to his subordinates. His main concern was that because salaries are so low ($25,000 te 

$30,000), he is unable to get qualified counselors. When a counselor leaves, his or her case load 

is distributed among the other staff. There was a 5-month delay in filling two recent staff 

positions and he finally had to take someone he did not want because no one else was available. 

According to the director, since CMS began operations in New Jersey in April 1996, the turnover 

rate among counselors has been "huge." This, he said, is true not only at Southern State, but at all 

of  the other TCs as well. 

The inmates agreed to let the researcher sit in on a group counseling session lead by one 

of the new counselors. He was a minister with no degrees and had been at the TC for only two 

months. The counselor introduced the session's theme of family responsibilit)', and the inmates 

participated enthusiastically, relating how drugs and alcohol had affected their previous behavior 

and seriously impacted their personal relationships. Almost all of the twenty or so inmates spoke 

during the hour and twenty-minute session. The session ended abruptly as time ran out without 

the usual "wrap up" or "pulling together" of the most important pans of the discussion. A number 

of  inmates asked whether the researcher would report that the program be maintained. Most of 

them felt that they were getting help from the program and hoped that it would be continued. 
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4. Edna Mahan Correctional Facility for Women TC 

The "Ackerman Program" at Edna Mahan Correctional Facility is the only New Jersey 

DOC therapeutic community for women. The researcher met with the administrator of the facility 

and the director of the TC on the first visit. During the course of this visit the researcher toured 

the TC and met with the staff. The program's facility has 56 beds for severely addicted inmates. 

The administration of the TC is comprised of an all-female staffofa director, a senior or 

supervising counselor, and two counselors. Each of the counselors has a caseload of 

approximately 24, and the senior counselor approximately 10 to 12. 

The atmosphere is relaxed and almost campus-like, despite the DOC security presence at 

the entrance to the TC. Most inmates participate in the program for approximately a year. There is 

a two-month orientation phase, a six to seven month treatment component, and a one to 3 month 

transition phase, during which the inmates are prepared for release directly into a halfway house. 

The treatment program is basically the same as the other TCs. 

During a second visit the researcher was invited to sit in on a staff meeting to realign the 

"structure board" (see previous illustration). The structure board is an inmate hierarchy that 

signifies status within the TC. Positions are awarded as promotions (or in some cases demotions) 

for demonstrating personal growth and for assuming leadership within the TC family. During the 

course of the meeting, the entire Ackerman TC staff discussed the progress (or lack thereof) of 

each inmate, and made decisions relative to their positions on the structure board. It was clear that 

the staffwas well informed of the strengths and weakness of their clients. Any disputed moves on 

the board were negotiated with the director. 

The director of Ackerman is exceptionally well qualified for the position. She has a 

graduate degree and is a certified drug counselor who has worked with addicts and the mentally 

ill for many years. The senior counselor and one of the counselors are college graduates and the 

other counselor is working on an associates degree. Before the current director was hired, the TC 
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was without one for over six months; the senior counselor was acting director. The senior 

counselor has been with CMS for 21/2 years. One counselor has been employed for I l/2 years 

and the other for 9 months. 

5. South  W o o d s  State  Prison TCs  

South Woods State Prison's "NuWay Program" is comprised of four therapeutic 

communities, with combined space to accommodate approximately 448 inmates. South Woods' 

first TC became operational in 1997 and the last was fully operational by January of 1999. The 

researcher met with the two directors and four of  the senior counselors, all of whom had over 2 

years work experience at South Woods. The turnover rate among counselors once again was 

indicated to be a serious problem. At the time of the visit there was only one counselor vacancy 

among the four TCs. However, in two of them, 8 out of 13 counselors had less than one year at 

the facility, and in another, 5 out of ! 2 had less than a year. The researcher was informed that the 

turnover rate among the inmates, which had for some time been high (25%), had recently been 

reduced to about 10%. 

The researcher's general impressions included the fact that the physical space allocated to 

the TCs was more prison-like than any of the other therapeutic communities visited. There 

seemed to be more o fa  DOC presence, and a greater emphasis on security and less on the 

development of  a community or family support environment. The office and counseling areas for 

the TC staff were less than adequate for the rehabilitative task that was expected. Quite frankly, 

the TC area, with room for over 425 beds, seemed too large, and some of the beds in the TCs 

were utilized to house non-TC inmates. The inmates were provided with a full schedule of 

activities, as in the other TCs. This schedule included: didactic morning meetings (Sam to ! lain); 

lunch and a lock down (! I am to i pro); peer counseling, encounter group sessions and AA and 
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NA sessions (I to 3:45pm); dinner and Iockdown (4 to 5:30pm), followed by an evening meeting, 

recreation, and a meeting of department heads before final lock down at 7:30pro. 

P r e - R e l e a s e  Inmate Assessment Centers 

The "Continuum of Care" process of the New Jersey Department of Corrections provides 

that inmate assessments be made 60 to 90 days prior to release to a community corrections 

program. Community corrections programs include halfway houses, community treatment 

facilities and a variety of parole supervision programs. Currently, there are two assessment 

centers in the New Jersey correctional system, both run by Community Education Centers (CEC), 

a private vendor: Talbot Hall in Kearny, and the Albert M. "Bo" Robinson Education and 

Training Center in Trenton. 

The Assessment Centers are designed to serve all pre-release inmates, which means that 

at any given time a portion of the residents are individuals who have completed a therapeutic 

community program at one of the ten TCs located throughout the state. The objective of these 

assessment centers is to provide a comprehensive inmate profile prior to release in order to: 

i) determine the participant's risk of recidivism, 

2) assess the criminogenic needs that will be addressed in the program, 

3) define responsivity characteristics, i.e. determine the types of treatment to which the 

participant is likely to respond, and 

4) evaluate the magnitude and duration of any alcohol or substance abuse problem. 

According to CEC, "All participants complete a battery of assessments that provide 

insight into specific rehabilitation needs. Areas assessed include academic, vocational and 

employability factors, as well as substance abuse relapse probability and risk of recidivism" 

(CEC, 2000). The assessment process is ongoing while the participant works his way through the 

60 to 90 day program and develops a personal plan for rehabilitative success upon release to 

community corrections. 
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I .  Talbot Hall 

Talbot Hall opened in 1997 to provide assessment, rehabilitation services, and life-skills 

training services to DOC inmates 60 to 90 days prior to release to community correctional 

facilities. The researcher visited the facility in late September of 2000 and met with the director 

and two deputy directors to discuss the operations of  the assessment process. 

During a tour it was clear that the extensively renovated facility incorporated all of the 

features necessary to carry out its goals. One of the major differences between Talbot Hall and 

the therapeutic communities is that it is an independently operated entity, separate and apart from 

any DOC detention facility. DOC presence is minimal; several internal affairs officers were 

present, but no uniformed members of the DOC were evident. 

Inmates are housed in one ofthree units. Each unit has a manager, 2 unit supervisors, 6 to 

9 senior counselors, and 5 counselors. The living quarters resemble college dorms with neatly 

made up bunk beds, writing spaces, and places to store personal items. There seems to be 

adequate classroom space, as well as areas for plenary sessions for the units, computer labs, and 

large recreation and dining areas. Every aspect of the facility seemed to be well-organized and 

well run. The directors indicated that Talbot Hall accommodates over 2000 inmates a year. The 

facility takes high-risk inmates, some of whom have the potential for violent recidivism or serious 

criminal acts. 

Assessors at both Talbot Hall and Bo Robinson use a process called "convergent 

validity," which incorporates assessments from a number of vector points, measured b) multiple 

questionnaire administrations and one-on-one counseling sessions. The Department of 

Corrections makes the release decision at a reclassification hearing based on the inmate's 

assessment. Inmates who are judged to be "Very High Risk" are returned to prison to serve 

additional time. For some, "Halfway House/Substance Abuse Treatment" is recommended, which 

requires that the inmate receive additional substance abuse treatment at a halfway house before 

work/school release. Inmates recommended for "Traditional Halfway House" are placed in a live. 
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in environment with release during the day for work or school, some treatment sessions, and 

weekend furloughs. 

2. Albert M. "Bo" Robinson Education and Training Center 

This center, completely renovated for its current use as an assessment center, opened in 

1997. It can hold up to 320 residents with full-minimum status; however, at the time of the 

researcher's visit in October of 2000, it had only 309. At that time the administrators of the 

facility were considering moving to a modit3ed therapeutic community model, which would 

incorporate didactic sessions, small group counseling, and relapse prevention strategy sessions in 

addition to their own current testing and diagnostic programs. 

As with Talbot Hall, the facility seemed to be well-organized and well run. On the inside, 

facilities for the inmates replicated those of Talbot Hall; however, the exterior of"Bo'" Robinson 

resembles a DOC facility. The center provides counseling and life-skills training, and work- 

release programs for residents who have achieved their treatment goals. 
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PART l l h  DATA ANALYSIS AND C O R R E C T I O N A L  P R O G R A M  

A S S E S S M E N T  I N V E N T O R Y  (CPAI)  A D M I N I S T R A T I O N  

As wag indicated earlier, the Process Evaluation tasks were divided between the two Co- 

Principal Investigators and their research assistants. Research Team # i, directed by Dr. Robert 

Mc Cormack, conducted the qualitative systems analysis, which has been discussed up to this 

point. Simultaneously, Dr Mario Paparozzi and Research Team #2 were working with DOC staff 

to establish the experimental and control groups of inmates who had participated in the RSAT 

program during calendar year 1998. This data, a snapshot profile of inmate demographics, would 

become the foundation of an inmate tracking system, following inmates' progress through the 

continuum of care process, and eventually, in the Outcome Evaluation, determining the 

effectiveness of the various components of the continuum and their impact on inmate recidivism. 

Research Team #2 was also preparing to conduct the Correctional Program Assessment Inventory 

(CPAI) and, during the latter part of the Process Evaluation, to interview participants in the 

program relative to the RSAT program's ability to strengthen family and community bonds. 

INMATE COHORT DATA: 1998 

A number of DOC staff assigned as liaison and resource personnel to the researchers had 

been involved in the residential substance abuse treatment programs for some time. The original 

DOC Project Director had been directing RSAT programs for over ten years and, in fact, had 

been the originator of many of them. Other DOC staff members were assigned to the RSAT 

evaluation upon project funding, and were not as familiar with many of the program's intricacies 

as the project director. The initial cohort data was generated shortly after the project began in 

October of 1999 by a combined group of DOC staff and Team #2 researchers. The group was to 

draw data related to all of the 1998 inmates who had been administered an Addiction Severity 

Index (ASI) questionnaire and had been determined to be in need of intensive drug treatment. 

Within this cohort there were two inmate subgroups in which the researchers had an interest. The 
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first subgroup of  inmates were those assigned to one of  the existing therapeutic cnrnmunities 

(TCs); the second group was comprised of inmates with comparable ASI scores who had not been 

assigned to TCs. Inmates in this second subgroup were assigned instead to the general population 

for administrative reasons, such as not being eligible for minimum custody; having detainers on 

file; having received poor psychological evaluations; having been committed for a sex offense, 

etc. Researchers were to select an appropriate random sample from the first subgroup to serve as 

the experimental cadre, and a similar sample from the second subgroup to use as the comparison 

group. For some unexplained reason inmates who scored 6 or above on the AS! instrument were 

erroneously used to form the large research cohort from which the two subgroups were to be 

identified. This despite the fact that according to standard DOC practice for many years, inmates 

with scores of 5 or above on the ASI instrument were determined to be in need of intensive dru B 

treatment and therefore eligible for placement in TCs. An early report from Research Team #2 

attests to the confusion. 

The sampling frame is all inmates assessed on the Addiction Severity Index 
(AS[) at six or above during calendar year 1998 (N=3,300). We initially indicated that a 
score of five or above would serve as the cut off  point for sample selection. However, as 
a result of work conducted during the process evaluation, we learned that the department 
of  corrections uses a score of six or above as a mandatory referral for an RSAT (TC) 
program. Lower AS1 scores may or may not result in a referral. 

- Paparozzi, October 1999 

it is not clear who dissuaded the researchers from using the score of 5 or above as the TC 

referral criterion, or how the sampling error was made. We believe however, that since the sample 

was drawn by DOC staff who should have known the protocol for the DOC's therapeutic 

community selection, the mistake should have been noted immediately and corrected before the 

sample was drawn. As it was the researchers spent weeks analyzing the flawed database before 

discovering the sampling error. 

Additional problems with the data analysis occurred as a result of the discovery that the 

DOC's information management system did not contain much of  the data need to effectively 
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accomplish project goals as indicated above. The following data collection overview report was 

submitted by Research Team #2 early in 2000. 

The information provided to the researchers by the NJDOC liaison was initially 
incomplete (several fields contained no information). This missing data presented a 
problem for the implementation of the proposed research design. 

A second attempt to obtain the missing data was confounded because the first 
round of information provided in response to the request for more complete data included 
inmates from calendar years 1998 and 1999 (we needed to limit our research to 1998 
only). 

A more significant problem was detected relative to the fact that so many of the 
inmates assessed in calendar year 1998, who were made part of the sample based on their 
AS1 scores, were reassessed in 1999. Some of  the reassessments produced different AS! 
scores that made those inmates ineligible for inclusion in the sample. 

We feel that much more work will need to be done before an appropriate study 
population can be finalized. Our concerns are based upon our initial findings that 
revealed the following: 

a. Manual file review is needed in order to clarify assessment scores, assessor 
names, actual assignment to an RSAT program, and other missing and/or 
ambiguous data. 

b. The rate of attrition in the RSAT programs may be higher than expected. If 
this proves to be the case, in fact, there will be a need to again increase the 
sample size quite considerably. 

At this point, we are accepting the study population as more of an exploratory 
rather than a final sample selection. In the months ahead, efforts will be made to sort and 
clean the data in order to assure stable experimental and comparison groups as well as a 
sufficiently large sample size. 

- Paparozzi, March 2000 

With respect to the attrition rate in TCs (noted in b. above), the DOe's own estimate 

of program attrition, previously cited, placed that figure at approximately 80%. Only about 1200 

out of  the 6000 inmates assigned to TCs since 1990 completed the program. Roughly, 40% are 

given "unfavorable terminations," 40% leave for treatment, parole or other administrative 

reasons, and approximately 20% complete the program. The figures for the researcher's target 

year o f  1998 were 3 i 6 completions (State ofNJ DOC 12/22/99 document). 

It became clear to the researchers that a different information management system 

had to be developed in order to track the treatment progress of  inmates in the experimental and 

comparison groups as they moved through the correctional process. In the DOC information 
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system these data were contained in myriad files, some kept by the DOC and others by the private 

service providers hired for various parts of the continuum of care process. Each of these data sets 

would have to be hand-searched presenting a daunting task for the researchers. This fact, and the 

early discovery that the ASI questionnaire was not capable of objectively differentiating between 

inmate scores of 4, 5 or 6, (or any objective score for that matter), caused the researchers to 

consider presenting the DOC and NIJ with an alternative methodology for the evaluation. (See 

page 47.) 

ADMINISTRATION OF THE CORRECTIONAL PROGRAM ASSESSMENT INVENTORY 

(CPAI) 

A key method of assessing correctional treatment programs is through the use of the 

Correctional Program Assessment Inventory, or CPAI, an evaluative tool developed by Drs. Paul 

Gendreau and Don Adams. Through structured interviews with selected program staff, this 

extensive questionnaire seeks responses to 76 primar 3, questions and many supplementary 

questions in an effort to fully examine and determine the degree to which the correctional 

program follows principles associated with other successful programs within the following six 

areas of correctional programs: 

I. The program implementation, specifically as a function ofthe influence, 

involvement and qualifications of the program's leadership 

2. The process by which, and the manner in which, client assessments are conducted; 

3. The program characteristics, including the types of treatments used and the ability 

of the program to target criminogenic behaviors; 

4. The education, experience, involvement and training of staff; 

5. The methods of feedback and evaluation currently in use in the program; 

45 



Q 

~ o o  m 

6. And a number of"other" related considerations, suchas the stability of program 

funding, advisory board involvement, community support, and the adherence to 

ethical guidelines. 

Ultimately the inventory identifies the strengths of the program, the areas that need improvement, 

and makes recommendations for each of the six program areas evaluated. 

Research Team #2 was charged with responsibility for administering the CPAI in the 

TCs and select segments of the Continuum of Care treatment facilities. At a March 2000 meeting 

of DOC staff and the researchers, the prospect of starting the administration of the CPAI 

questionnaires in various components of the continuum of care was discussed [by this time the 

DOC had replaced its original project director with a higher-level middle management 

supervisor]. This extensive questionnaire would require several days to administer, and would 

require information that CMS had previously indicated was confidential. The new project director 

introduced a more current TC assessment instrument called the Scale of Essential Elements 

Questionnaire (SEEQ) developed b.v Melnick, De Leon and Bernhardt. The DOC project director 

indicated that she had been in touch with the authors but it was not clear at that time what use, i f  

any, would be made of the SEEQ material. The issue of commencing the administration of the 

CPAI questionnaires was not resolved at this meeting. Less than a week later, it was learned that 

the DOC project director had hired the Center for Therapeutic Community Research (the owners 

of the SEEQ materials) to train DOC personnel to conduct an independent study of the 

therapeutic communities at the same time the researchers were engaged in the NIJ evaluation. 

Given this surprising circumstance, the researchers decided to defer administering the CPAI in 

the TCs while the DOC SEEQ project was underway, and to begin administering the CPAI in the 

back end of the continuum of care, i.e. the assessment centers, halfway houses and community 

treatment components. The project director indicated that approval was required from a higher 

level DOC administrator before the CPAI administration in the facilities could commence, and 

promised to seek it. Approval was delayed for six months until October 2000. 

46 



DEVELOPMENT OF AN ALTERNATIVE METHODOLOGY 

in light of  the difficulties previously reported in connection with the ASI instrument and 

the DOC's management information system, the researchers felt that a new methodological 

approach to the evaluations was indicated. In July 2000, the new methodology was suggested to 

both the DOC and NIJ project monitor. It was based on adopting a more scientific assessment 

instrument for addiction severity, drawing two new experimental and comparison groups and 

establishing a "real t ime" tracking system for monitoring inmate progress through the continuum 

of  care protocol. The following is the draft of  this proposal. 

If the New Jcrse) DOC adopts a new addiction severity measurement instrument and trains its AS[ 
technicians to utilize it by September I, 2000", approximately 4000 inmates'* will be processed 
through Classification by the end of the year having been tested with new instrument. 

Approximately 60% should test over the new standard for assignment to a Therapeutic Commun- 
ity (TC) (based on current DOC statistics, see Inmate Profile Reports) or approx. 2400 inmates. 

Approximately 50% of these will not be eligible for TCs because of: 
I. Time factors: parole eligibility too close or too far away. 
2. No minimum-security status. 
3. Seriousness of charges. 
4. Detainers. 
5. Sex offender status. 
6. Arsonist. 
7. Illegal Alien status. 
8. Referred for further psychological evaluation. 

By January I, 2001 two samples (500 each) will be selected as experimental and comparison 
groups based on their institutional assignments. The experimental group will be tracked through 
the RSAT, the remainder of the Continuum of Care.process, until the end of the grant (March 31, 
2002). The researchers will be able to monitor their progress for 15 months. The comparison 
group will be similarly monitored during their confinement and while on parole. 

I f  the Outcome Evaluation Grant is extended by nine months until December 3 I, 2002, the 
monitoring of the two groups will last for 24 months. Obviously, the longer the grant is extended 
the more credible the outcomes. 

Advantages: 
!. The researchers will be able to construct a special management information system to 

accurately control the monitoring of both inmate groups. 
2. There will be time to settle outstanding issues with CMS relative to privacy issues. 
3. This new methodology can probably be implemented without any increase in funding. 

* This may be a difficult time line to achieve. I f  the new ASI form is not implemented until 
!0/1100, there will be 1000 less inmates in the selection pool. 
** Classification takes place four times a week and approximately 250 inmates are processed, or 
1000/rnonth. In four months, approximately 4000 inmates will have gone through the process. 

- McCormack, July 2000 
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In addition, the researchers suggested that the data ~,enerated by the DOC's own 

evaluation of the TCs, using the Scale of Essential Elements Questionnaire (SEEQ), be used in 

place of those that would have been generated via the CPAI administration. The SEEQ material 

developed by Melnick, De Leon and Bernhardt was as comprehensive as the CPAI. The DOC did 

not accept the proposal and was not agreeable to any modification of the original methodology. 
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P A R T  IV: T H E  D O C  D E C I S I O N  T O  END G R A N T S  AND D I S C U S S I O N  

The Doc Decision to End Grants 

At the end of  October of  2000, one of the Co-Pls, Dr. Mario Paparozzi, became .', 

candidate in a search for a new Chairman of the New Jersey Parole Board. As soon as the 

Center's research staff became aware of that fact, a search began for Dr. Paparozzi's replacement 

in the event that he would be selected for the position. Dr. Paparozzi was eventually chosen for 

the position in early in November and the DOC contacted N1J and indicated that they wanted to 

close clown both grants by December 3 !, 2000. The reason given was that it would be difficult to 

replace Dr. Paparozzi because of his extensive experience in corrections and that in his absence 

no one capable of conducting the CPAI evaluations would be available. The researchers 

immediately notified NIJ that they had several outstanding candidates to replace Dr. Paparozzi, 

and that the staff was in contact with Dr. Paul Gendreau, the developer of the CPAI instrument, to 

determine the plausibility of making other arrangements for CPAI administration. The grant 

administrator at NIJ was vet)" receptive to both suggestions, and indicated that it was quite 

common for a Co-Pi to leave a grant and be replaced by another. However, at a subsequent 

meeting with tile DOC project director and staff, it became evident that they were not agreeable 

to either of  the suggestions and were determined to cancel both the Process and Outcome 

Evaluation grants, effective December 3 I, 2000. At the urging of the NIJ grant administrator the 

DOC agreed to allow the Process Evaluation grant to continue through March 3 I, 2001 so that a 

final report could be prepared. The Outcome Evaluation ended on December 3 I, 2000. 

Discussion 

In retrospect, it is evident that the NJDOC was not prepared for an evaluation of their 

R.SAT programs. After spending almost a year and a half observing the programs, it is the 
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researcher's opinion that executive level administrators at the NJDOC were not closely 

monitoring the day-to-day operations of the RSAT programs. This is not unusual in large 

bureaucracies where vertical communications problems often exist. Lack of communications is 

common, particularly in specialized treatment operations outside of the normal chain of 

command. Correction administrators' major concerns are custodial. The fact that the NJDOC's 

RSAT programs had been in effect for over ten years with little notoriety seems to have resulted 

in a reduced concern for extensive oversight. Responsibility for the programs' operations had 

been delegated to a small group of mid-level managers who, ostensibly, were achieving the 

program's goals of selecting, processing, treating and eventually releasing "rehabilitated" former 

drug-addicted inmates to the community. 

On closer inspection, the researchers found that the RSAT programs had in fact been 

developed on a shaky foundation and had deficiencies that needed to be corrected. Perhaps the 

most serious and enduring problem was perpetuating the notion that the abbreviated form of the 

Addiction Severity Index (ASI) instrument was capable of objectively distinguishing between the 

various levels of inmate addiction. In many cases, use of this instrument resulted in the inaccurate 

assignment of inmates to TCs or to less intense treatment programs in the general correctional 

population, in fairness, it should be pointed out that there are few, if any, validated assessment 

instruments available. The researchers recommended the Texas Christian University Drug Screen 

(TCUDS) to the DOC project director as an alternative to the ASI. Although still in the process 

of validation, TCUDS is the primary screening instrument of the Texas Department of Criminal 

Justice. As previously noted, twelve other states have recently adopted or are considering adop- 

ting it. It includes a nine point, scorable questionnaire that discriminates between relatively severe 

drug related problems and those that are less severe (Institute of Behavioral Health, 1998). The 

flaws connected with the ASI administration were brought to the attention of DOC administrators 

by the researchers in early 2000 (it is difficult to believe they were not apparent before that). The 
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instrument continues to be used for making life-affecting decisions concerning which inmates 

receive or are denied appropriate levels of drug treatment while in confinement. 

Another unresolved issue is the apparent lack of oversight the Department exercises over 

some of its service providers. These private contractors operate most of the continuum of care 

facilities, such as the therapeutic communities, assessment centers, half way houses and 

community treatment centers. Inmates selected for extensive drug treatment are assigned to the 

various TCs at CR.AF, and unless they drop out or are removed from the program, proceed from 

one service provider to another until they are paroled. As indicated earlier, the position of case 

manager was designed to bridge the gap between the DOC and the service providers. However, 

these positions, perhaps 30 or 40 of them (to supervise the ]200 or so inmates in the continuum), 

were never created. 

Research Team #I spent most of its time in the therapeutic communities operated by 

Correctional Medical Services (CMS), and briefly visited the assessment centers operated by 

Community Education Centers (CEC). Their observations of both were indicated earlier in the 

report. The DOC should give serious attention to what appears to be a very high staff turnover 

rate among the CMS counselors in all of the TCs. Without doubt, this high turnover rate affects 

the quality of services, due to the disruption of relationships between the counselors and their 

clients, and the higher case loads among the remaining counselors. The researcher's observations 

indicate that in many cases the qualifications for new counselors are too low (a high school 

diploma in some cases), and that training for new counselors is insufficient and for the most part 

"on the job." This may be partially responsible for the high inmate attrition rate (about 80%) in 

the TCs. 

After ten or more years of existence, the RSAT programs are in genuine need of 

evaluation. The Department should know whether service providers are in fact providing the 

services for which they were contracted. It needs to know which therapy programs are effective 

and which are not. It needs to know why one TC is more effective than another. It needs to 
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account for the high rate of attrition among TC inmates and determine the relapse and recidivism 

rates of those who complete the program. After more than a decade, the answers to these 

important questions elude them. 

This Process Evaluation of the residential substance abuse treatment programs can be 
a 

viewed as a limited success, at least in that it has resulted in an ongoing self-evaluation of those 

programs by the Department. The NJ DOC has been in the vanguard among states in terms of 

recognizing the importance of drug and alcohol treatment programs for inmates. They have made 

significant progress in this area and, therefore, should have been more willing to openly share 

both the programs' originality and limitations so that other states could benefit from their 

experiences. 
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Appendix A: Addiction Severity Index (ASI) - Short  Form 



q 
°.. 

Interview Date 

Institution 

Satellite 

Inmate # 

Last Name 

Home Address 

State 

Telephone ( ~  

Race 

NEW JERSEY DEPARTMENT OF CORRECTIONS 
RECEPTION C E N T E ~ T A N C E  ABUSE DATA 

/," /. Time Begun _ _  : AM/P~ 

I h ~ r ' v l e ~ r r  • 
In l t l -1- 

Time Ended _ _  : AM/PM 

Male/Female 
Birthdate 

Firs t  Name 

! L 

City 

Zip Code 

Mari ta l ,Sta tus .~ .. 

County 

Last Grade School (Completed) __ 

SS# 

ARREST I CONVICTION I SENTENCING INFORMATION 

# arrests prior 24 months 

T o t a l  p r io r  a r r e s t s  

T o t a l  p r i o r  c o n v i c t i o n s  

Total prior incarcerations 

Date admit ted 
County  Ja i l  

Date admit ted 
Reception 

, , - ,  L , , "  

Total Term yrs. 

Man Min yrs. 

mnths. 

mnths. 

Time Goal .. i....: ". ':.. .. . 

': ' :.. ~',./..:.::~.:.....'."..'.. /..:.:i:!:::~. i' 
Actual Max , .::. ':.:.. .". ';.".-:..~:i 

Current 
offense 

SUBSTANCE ABUSE INFORMATION 

Was crime drug influenced? 

If  drug influenced, why? 

1) money to suppor t  habi t  

2) high at time of ofense 

3) both 

l :~imary drug use 

Year of' Primary drug 
1st use route use 

Frequency use 
(pr imary drug) 

If drug offense, was ~ 
it purely for profit? 
| 

Severity Profile 

DRUG ALCOHOL 

1 [ I .... 

White • WH Black - BL 

HISPANIC: Puerto Rics.n. HPR 

Weekly cost of 
total habi t  $ 

ADDICTION SEVERITY INDEX RATING 

0-1 No real problem, treatment not indicated 
2-3 Slight problem, treatment probably not necessary 

4-5 Moderate problem, Some treatmen indicated 

6-7 Considerable problem, treatment necessary 

8-9 Extreme problem, treatment absolutely necessary 

RACE 
American Indian.Al Alaskan NAtive. AN AsiLn Pacific Islan~r .A PI 

Mexican. I-LM Cuban. HC Columbian. HCO Dom~nica~ - HD0 Other - HS 



01. Alcohol - Any use at ~I 

02. Alcohol .  To intoxication 

03. Heroin 

04. Methadone 

05. Other opiates I anal~es l~  
Pe,,n', ' , lk,  Pz  i i o r p h ~ , ~ , ,  d.ds~,41~l, ,G,,,-.-,,~L, 

06. Barbituates 
| ¢ , , ~ b u t s l .  r e c o i l ,  t ~ m l .  ~ ~ .  

07. ~ /hyp. I tranq. 
: V ~ l .  ~ m ,  m ~ s m  

08. C o c ~ n e  "C,~k-.h,~..~-,.~- 

09. A.mvhetemines 
I , ~  f ~ - .  , , e s  e ~ . .  b s ~ .  ~ s ~ b ' s m  
n ~ .  pah idJm,  ~ m 

1 0 .  Cannabis ~ , ~ , ~  ~ ,~ , ,  

11. Hallucin, 

12. Inhalants oi,,. , ~ u ,  ,~,..~ 

Paurt SO Days SO Day= Bofo~. ~ USE 
la~c&rcaration Ymu's M o n ~ k -  

. . . . • '  " . ~  

, , . ,  . • .  

• . ' .  . 

I 1 1 . .  ~ i s  L ,  " 

" '  . . . .  " ~ " : '  ' ' : ~ '  ' " ' " ~  "; '  "~":~ " ~ i : : "  ' 

• "-' . ' . ' . . ; :  ": . " .  " .  '.~ :.~'i"~:"i' "~ " :i.!:';'." :' 
• . . . . .  . .  , 

J I r  • ! , .  

• . • . . . .  

~"  : l l | 

• l '  " : - " .  ":,:  " : ' : :  . " 1  

: '  .'. i I . .  ' ' ' , .  " . ' : i ' . ' : : : : .~: . . '  

• : .  ~ ":! : '~ .  m . '~.:.~: 

. . . .  • , 1  i i  ! . . "  . ' : ' :  :'I~:L:,'; !.' 

i .: ~.~:' , ,L~', 

. ,  . . . .  ; . . .  

i i  . . . . . .  
' .  " : i /  i::i. : ~'.~.:::,~.-~.i:~ • .:7 ~ . , ~ l . . .  .[" 

I - I  : 

I 

• ~ , ... :... ,.'- . . . . .  ,: ..:i;', 
, .  . .  . 

• ' n " j  ' ~:"  " " :.'::i' ':. !::..:' ' • 
• m u 

• ..  : . " [ ' . . :  : ' .  

I "<: ' " i  ' " ' : " "  :[ " ":" , "  "~" : 

. ." ' " '  f i "  • 

• . " ' "  ",' i ' ,  ' "¢ " , '  " .  ' : " 

I ! ~ "  

: , : :  , , .  ' . . . , . .  

; I 

. ~ • .  , , ,  

~ . . . .  .:' : : i t , . . .  • . 

i. '."'~i 'l il '!~ 
. . . . . .  : ~ "~- ~.i~..~ i' 
• . . -  . . ,  . . ' "  

i"i:.;."'.:'.":" i' "..-.".' , 
I 

, I 

l 
i I 

| :  

13. More than one substance per day (include alcohol) 

DAYS 

14. Which substance is the major problem? (Please code u above; or 
00 - No problem; 
15 - Alcohol & Dru~. Dual Add/ction; 
1 6 .  Polydrug: when not clear, ask) 

YEAlU) MONTHS 

15. H o w  long was your last period of volt:ntary abst/nenoe from t.g./s major substance? 
(O0 - never abstinent) 

Moh'rHS 

16. H o w  many months ago did this abstinence end? 
( 0 0 -  still abstinent) 

MOI~'X'HS 



DRUG/ALCOHOL USE 

17. How many times have you: Had alcohol d. t. 's 

Overdosed on drugs 

i 
I 

i 

18. How many times in your life have you been treated for: 
Alcohol Abuse 

D.rug Abuse 

19. How many of these were detox only? A 1.~.hol 

Drug 

19a. How many of these programs did you complete? 

20. How much would you say you spent during the last 30 days, 
before incarceration, on: Alcohol ~ .. 

Drug. , ...::.- 

21. How many days have you been treated for alcohol or drugs in the 
past 30 days? (Include N.A., A.A., psychiatrist) 

22. How many days in the last 30 days (prior to incarceration) had 
you experienced: 

• ' l , ~ °  

Alcohol l:h'oblems 

Drug Problems 



. o . .  

DR UC,/AL C01-K:)L USE 

FOR QUESTIONS 23 • 24, PLEASE ASK PATIENT 
TO USE PATIENTS RATING SCALE 

23. Dur/ng the pas t  30 days, how troubled or bothered have you bean by: 

24.  At this point  in t/me, how important  is  i t  to you to get tTeatment for : 

Alcohol Problems 

Dru~ Problems 

Alcohol Problems 

Drug Problems 

25. How do you rat~ the inmate's need for t rea tment  for: 

CONFIDENCE RATINGS 

Is the above information significantly distorted by: 

Drug Problems 

Alcohol Problecu 
"" 1 

26. Inmate 's  m i s r e p r u e n t a t i o n ?  
0 - N o  
I • Y e s  

27. Inmate 's  inabili ty to unders tand?  

CObIMENT8 

0 - NO 
1 -  Yes  



Appendix B: Addiction Severity Index (ASI) - Long Form 



A d d i c ~ o n  S e v e r i t y  I n d e x  5 t h  E d ~ o n  

H a r o l d  C.  U m e h e l ,  i l l .  M . D .  

A .  T h o ~  McI .G4on.  P h . D .  

P . ~ m m b ~ :  T h ~ b a n h ~ m n ~ e w .  ~ r a m r r .  

I C a .  O~ ;~S i~T~  S y m e e m  o t  1214)  3 4 2 - 9 0 2 0  f o r :  , /  
| "  r,~oe c o p i e s  o f  ~ C l i n i ~ l / ' i ' r o i n i n O  ASI. 

| o  _Add ' .~ono l in toemmt i lm mbou l  m e  A d d i c t i o n  S e v e r i l y  I n d e x  
l :  _Cert i fmd T m i n m  o in  ~ o d ~ t m n  o f  tho  ASI .  

I o  O m e r - T m e t m e n t  T r m c t ~  8 S o h w m e .  

.. ~.wgas. r m ~ , / S o ~ d ,  m ~  Pr~ :~z~o~c~ .  

AWl Onl~W~i~Itlorl O i l l f l o ~  ill ,~elfi~eelbil. 

I .  'Ibm ~ 30 
• 2 .  U f o ~  Dma 

" . " ' '  " = "  " .  ' - ' -  - , - - , , , .  
- -  uP I I  ~ ~ h o w  ~ , . , . .  a~__ ..___ __ 

~ , _  . . . . . .  ~ v w  . m v W  ~ ~ 

wmmmme m es~h UCll~On. I w i l l  a lso ask lmu  h o w  kml~0rla~" 
t ~ t m ~ n t  m for you  for l ho  ~ ~ n 8  6 ~ a m ~ l .  
The scak~ i s :  0 - Not  i t  all 

I - r , q ~ m v  - °  
2 .  M o d w m m q ,  
3 .  C o n m a m ~ v  
~ - ~  

I y o u  me ue~comfo~lmble i l iVin0 mr0 e ~ w ~ .  ~ (l~*l i a ~ i ~ .  
~ ~ '  ~ me~uene~e h, tamnmt~! 

IN/le~IVIL:~VLCR IN=,; ~ILIC-#IOIIIS: 
1. L m v e  ~o  I ~ m .  

u , r r  nmam nn~e I elMOtivetV i : m m ~ l l e  i~.111~ ........ 

3. X " G u m m o n ~ o l e m w e m d .  " 
N - O ~ n o ~  not  e p ~ c a l ~ e .  

4. 7 o n ~ , ~ t o  * m m ~ w  i f  ¢ ~ m t  m m ~ w e s a m s  t w o  - - - ~ -  
I IO~0e l i .  - ,  m ~ l  

• a a t m n  Notes  I r e  WecmOm:l w~m • ~ - .  

HALF 33ME RULE: If , m a m m m ~ l  m ~ ~ o~ 

mmmm. m m m m l  *o Immm M ll4 im~  ~ 
m m  I I mmm. Ill tm  i i t a l y  
q in Im W o l m  om i m  mmml.  
m e m m a ~ l m ~  m e  eo I m .  

: O N F ~ E N C f  RATINGS: ~ t~,, ,I m .  em~ 

• I ~  m ew~ mmmmt. 

m ~ m ~ m .  
M A  141141 ! 

1. l.i~ examS, m o ~ ' ~ " ~ o r m ~  . ~ _  . 
2. I 1 ~  m * ~ m 0 m  If modi -""  ~ ov kege I ~ n m ~ e s .  

P r o l o m e m .  i.e.. m a ~ u .  ~1~, ;  e m i l  I n ~ o ~ .  I m m ~  

~. ~ J ~ . i n , ~  m~,~ml. ~ . _  J 

m m r a n ~ ,  a ~ w .  n m m ~  ~a~..'0 e-- .,v w , m m .  lww~. / 
~'. ~ , , , ~ , , , ~ . ~ , , : , ~ _  ; ~ " ~ L ' .  / 

~ ~  ~ f .  ~ n .  Ik'mmm. - • - - - w  
mmchar~c. I m ~ m ~ n g w  . - - . :~--  0 m e m ~  enoc~r~m. 
N l i e s m o n .  p luml l~. l  • ~ - , . m ' .  mm, , 'mo~  lailm. 

6. 8em~-e~iecl  lhm~ -;c~, me~nw ~ bm " 
csm~. oo~. ~ .  mmm. aw~**- _--._L. _. • ~v.. 

~ .  n~ctlnm c~'~lor). ,,- mm-u...c~mclu~,. Wdllor. IDol 

B. Homomolm~. -,,-,~--~_-~m. 

C~mm~ 

m m m ~  

;.,.,_ " - n - - -  

"ltm~ Comm- 

II, m, mL a,m. ~ " " ~  

a m ~ .  ,"~'  ~ .  ~ . u l  l i,m. i ,mm, • • 
I~l____mml.~" am' l  O°"m. awlmml, g , l ~ l u .  ~ .  

I i i / i .  l r u . , , i .  Ii1. 

a m e m m l ~ o m l  ammwmmmm. 
b l u m 0  " Zoml.  Tnemm 
~ a u m  ~ m m m m .  I ~ m ,  ~ * * m  " ~ m e w .  ~ r ~  

• m t m m a ~ m m a o r m m ~ m . ~ . , . ~  . ~ - m .  m ~ e i m l  
lid ~ - " " ' v  mw atom 4u anom. n ~  ~ n  p ,en~  

• , . ~ m m  i I I U  titan I ~ .  Vine wqmdO - ~  -..- ,s,-, ~ _  ~mmmm....,.~ dh ~ ~ "ram mm m,, 1ram Imor I10 
~ . - - ~ - - " ' - - "  - - " = ~ " ~ h a u e m m l ,  m u , , m .  N m m m .  a m ,  a ~ , .  
~ - - - ~  _. ._.  ,m = , m  a m  I , w .  m , . m m  a w  om, m m . ~ . ~  

nmlmmm~ Imlesl lW llim ~ W lipWimml i..i.,,.._ ~ 

• w . a m m  N "  w , L  l , , .  i ,  v l m o ~ w l ~ l ~ , , , m m  
"mPam'  m m minim a m m l  ~ ~ esmmewmiod 

~' A l u m l l  tO m l ~ m m  l l m l  nol ~ e s m l y  morn ,~m~t ,  ._. .  m,, 

mae n i  j IinmQ. i . . , . - . _  ,_ ~ ~ I I m m  - -  • ,.---.~ ,n mm mmnqD, ~ mttpi n m l~tmf ~ ~ Inmo mhmm# amm~a~m. . .  
) I~1~ W u k  m m  mmmiemt  

:~Wow ma~v ~mm tn me N m  30 I~we ~m~ t a m ~ _ l  
• Hmn,' m~nV Vwel  m v ine lihl ~ vm.~ eolukn~ll~ ~ _ .  ? 



Addiction Severtt~ Index, FiSh Edition 

GENERAL INFORMATIO~J "" 
ID No.: 

SSNo,: 

D ~  of Admission: 

"D~e ef InmnAew: 

Time ileilun: 0~txt: 

Time ~ :  HOU~ma, n ~  

C o n u ~  Code: ~. 0n ~enm 

em 

=. a, ok , , , .~  

:l. Md  

Genck~. 
2. ' rel~lm~ I m  AS0 mun k dn m 
1 .M~  :l. I~nmle 

Tmmmem r=~ocle No.: 

Interviewer Code No.: 

O 
D 

Speaad: I. ~ 
3. Pxmm m/u~  3. Pro,ms unme w nmann [ ~  

• m ~ m e  t 

amm~ ,11 

1. HOW lOng hav~ YOU l i v t d  ml th is  
addrelm ? ~eanuMmnm! 

2. Is 1this mcIdnnm owned by  you  or 
your tmmiJy? 

3. Dxte of II~th: 
IJ~nm,'Dev~ei! 

4 .  Of w ~ t  rmco do you  consider  Yourself? 

3. Ammmn ~ 7. ~i~me-~hnno ibun  
4. A~mu,~ ~ II. 0~mn,c-CuNn 

S. Do You have m mlioious m f e m m : o ?  
I .  Iqmema, m 3. J n , i m  I .  Oaw 

6. Hove You been in m c o n ~  e n v i ~ t  in 
me past 3 0  clays? 
1.No 4. M Iam i  l'mmmma 

" 2 .  _Jd li. ~ Tnmma~ 
3. A ~ u o , w  Trim. . i l .  Onw:  
) A mam. me~eu:~l~r, mmmA ecmu m'anul~wunma. 

7. H o w  many day,s? 
> "m~* if Qumsum No. 6 m I~.  P4tenl w ~ a l  
mmmm' et aoye cleum~ m m~ rest 30 atom. 

h r~,.. 

o,o ,.,. [-7 j . 

I-1 

D 

| 

I 

ADDITIONAL TEST RFRUL'/'~ 

I 

J 
[ 

GENERAL INFORMATION COMMENT.-- 
. ~ h qUmlmn emnmef m ~ ~ I 



0 

MEDICAL STATUS . .  MEDICAL 
, COMMENT~ 

1. O'Oowmamy~rminyour~ehov, youb,~ [ ~  I " ~ ' ' " ~ ' ~ ' ~ " ' ~ ' ' ~  
hmw~ml~d for mecScJnl ~oblems? 
• ~ O.D.'s. D.T.'s. lizame ~ olcshaimmO, end 
ImYglmnc Immmml Pd avlmfm ~ no onma~ttmmL Emwme 
numoer et n w ~ m  , ~ , ~  tar , q d , ~  p~m~m. 

2. Now kmO ego w u  youT last 
h= lWts l i~ t ion fo~,  / 
phy l~a l  probhlm? vn. I~L.. 
• ff no  ~ m m c i q a t l ~  m I=~ntmn I .  ~ mm mmJd IN * i ~ * .  ~ .. 

3. Do you haw tony chronic medical 0. ko I. v e e r ~  
problems which c:onl~nue to interfere with your I ._J  " - "  " 
life? 
f f  "Yes"  menffv In eonynentl. 

- > A a P v ~  n ~ m ~  c~ndncm m m aMwmus p h ~ l . ~  m, medlcm/ 
~ mm m a u l s  mOulw mini. h 4 . .  ~ . c m .  c lqwry 
mvmmx~ gm'~nu~ ~ ~ , O s  o~ ~ w  mlhms. 

3b. < OPTIONAL • Number of momhs progrumt: [ " /  
~' "N" IP~ a u ~ .  "~" t ~  nm gu~lpnmn~. 

4. Ale YOU raking i n y  Pmsc~d~ld O - ko I • V e s ~  ~ "  
mechemicm on • mSuler 
for • IPhysJcal problem? f f  vo l .  xnecffv in ~ t s .  
>M~aaulm'~ ~ b,t • ~ Ira, mm~=ad cmlaxm~: anm 

mv~mn~ aN~:mm. Inm~ me~aa~u pmscr~  wqwmm, e~ nm 
n~ N~mt i ,~v~ay wu~  morn. Ths m~am m W vmtV aOv~,c 
mal~ol ~m0ems. 

S. D o  y o u  m ~ m  • I)ens~on for • 0 - ~ 1 • v e s [ ~  
phymrJI d isabi i~? 
> *nmm wanu~" ommmumm, o~k~o imm,~mnc clmmam,. 

ff  " Y e s "  sm~dfy In eommer, m~ - - .  

6. How m~ny doy~ have you onc~erienc.od 
med i r j !  prol~ems in the Past 30 days? 
~' D° n°n "~lu~ ~'mems chmasv rdmN~ ~, arup~k=an=l. Inau~ 
Inu. cma~. etc. *n=u~ ew,c~s ~ n,mm~ io an4Wlmhal. 
wo~h wm~ e ~ n ~  e ~  E ~he ~ m mm~mt le4, . 

O m t l m ~  • • I .  w ~, ~ -..;;:~., ~ I 1 ~  ~ i ; - ~  R~,.~. - , - . i s .  " 

7. .~'.~w l,'oubled or bomorocl h e w  you boon by D 
~oeo  medical problems =t lhe ~ 3 0  clays? 
~' ~ ~ ~o wamem m,vm ~ Quumm ii 

8 .  Now im l~ r t lm t  to you how is ~ r i l tme f l t ' l o r  [ ~  
these medical problems ? 

INTERVIEWER SEVERITY RATING 
9. Now do you into th. pat~m's n**d for F~ i 

medic~l l~mtment? 

CONFIDENCE RATINGS 
Is the above reformation smn/ficanm, distorted by: [' 
10. P a t e n t s  mmmpresemmion? O-ko I -vw r ]  

1 

1 1. Pal ient 's inanbil~ to understand? 0 • a~o I .  Yes [ ~  



EMPLOYMENT/SUPPORT STATUR 

1. Educmio~ c o m p ~ e d  ~ ~ J  

tormol ock~,et,on cxdy. yrs. 
2.  Training or Tectmk:xl eclucmion coml~esecl: 

) F e n u u m l ~ a ~  ~mmg eMv. Ir~ mewmv mmmg. 
em~ meluN U~mmg U ~  cnm N m4~ m avtl~m life. 

3 .  D o  yOU hove  • p ro fess ion ,  lnckn,  o r  ~ l - v e t ~ l  
ekm? L--J 
) ~ .  e m ~ t m m ~  old1 e m u ~ n  m m u p  n ~ .  
I f  " Y e s "  (Xl>ocity! 

4. Do you have • vxScl clriver'8 5cenN? ~ l-vet 
• Vol~ knmee: nm ~ W .  

S. Do you h a w  an automol~1~jvailable? 0 - ~  I .v - -  
) It ~ w o r  to No. 4 a "No'. men IJlo. 6 mul l  IN -No-. Don  

nm ~ ~ ,  erdv n ~ s u ~  ~ v o n  o ~ g u i m '  tmsm.  

6. How long was your Ionge~ lug / 
~ e  job? / 
• Fun Im~ . 3 6 -  haunn ~ ~ not Yrs. Mm. 

~ m a n  moel mmm i ~ .  

7. U s u a l  l o t  18811 occupation? 
tspec:ffy) L_.J 

t ~ e  M o n , , ~  Co~eg~',N Re0em,mm rel,z~Itl 

8. Does someone  c o n ~ b m  to your ONe l-Yet 
support m onywny? 
• M ImtUm~l ~ e l w  e~gulm. ~ |Lit . .  e~Eh. I~od.  JqdJz~wqjJ 

te~m h j m e v ~ ,  m ~ m e  U e u H ' e  ~ z m :  ozmkMe e u p p ~ 1  b y  

9. Does mis const i tute me major~y of 0 - ~  ~-v.- 
y o u r  81Jppor2~ i_.J 
) l f N o .  O m ' N o ' . m o n k o .  g m O N * t o ~ N / A .  

10. Usual ern~loymon! Pe~[om, past Three y~ore? 
1. I r~ ume O S .  houml 6. l l e r v ~  

3. Put  0~me i m s g u ~  ~ u r s !  ?. Unemmmmd 
a. 8~o~nt 8 .  an m m ~ n e ~  ~ 
) A n s ~  ImmalM f l l l ~ e m  me m ~ n t y  of mo lem ~1 ~em.  e~l lUSW 

m 8  mosw mc~mt  e m s c z m n .  It the~. ore emm U m e 8  t e r  ~ m e n  m ~  
~uqPorV- a ~  mm ~ I~us ~ mo~,o ~ummt i;~um~m. 

S 1. HOW m a n y  Chlys w e r e  y o u  I ~ i d  f o r  wor l r ,  m 8  
me past 30  clays ? 

/ 
Mm. 

H o w  muL'h m o ~ o v  d i d  y o u  rm,-'~vo throm ~ f o f l o w t n a  t O U r L ~  
in ~ nmlt 30  dnv l?  
12. Employment? 

) l lm of *lake I v ~ e *  pelt. include m~, 
*un0m' the 14role" 

13. Unen~loymenz Coml~n~t ion? 

14. Weffom? 
• m t ~  IltammL I m ~ a r m 0 a n  

" "mamY In .nOW IW on e g m ~  W go W m~l I tem mmnMm.  

1S. Pensions, benefits 
Soc~l Secumy? 
• mma~ Omal~lmr. lmmmm, m t n m m L .  ~ t e n m ' e  Imnet~.  $J~ • 
mmlulrs' ~ u c m .  

EMPLOYMENT/SUPPORT COMMENT~ 
lw~iuZe mRSl~'z mlmD~, w t ~  t~mj, m l  

g 

I 



. ~ . .  

EMPLOYMENT/SUPPORT (cont.) 

16. IVI~o. f e m ~ .  or h'wnda7 
n, Mmw tot ~ emmms. ~.o. 
mmmeJ, ~ , i n j u re  mumN ~ i~om0 ~ .  gramme). ;kmom 
Qmh PoV'~m era. m wmegam ~ m ~ . w e l .  ~ t, mm 
mw~. Imm~; .  mmmunm, m taurus, mr..j 

17. lUeoal? 
) Cam eIM:~e tmm eml; eu~q;. 
q t m m ~  mare imml. IlOmblmg. mmmm0m, e r .  
mlomm to eomln m4N e~hmOed m m ~ l w  ~ .  

18. HOW many people depend on you for 
m j o n I y  of 1their food, ohel l tr ,  OLC.? 

I ~ot I ~ Imtmtm ~ ilff-itutmo~m~D ~ oI~. 

19.  How m a n y  clays hove you e x m r i e n ~ c l  
eml~ovment  problen.m m the ~ 30  
Oal~?" 

or ~ ~ Pmoa~ ~ m m m i t  m i ~ .  

~aNtim~ 20 • 21. amk ~ :..~'_,~ eo use II~ ~'~.~, R.,~-~ .~__-~_. 
20. ,~ ,w tnxd~ed or bothered havo you been by 

U"m ~ Promems m me mml 30 dWm? 

i ~I~. 

21.  How imlmmmm m you ~mw. b ctmemeiing f ix 
thole employment problems? 
)Tin mmm'e nmngm m O m n m  20 • 21 mgor to Qmmmm I t .  

INTERVIEWER SEVERITY RATING i 
22. How would you rate the patient's mind 

for Imploymenl[ ¢o&n~el/ng? [ ~  

- CONFIDENCE RATINGS 
b the abov~ information sig~f icantty d i s t o r ~ l  by: 

23. t*otient's mmmpruentat ion? Odvo I - vn  [ ~  

24. Pabent's inabil i ty to tmOerstand.~ O4,o I . V n / ' - - 1  

tmmam qm, m,m ~ mm ~mur A m l  

o 

i 



DRUG/ALCOHOL USE 

i ~ m  ee a4mkVem~m I m s :  
1. Of-' : i. kosol 3. SmJ~O 4. ~n-0v mmsam 6. N 
l l ~  alw unml w moss ~ a~n,i~e. Ir~r m~e m m  aw~ ~m~e. ¢ ~ m ~  ~1~ 
~ Immm. 'lrl~ ioutml ~ i m ~  ~om i ~ l t  l14~ml to most iNrvwl. 

14ram of 
Post 30 Dmnl IJ inm~ 

ol Aks.t ~ . .  , ,  - . ,  i i 
0 2  

0 4  

0S 

0 6  

0 7  

O8 

O9 

1 0  

11 

12  

13 

14 .  

14b .  

15 .  

M e t t ~ d o n e  

• h ~ m a s e s  

S e d o t h n m ~ - I y p n o ~ c = /  
Tronc lu i l i sem 
Cocmme 

A n m h e w m m s  

Cannab i s  

14aWucin~e,B 

Inl~lant# 

M o r e  t h a n  1 substmnce 
pe r  d a y  a n a u n ~  m:w~J  

A c c o r d i n g  to  the  i n t e r v i e w e r ,  w h i c h  
s u m m n c m  is m e  n ~ o r  p r o l ~ e m ?  
) I m m m ~  etQd4 c l a m  ehe m 4 ~  clmg of 

abaN. ~ me W n u t  to me aru8 m ~ml lams 01-12.  
"OO" e m w o m m .  " IS"  m W~hol & em er m Omgs. 

< O P T I O N A L  • A c c o r d i n g  to  m e  pa t ien t .  
w h ~ h  subetmnce u m e  m a j o r  p r o b l e m ?  

H o w  l o n g  w a s  y o u r  last  pe r i od  o f  v o l u n t a r y  
m l 3 s t i n o n ~  f r o m  th is  m a j o r  subs tance?  
• Lares l l l lOmDt Of I t  iooI I t  ~ I ~ .  ~ nm:osoaIMV 

D 
0 
0 
0 

S 
rn 
D 
D 
D 
i 

me Ion0u t .  Pertain of ~ , d : m t ~ , m  ~ nnt mum. 
~ e  of e n n i .  memeOono, of m m  w e  4unn0 
eomme~a no ecnJm. ~ m ~ #  ~ ~ ef ~ .  

00 - nHer  eosl,nw~. 

16 .  H o w  m a n y  m o n t h s  a g o  d id  th is  
mbn~.m~-e end?  
• "NN" i l aum, m 15 • *GO" 
) h i m  w auos tm 15: "00" ,, etm ebmmm.  

~ Q  

17 .  H o w  m a n y  t i m e s  ~ y o u  h lKl :  
A l c o h o l  D T ' s ?  

~ o s m d  o n  D rugs?  
O 

~Vdem Thrums WT'#I: ~ 24.48 horn ad~ Im#t ~ w 
e q l n i f ~  4ocmeo m mcohom amake, mokm0, m ~  eqmmmlmm 
~ .  Iwikacmmms. they ~ y  ~ mmlcad ~ l e m m .  
O m ~ m m  ,'1~,':. R e m m  an tm 'vmm IW someme Im m o o ~ ,  not 
rumply ammpmg at oft. r ,  c k m  su, cae mnempw IW OD. 

DRUG/ALCOHOL USE COMMENT~ 
I m  qn,nBfmm5 w wnm w m l  

o. 
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DRUG/ALCOHOL USE (cont.) 

18. How t o n y  times in your life hove you m n  zroamd 
for:. Alcohol abuse? 

Drug m ?  

20. 

21. 

• ~ ~ . : m ~ .  Nlfmmy ImaNs.'IrVouzpm~ mumek~. 
~ &AM NA W :1- meem'qlu m eem meml~ imnWl. 

How t o n y  of these m clotox m'dy? 
Alcohol? 
Dn~,? 

z)ff oAmzl~m 18 i, "00". ~ m 19 m "NN" 

HOw much' money would you u y  You spent 
dunng me past 30 doys on: 

Alcohol? 
Drugs? 

• Only eeum o~uul mm~ev mmu. Wl~ut a 
~ t ' ~m~ tmmten c ~  ~ mmgwgamd~ 

How many days have you been l~uted am 
IIn OUtl~ltNm| for mlcohol of drugs in the 
P u t  30 days? ~ ~ l  

21b. <OPTIONAL> How many days hove 
you been I~ated ms an in-proton! 
for alcohol or drugs in the pmlt 30 days? 

22. How mony Cloys in ~ plmt 30 have you 
experienced: Alcohol problems ? 

Drug problems? 
) ~ m~:. Cmwql. Meweu, e evmemmL 

• I in me pest 30 days by these: D " 

24. 

25. 

Alcoho~ pmbbms? 
D r ~  prob~ms ? 

How intportmnt to you now is troammnl 
for lrheee: Alcohol problems? 

I N T E R V I E W E R  RATING 
How would you rote ~ patkmt's ~ hw 
treatment: Alcohol problems? 

Drug m~,ms? 

C O N F I D E N C E  R A T I N G S  

Is me ~ o v e  infom~tion u ign~i~nt~ d m o r t ~  by: 
26. Petmnt's mmml~rnantatkm? 0-~ l-vm 

D 
[ -1  

27.'Putient's inabiiny to underusand? 

D 
t 

| 



LEGAL STATUS 
1. W ~ m b ~ ' n i m ~ . p l m m p m d m '  O-No ~ . ' ~ ' I ' ~ ]  "" 

s~iies~i~ ~v ~ s  ~ I  ~ sysmm? . 

~ i ~ l i  ~ u i l ~ m  ~ ~ i ~  m m s ~ W l I .  I . i I  

H o w  r a i n y  ~ m ~ u r  flf~ h e ~  ~ u  b e e n  m w s ~ i d  

Imd ..=1,mrn~d ~ the fol lo 'w'ma: 
so Ammm 

. 

03 I k~edm.Nm~.  

" 04 P m ~ m o e m m  

0s o , w  o , , ~ m  

07 w w  o f / m  

o 
I ~ l  
08 n o m l ~  

1S. 

16 .  

17. 

- " T ~  14e Pmmm~dm 

I - i - I  -  r-I-I 

m=moe ~ ~ aI) a1~s. smms ~ m  ~ e s m  
olkat, InlkalI gIl~mol ~ Isvlr, 

H o w  m a n y  of  these c h o r g u  m u f f e d  
m conv(c~ons? 
) I f  0) .14 t "00", I ~ m a u m m ~  16 g, "NN'. 

) Cammrum~ I fmM. p r tmmn,  mr.m~m~mms. 
eemmm~, enn i ~ n y  m .  

m t m m w  in va, u~ l i e  h s w  ~ been ~ wqh lhl  hAIguHna: 
Diso rde r l y  concluc l ,  vagrancy ,  
p u ~ i c  i n t ox i ca~on2  

Dr iv ing  w h i l e  m t o x ~ J t e d ?  

18. Ma jo r  c l r ivmg v io la t ions  ? 
• aviov~ng wommns: sam~nlk nmmss atom0. 

ao i~mw41, otr.. 

19 .  H o w  m a n y  m o n t h s  w e r e  you  mcart :mlr loc l  
in y o u r  l i fe? 
> ,  ~ 2 w~t .e  ar mere. round mm up 
So I monnt. Imt toud numb~ d atonms amm~enmM. 

2 0 .  H o w  l ong  w a s  y o u r  las t  
i ncarcera t ion?  
) rrn~r "NN* H tmm~ m~mmnmJ. 

2 1 .  W h a t  w a s  d for? 
)Use i=oOe 03-14. 11-1| .  ff I 
m mare ~ ¢o0e. lnmr "NN" II ~ incwcm~ed. 

22. 

23 .  

24. 

Are you  p m s o n t t y  o w n i t m g  0 - No I - ~ r a r ' ~ l  
charges,  tha i .  o r  sen tonce?  L . . J  

W h a t  for? 

(Dm't iR=h~Oo ew# =i~U,. tmmm, o a ,mm~ ~llw~so ,~ m,,,~hN~. 

H o w  m a n y  clays in the  ~ 30 .  w e r e  
you  c lemined or  i n c e r c e m t e d ?  
) m  I~m0 onmned inn mleNod m me ~ clay. 

LEGAL COMMENT_~ 
/ qMemlm m~llN~ ~ I ~ 1  

I .  

I 

~0 



LEGAL STATUS (cont.  
25. How many chWs in the Des1 30. hav~ 

y~u ~ in ~I m ~  far profit? 

F 
2 6  H o w  me  " e. • ~ ,  

• norm do you levi your Present 
k p l  Im'obq.,na o re? )emu~  aw ~ 

27. H°w. imporumt ~o you now is counul ino 
or mvomll for 1hose Jepl probien~? 

e ~ n ~ e  amemom muno • ~ ~ ~ ~ Io ~ emm~ g~, 

I N T E R V I E W E R  SEVERITY RATING 

How w o u ~  you m e  me Petient'm need for 
/~gal services or coummSng? 

CONFIDENCE RATINGS 

28.  

Is me mbov~ infom~lk)n mignHicemly distorted by: 
29. P~t~nt 's  n ~ r e p r u e n ~ t i o n ?  

30. I~t~em'8 ~ to umkmumd? 

L E G A L  C O M M L = N ' T ' p  

ll~kme a u x i n  ma~ll~ w~h ~ a ~ s  I 

_ F A M I L Y  H I S T O R Y  

-.,--v,u ,my1 leo tO ~llatment;P 
MoTher's S ~  
Gran0mother 

3rano'/ether 

4o~hor 

unt 

ncle 

° " Ca '~  ~IR 0a, an m m m  m mm m , w v  _ . 
• , h , ~ -  I .  c ~ , , . ~ u ~ . , , m , , m , ~ m , , c , , . . _  " ~ " _.unmlma,~n, tk, m ,  

"0 C4mBgl m ES N t g l ~  Ntm' l  ~ k . ~  " - ' m " ' .  11~ S llmOqNN' m i ~ 

en mmm ~ ,  



FAMILY/SOCIAL RELATIONSHIP-(; 
1.  Marital S ta tus  

~ 4 ~ m ~  ~ 44~w~me 

. 

. 

4 .  

S. 

. 

D 
)C4mmon.iow ~ - " l " . l l c m ~ v  moommm~.  

HOW 10nil h a w  y o u  b * * n  ~n / 
t h ~  m l m ~ l  s t a t us  (O 81)?  / 
) a  m ~ r  m e m ~ .  m m  e,n~ olfe 18. ~m. Mm. 

A m  y o u  sa t i s f i ed  w i t h  o - ~  ~-mdmmm~ 2-Vu  
s i t ua t i on?  

) k a l a M  - ~ v  l q  I N  I . ~ l m n .  
Ibd~rs W Q u o r u m  t & 2. 

Usual  l i v i ng  a r r a n g e m e n t s  I p u t  3 y~ors) :  
1-w~m mmu~ mm'mmr • olVlamn Ii-wnh lemm~ 
2 . w ~  asm~ N r m ~  mam 7.a~me 
=l-wm~ ~ m ~ hMmn.  
4-vwm m ~ ~ monge~e~  
S-W~ h . ~ y  
) Cawme ~ m n g m u n ~  mm~ mp,wmunk~  04 me emm 3 m .  ff 
m m on mmn imln m .me ~ mmm ~ m l m ~ m m .  a~oo~ 
me mo~ e~mom onmOmmem. 

H o w  k l , ~  h a v e  y o u  lh~ld i~ / 
these  m T e n g e m e n t l ?  
) It m m  Immm~ er Mmlv. em~  ege 18. Ynl. M ~ .  
) Cane ~ r s  onn monms I ,w~  ~ a,~nl;mme~n ~ Gues~m 4. 

A m  y o u  u t i s f i e d  w i r e  o . ~  I . , ~ m  3.~es ~ ' ]  
these a r r a n g e m e n t s ?  i ._J 
) ,  ~ pogrom; ~ t~mlV, as~e oge 18. 
) ~ Wm~; 4~d m Iknng m ~ m Oulstkm 4. 

[:)9 w u  l ive  w i r e  o h m  ~ -  
6e.  Has • c u r r e n t  mlcohol p r o b k ; m ?  

610. Uses n o n - p r e s c r i b e d  d rugs?  

. 

. 

. 

9 A .  

,Ddvo I-Yes D 

0-No 1.Yes D 

With  w h o m  d o  y o u  1 4 e n m  2 4 n m m  3-A~am 
spend  m o s t  o f  y o u r  tPrie l ~ e ~  

) l l o ~  • ~n~aneqm m, o lamdv I~r immm. mm~ 
mov m ~ t  ~ h ~  to mmm as tom~*v mrm41h0~ I~m cecum, era9 • 
tnm~l. IqmNW - -nm to Im m / t r m l  Io as " l m N l ' .  

A m  y o u  u t m f i e d  wf l th 0 - ~  I - ~ , ~ m ~  , l . v u  
sp~mdin 8 y o u r  ~ t m ~  th i s  w i l y ?  
) A I M I l i l ~  IqllmO~ml IIIM~ i~dCOlll IIMI I lu  i l m l l ~  ilmtlrllilV Ikluls 

HOW m a n y  c l o s e  h ~ l n d |  ~1o y o u  h l l v~?  [ ~  
• S ~ s s  met m m m  ¢lme. EzeUse lenv~ L.-J 

mt~m~(rs. These ee~ "em:mmcM" flmnmm~Ds or muw~W.mooanm 
ealalmrmevps. 

W o u l d  y o u  s a y  y o u  hav~l h a d  • (dose rm:q~rocal  
mla l ior tsh~p v v i l h  I n ¥  o f  t he  f o l l o w i n g  p e o p l e :  

N k a u ~  Pw~m~r/Soome 

Pm~,  D Chinmn 

0, ,  Cauny No h r  on m ores.  X,,  U n o m m o f  Unmom~ 
I m C l u ~ r  Y n  to,  J~r m cseu. N o N m ~  m o m l m N .  

:. Ibv m .  ~ ~ "mnBt ~ would ao m~Vmmg t ~  cmAId to 
hstP m m  oLn ~ m ~qletla*. 

FAMILY/SOCIAL COMMENT_e 
Immah mmslmn m m ~mw ime~) 

O 

B 



F A M I L Y / S O C I A L  (cont . I  .. 

~ , ~ - : , ~  lafious mbleml ~,,;~ma mlono ~-~',,,, I • 0 "'1 nmasl ~n U--,d.---- *NO I -Y~ Pml30eevs  I~YeurL l~ 
• v .  m e u m ~  F " I  ~ '  

" ' ~ " ~ "  /-1 / "  - - - - - - - - - - - - - - - - -  
' ~" ~ ' "  " " ' " ~ " " '  I " 1  I "  

~s. O o , ,  r . , , , ~  I '--1 I - - I  " 

" H H . . "~"~, - -~ , , , , ' , , , , . , ,~ , ,~ , ,  ~ . ~ 
an immmt. "~ '~"a  w same eerl. e m w  I~v leleee~m~ ef 

Did any of theeo n e ~  fOu;~.:~,~, 1 0 . 1 B I  abme vnul 
't m,. [-mo~o,.,=nyl, o . ~ o  ~ - v , ,  ~ , ~ = o , , , ,  ~ , v~ ,u~ ,  

,0o ~ - ~ ' - ' - -  I - /  LJ 
• " -  --.--' - , , , , - , - , .  I.J L] 

I 

21. Social problems 

_Mow - ~ m , ,  to m ,  n o w ,  l='~v..,~t 
1~,. Pemi ly  p r o b l e m s  er c o u ~  for : 

• Pmie~t i ewSirNp I~m Iomdy'e ~ ~ ~ Ira' 
w m m ~ .  ~ m i n e r  me t  wmae im ,mueqp m emme. - ~ -  

23. llecml WmlINR am, 
) E'nu:*'nSo gmtmmro q ~ oook u ~ m n m l  got m 
~ e w  PmeJeme " ~ .  mebi~v to e a m i ~ ,  m e , - - -  
e m e m e o a m  web e m n s .  ibmme nnmll meuae rake m e m m e .  
I°¢um- ennt~ss, er e e ~  o~mue leablm~.  Eamale m t l ~ m  

I N T E R V I E W E R  SEVERTT~ R A T I N G  
2 4 .  H o w  w o u l d  y o u  ra te  t h e  Pa t i en t ' s  hOOd fo r  

ton'e ly e n d / o r  IOCJal COU111il~ng.~ 

C O N F I D E N C E  R A T I N G  

sSme ~ - ,  mfc.~n~tion e g ~ n ~  d ~ o n ~  by: 
• Patienrs misreprmomatem? - -  

0 ~ o  1.Ya D 

O 

i 



P S Y C H O L O G I C A L  S T A T U S  
I .  How many t ~ e e  hove you been ma~ecl fo~ 

amy pey¢~o~ogicol or emotional problems: 
In • Hospital or in~tiem mining? 

0mpmiemm~nne pomnt? 
) Do not t~kme ~ o l iN .  m~o~m~t,  er eem~ 
o o m  Imomm~ op~We ,, m ww~ew of m~0 o~ leu 

. 

~ I l V l l  

cl im~ 

. 

4 .  

. 

m 

e m m ~ a  ,mm er u~mm~ MW. ~m me e u m ~  cd v~m ar 
mmmm~ m .  
~ IEmw 4,egnmm m oommoma. Imow~ " D  

Do you m • pension for • O-m l .v  
Smych~mc c , u b m w ?  

. 

7. 

. 

. 

10. 

11. 

you hlpd • m[nnffiCam ne~ll~ of t ime from w u  nn~ • 
r R u l l  of a icohol ldrua Uql} ~ Which ~ have: 

0-No 1.Yes Pest 30 Dews I.J~Nme 
Exmmncmcl nrious clepqmskx~ r ~ l  
u~ees, hopeleuneu, loss of L~J 
~mm.~ ch~=utW v~th c~i~ funclkm? 

SxlxmencsKI serious snz ie ty l  r ~ l  
l . .J  

r o d ,  inabi l i ty  to feel I r l~x lKl? 

EmNrkmced h a H u c i n n o ~ . e e w  ~ r ~  
or he,,rd voices tha l  were not them? L._J 

Ez~eriencecl trouble unders tand ing, ,  r ~  
concentra l~g,  or mmemberin0? L--J 

Expehoncecl umabie controgmg 
v k ~ m  b ,  havmr mc~u~lmg episodes of 
rage. or violoneo? 
• Pmmm ~ Im ~ ~ ~ f m  of OlWhOIM~os. 

Experienced eenous thoughts of  suicide? 
)pomm eonmmlv o~mmomd o I~m I~  ~ m l i  

Wil. 

Attempted suic ide? D 
• m o ( : ~  ~ g i l t . c a  (jr otlNmmltll. 

Been I~escTibed medicat ion for  l i l y  ~ J  
pllyChOIOgiC~l or emot ional  probil lmS? L..J 
• Im~momo¢l lot me p m ~  ~ kiD. ~ "Yes" 0l • m~l~mam 
w~e imm~oed ~ W mm pmlm i n m  ~Uq i  L 

H o w  many days in Ihe PaSt 3 0  
hove you expehenced these 
psychological  or ennotionol prob~enl?.  " 
) l~m m m  w wa~m~ no~d m G,mmom :1-9. 

r,~ (~uo~e~ 12.13. mk ~ N I ~ M  I~ usa ~ IhnioM ItMtm: Main. 
12. HOW much hove you  been Uoubled 

or bothered b y  thol le myl:hologk:81 
or emo~onal problems m the ~ 3 0  Clays? 

13.  H o w  important  so you  n o w  is treem~ent for  J " J  
these psychological  or emotiorml problems? I--J 

P S Y C H O L O G I C A L  S T A T U S  C D M M E N T . n  
Immllo m mmiMr Idlh wur mmmm~ 

I 

I 



PSYCHOLOGICAL STATUS (com.~ 

fnSnwk~ h m  -'= Io bo ~.:---~:,;i,d by ~-, 
ImmAewmr: 
At the time of me in~.v~w, me p~dem w~ :  
14. ~ 0tOmUqKI/~Vtl~lrnv~ 

16. ~ mnxioum0n, n,ma 

17. 

"18. 
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Appendix C: Texas Christian University Drug Screen (TCUDS) 



. ~ O Q  p 

i 

TCU DRUG SCREEN 

During tlae last 6 months before prison - 
I Circle Answer I 

1. Did you often use lar~zer amounts ofdn, tgs (including alcohol) 
or use them for a Iong~ timz than you had planned or intended'? ............ O=No 1=Yes 

2. Did you try_ to cut dov,'n on drugs and were !.mable to do it? ................... 0=No 1=Yes 

3. Did you spend a lot of  time. geuing drugs, using them, 
or recovering from their use? .................................................................. O=2Vo 1=Yes 

4. Did you often get so high or sick from dnlgs that it -- 

a. ~ept you from doing work, going to school, 
or caring for children? .............................................................. O=No ] =Yes 

b. caused an accident or became a danger to you  or others'? ......... 0=No 1=Yes 

5. Did you often spend less time at work, school, or with ~ e n d s  
so that you could use drugs? .................................................................. 0--No l = Yes 

6. In the last 6 months before prison, did your drug use oRen cause -- 

a. emotional or psychological problems? ...................................... O=No 1 = Yes 
b. problems with family, friends, work. or police? ........................ O=No I =Ye.~" 
c. physical health or m~ic.~l problems? .... . ................................... O=No 1=Tes 

7. Did you increa.¢e the amo~mt of  a drug you were taking 
so that you could get the same effects as before? .................................... O=No l = Yes 

8. Did you ever keep taking a drug to 
or keep from setting sick? ...................................................................... O=No l = Ye.~ 

9. Did you get sick or have withdrawal when 
you quit or missed taking a drug? ........................................................... O=No /=Yes 

10. Which ~ caused you the MOST serious pr0blemx 
in the last 6 months before prison'? [SEE LIST BELOW] W o n t :  . . . . . . . . . .  

DRUG # 

T ° 

DRUG# 

DRUG # 

CHOOSE "DRUG #s" FROM THIS LIST: 
O..None 3. A[arijuana 6. Tranquilizer-~" or seda/ivp~" [ 
I. Alcohol 4. Cocaine or crack 7. Hallucinoge~a" L 2. Inhalants 5. Other stimulants 8. Opiatp~" 



o O t  

I l. How often did you use each type of d r u g  

" duthlg the last 6 months before prison? 

- I t ,  ~ C O ~ O I  o ° ° ° °  ° ° °  o ° ,  ° ° °  ° o °  ° ° °  ° °  ° ° °  , ° ° , o °  ° . . . . .  ° ° ° ° .  . . . . .  ° ° °o ° , , ° ° ° , ° , ° ° ° °  

b. Mari_iu ~ ' H  a.~hi.~h ............................................... 

c. Hallucinoger~/LSDIPsychedelicslPCPl 
mushrooms/peyote ............................................... 

d. C_C/:p_.e..l~ Fre eb a se .................................................... 

e. Heroin and Cocaine 
(mixed together as speedbail) ............................... 

f. Cocaine (by itself) ................................................ 

g. Heroha (by itself) .................................................. 

h. Su~ct Metimdone (.non-prescription) . . . . . . . . . . . . . . . . . . . .  

i. Other Opiates/OpiumtMorphindDemerol ............. 

j. Metharnphetamine/Speed/Ice/Other Uppers .......... 

k. TranqtfdizerslBarbiturates/Sedatives ..................... 

1. Other (specify) ...... 

DRUG USE IN LA~JT 6 MONTHS 

ONLY 1-3 I-5 ABOU r 

A FEW TIMESA TIMESA EVERY 

NEVER TIMES MONTH WEEK DAY 

0 II 2 3 4 

o 1 2 ~ 4 

o l 2 3 4 

0 l 2 3 4 

0 1 2 3 4 

0 l 2 3 ,4 

0 l l  2 3 L} 

0 1 2 ~ 4 

0 t 2 ~ 4 

0 t 2 } 4 

0 ~ 2 ~ 4 

0 1 2-. ~, 4 

12. In the 6 months before entering prison, how often did you in_iect drugs with a nee.Ale? 

O. Never 1. Only a 2. I-3 tim~v 3. l -J  time.v 4. About 
"few times a month et week every, day 

13. How serious do you think your drug problems are? 

O. Not at all 1. Slightly 2. Moderately 3. Considerably 4. Ex~eme~ 

14. How many times before now have you ever been in a Chug or alcohol 
treatment program? [DO NOT INCLUDE A,VNtJCA MEETINGS] ............................... Iml_! 

# Tn, lr.S 

• . . now ........................ 0 = ~ o  /=Yes* 15. Do vou think you  need treatment for ,,'our drug use '~ 

*IT "YES": 

a. How imnortan[ to you is it that you get into some type o f  treatment program now? 

O. Not at all 1. Slightly 2. Moderutely 3. Cona'iderabl), 4. £xtremel), 



F 

Scoring.for the TCU Drug Screen 

Page I of the TCU Drug.Dependence Screen is scored as follows: 

I. Give l-point to each "yes" response to I-9 
(Questions 4 and 6 are worth one point each if 
a respondent answers '"yes" to any portion). 

. The total score can range from 0 to 9; score 
values of 3 or greater indicate relatively severe 
drug-related problems, and correspond approximately to DSM drug 
dependence diagnosis. 

. Responses to Question 10 indicate which drug 
(or drugs) the respondent feels is primarily 
responsible for his or her drug-related problems. 

There have been no composite score protocols developed 
for Items 1 l- 15 on Page 2. 

\ 



Appendix D: Correctional Program Assessment Inventory (CPAI) 



CPAI QUESTIONNAIRE. 

.. -'.- 

. ° 





PROGRAM C! IARA CTERISTIC_q 

1. Name of the Program: 

2. Name of Contact Person: 

3. Address, Phone # and fax # of program setting: 

4. Years in Operat.ion: 

5. Program Setting (e.g., community residential center, institution, probation 
office): 

6. Number of residents/participants: 

# juvenile: 

# adult: 

% male/female: 

7. Number of staff: 

# Full-time: 

# Pan-time: 

% .male/female: 

8. What is the program budget? 

° 

9. Does this program receive all its resources from the government or is it funded by grants or 
contracts from other sources? 

I0. Is there a documented program philosophy? 

R.T. Y ISgO 4 /21 /97  1 



PROGRAM IMPLEMENTATION 

I I. {For current progrnm director} Were you instrumental in designing the program before ;r 
was implemented? 

Yes No 

12. Could you describe your educational background? 

What degrees have you received? 

13. Did you have any previous experience in an)' type of offender treatment pro~am? 

Yes No 

If yes, what previous experience with any type of offender treatmeut program have you 
had? 

For how long did you work with this program? 

14. Are you directly invoh, ed in hiring and giving training to the staff?. 

Yes No 

RrVLSEO .11"!. 1197 2 



15. Are you involved in providing direct service delivery to the client'?. 

Yes No 

Are you involved in directly supervising the staff in the institution/program? 

Yes No 

16. Was there a literature search to identify relevant pro_~ram materi.',Is needed to desig'n the 
program? 

Yes No 

• If yes, what was the scope or extent of the search? 

17. Prior to the implementation of the formal program, was there a pilot period of the pro~arn to 
try to work out the practical aspects of the pro~am and any problems? 

Yes No 

If there was a pilot program, how long did it last? 

What, if any, changes were made in the program as a result of the pilot experience? 

18. 
Was there an assessment of the need for the pro=_ram in the institution or community it 

serves? 

Yes No 

I f  yes, describe how this assessment was done: 

a(,'~tu ~t2 :tg~ 3 



19. When the program began, would you say the values and goals of this program were 
consistent with existing values in the community? {.." ~.he p" ogram has been in existence 
for a long time or the director is new: are they current ly  consistent with the existing 

values in the community} 

Yes No 

Describe'how the values and goals were either consistent or inconsistent with those of 

the community: 

20. {Director} Is the program generally perceived by the administration and staff to b~ ~.ost- 

effective? 
{Staff} In general, do you think the program is cost-effective? 

Yes No 

If it is not seen to be cost-effective, what ,'u'e some of the reasons why? 

21. How was the program initially funded? 

Was the initial funding considered to be adequate to sustain the program? 

Yes No 

If not, please note the concerns: 



CLIENT PRE-SERVICK ASSF.$S.MENT 

22. ~,~q~en clients first come to the program, what kinds of problems do you most often see? 
(e.g., drug abuse, emotional problems, an'i-socia; values or attitudes, s=xual offending) 

23. I)o )'ou t'cel that the type of clicnts that you receive are appropriate for the treatment {o.~ 
srl~vtc.r.s} you provide? (explain) 

24. Arc there any exclusionary criteria prohibiting a client from entering the program.'? 

Yes No 

If yes, what is the basis for excluding clients? 

25. When a client enters the program, do you assess his or her risk factors that would predict • 
recidivism? 

Yes No 

26. I/" ye,:, what is the method used? 

R~s.'~En .II..+ 1197 5 



7. Do you assess a cli,~nt's needs (dynamic characteristics) that are ~sociated with possible 

recidivism? 

Yes No 

28. If yes. what is the method used? 

29. Do you assess a client's personal characteristics, attributes, and styles of interaction?. 
(e.g., intelligence, verbal ability, level of anxiety) 

Yes No 

30. It" yes, what is the method used? 

3 I. It" standardized risk assessment is used, is a summary score used? 

Yes No 

32. If standardized needs assessment is used, is a summary score used? 

Yes No 

33. If standardized responsivity assessment is used, is a summary score used? 

Yes No 



• = . o . .  

PROGRAM CHA RA CTERISTIC.~ 

• g .  What,primam" ,:.hang .s in the person's attitudes and behaviors does the program target? 
(.L'~'rERv~'WF.~ MAY WISH TO PROMPT FOR THE FOLLOWING TARO~-TS LISTED BELOW:) 

a) c h ~ c  "~thud,,s. orientations, and v~u:s f~vo~ablc to l,~v,, vlol:~fions .~nd anti-crimin.~l rol: modsis 
b] chan~¢ antisocial feelings 
c) ft.'duct ~ntisocial pcL:r associations 
d) r~-du~ problems ~sso,:iatcd with oJcohoL/dmg abuse 
¢) tc~Ju~c angcr/'nos;ility level 
l) ~p]acing the skills of lying, stca!ing, a,'~d ."ggression with pmsoci'd ahcmafivcs 

increase: self-control, self-ma.nag.cmcnt, end problcm solving s "~lls 
h) ¢ncoura~;~: constructive use of leisure time 
l) improve skills in intcri~:rsonal conflict rcsolution 
j) promote morc positive attitudes/incrcasc pc~ormancc reg~ding school work 
k) r~solvc emotional problcms =ssoeiP.ted with intra or ¢~tra-familiaJ child abuse 
I) promotc family affcc|ion/communication 
m) promote fan~ly monitoring/supervision 
n) improve family problcmsolving 
o) resolvedcviant sexual a.rousal/attitu~es/bchavior 
p) prov~c~¢ Iow-pr.':ssurc, sh':.ltercd ¢nvironm,:.nt for mcnt~ly disordered offenders 
q) focus on harm done to v ic t im.  
r) relapse p:evention 
z} alleviate the personal and circums -t.-.ntial t:atricrs to service (client motivation, background scressors) 

f i - , , '1i i  D -1,".1/97 ? 



:. Sp¢cif'ically. wh=t types of trc:~tm:nt that t.~rgct these bchaviors a;c provided to clients? 

Theory(s): 

~ ' l s [ o  .t~ LI97 $ 
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.~E. If  in a prison, arc clients separated from rest of institution? Yes No 

If in the community, arc clients whcrcabouts and peer associations closely monitored? 
Yes No 

37. Do you have a manual that details the types of treatment to be prov!ded and treatment 
activities? 

3X.[Ls there a schedule that clients follow on a typical day?} What is the schedule that clients 
follow during a typical day?. 
(If there is no schedule, then ask how many hours per week they spend in treatment 
in tlleir program.} 

Is this thc same seven days a week? 

If no, how does it vary? 

Yes NO 

|~'I;ISED 4/~. l/~7 
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39. Does your prog~m vary (e.g., intensity, duration) according to th= level of risk of the 
client? 

Yes No 

I f  yes. please provide some examples of how this is done. 

. .  ° ,  
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40. Does the program match the type of treatment with the characteristics of individual 
clients? (offenders arc assigned to a program that matches up-best with their interests, 
style of learning, etc). 

Yes No 

If  Fcs. please provide some examples of how this is done. 

• | I. Does thc program match the personal and professional skills of the start with the type of 
treatment that they provide? 

Yes No 

If),cs, please provide some examples of how this is done. 

-12. I],~cs the program match tile personal and professional s "frills of the treatment providers 
with tile type of client andnature of his or her problems? 

Yes No 

If yes. please provide some examples of how this is done. 

I~"~ UiF.O &~ I/OT 
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43. Can clients provide input into the structure and rules of the program? 
Yes No 

If' yes, please provide some examples of changes made to the p,vgram 5ased on client 
input. 

44. What incentives and rewards are used to encourage program participation and compliance? 

46. What disincentives and punishments are used to encourage program participation and 
compliance? 

[Need documentation of rewards and punishers] 

What is the approximate ratio of rewards to punishers? 

45. Please dgscribe tile theory underlying the use of punishments. In other words, why do you 
punish? 



"-,1",~.. 

47. How arc punishments and disincentives administered? 

When do :you punish? 

Once a punishment has been decided, can a client ever escape from punishment? 

Do you wait until the bad behavior has been completed or do you try to intervene at the 
earliest point in the behavior (try tO stop it)? 

Is there some sort of punishment after ever), occurrence of deviant behavior? 

Do you vary the punishment over time.'? 

After a punishment has been administered, do you teach them a more prosocial 
alternative behavior? 

4S. Do you assess whether the punishments produce unintended negative effects? 
Yes No 

If ycs, what reactions do you look for? 

(do you look for... 
emotional reactions (fear, interference with learning, disruption of social 
relationships), avoidance/aggression toward punishers, increase in future use of 
punishment by offender, production of response substitution, lacks generalization) 

F~vts[o ,zp. 1~7 13 
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49. How do you determine when a cliec.', has c Jmpleted the program'?. 

Are there any instarices when a client would leave the program before he/she has 
completed the treatment? 

Are there any instances ~.vhen a client would remain in the program Gven after completing 
the treatment'?. 

50. Does t.*-,is program teach the clients to monitor and anticipate problem situations'?. 
Yes No 

If yes, describe the training they receive: 

5 I. Does the program teach the clients to plan or rehearse alternatives to problem 
situations? Yes No 

If yes, describe the training they receive: 

~I~VlSED ~2.1197 14 



.~2. Does the program teach the clicnts to practice new behaviors in increasingly difficult 
situations? 
Yes No 

If ycs. describe the training they receive: 

53. Ill,on leaving the program, are'clients routinely referred to other services that arc 
relevant to the their needs? 

Yes No 

5 I. An: close relations/friends of the clients taught to provide help to the client during 
i~rolflem situations.'? 

Yes No 

Ir yes, what type of training do they receive: 

55. Alter tl~c client is released, is he or she brought back into the pro~am for "booster" 
sessio,ls? 

Yes No 

lr yes. describe the booster sessions: 

l/.l~vlsl~o 4121/97 
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N;Im¢ Ech,c:llion Arc:l of Sn,d)' II)'rs this job Tx P'roB>l yr 13ack ck 

*I.];=.~ thc sial'l" mcmbcr workcd in Ircntmcn! program.~ wilh olTcnclcr~ for ;tt lc:~.~! onc ),car? 

Notc: lhc nbovc information is usc(I tO score qucslions 56, 57, 58, nnd 60 
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STAFF C I IA RA CTERI.¢~'I CS 

59. Besides training and years of experience, are there any ocher personal characzedsfics that 
arc considered important in hiri~Ig staff?. 

Yes No 

If yes, please list the characteristics that are important. 

Arc thcre background checks for the new staff'?. 

61. Arc staff assessed yearly on 
service't.l 

Yes 

skills are related to service delivery? 

No 

[on how they deliver that 

If yes, are the evaluations kept in the employees file? 
Yes No 

Do staff receive regular clinical supervision? 
Yes No 

6 "~ Could you describe how new staff are trained to work in this program. 

l~.~',.s t o  . l ~  1/9'7 ! $ 
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l low long cloes this training take? (Number of days) 

Do all program staff participate in ongoing training programs, workshops or confer:nc~s? 
Yes No 

If yes. how often does ongoing training occur and how many staff participate? 

t, ;. !lav,.. staff beea able to modify the program structure? 
Yes No 

II" yes. please provide some examples of modifications made. 

Rrvl~rn .1'2 IP)7 19 
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EVAI.UATION 

64. Do supervisors pro('idc quality assurance assessments such as a file review, clit:;:al 
supervision (live or taped sessions), or other within program checks that.monitor the 
treatment process? 

Yes No 

If yes, what assessments are conducted? 
,q 

65. Are clients surveyed each year as to their satisfaction with the service being provided? 

Yes No 

66. Are there objective, periodic, standardized assessments of clients on target behaviors? 

Yes No 

If yes, is it located in the clients file'?. Yes No 

67. Is reconviction data gathered on clients 6 months or more after leaving the program? 

Yes No • 

68. Have any formal evaluations of the program been carried out? 
Yes No 

R r ~ E O  4/2. I/')7 20 



If )~:s. 

Outcome or process evaluation? 

%~l~cn was the evaluation conducted? 

W~s a comparison group used? Yes No 

~,9. Is ttt;.-rc a clocumcnt containing the details of the effectiveness of the program on file? 

Yes No 

7¢m. I [a.: an cvalu:ztion of the program beenpublished in an edited j0umal? 
Yes No 

• Journal name? 



* t g l  , 

.OTItER 

'7 [. Arc client records kept in a confidential file? Yes 

(Review file: must have social history, record of prcseming 
problem, assessmcnt data, program progress notes, etc...) 

No 

72. Is there documentation of the ethics of intervention ( e.g., least intrusive intervention 
ctc...)? Yes No 

e 

73. Have there been any changes in the program itself in the last two }'ears? 
Yes No 

If yes, to what extent has this change jeopardize d the smooth functiorti,,g of the program? 

74. Have there been any changes in the area of program funding? 
Yes No 

I f  yes, to what extent has this change in funding jeopardized the smooth functioning of 
the program? 

i~t:vtsEo 4 ~  1/~7 22 
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7_~ [[avc til~:rc becn an)' changcs in community support for the program in the past two 

}-'cars? Yes No . 

- t o *  

• o. *% 

It" yes, to what extent h ~  the change in community support jeopardized the smooth 
functioning of the program? 

76. D,: volt have an advisory board ('Board of Directors) or a consultant Officially designated 
to ,3vcrs~:c or advise th=.. program in sore- fashion Or another? 

Yes No 

PROPERTY OF 
National Criminal Justice Reterenoe Service (NCJRS) 
Box 6000 
Rockvilte, ivlD 20849-6000 

o 

I E ~  t.~l.'t J .I.'2 l /~7  2} 




