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Abstract
Treatment Readiness Among Criminal Justice Clients Mandated to DratyiEire
By
Valrie Fowler
Adviser: Professor Darrell Wheeler

Alternative-to-Incarceration (ATI) programs serve not only an econdmica
measure to reduce the costs associated with incarcerating drug-alfiesidgrs but also
to disrupt the cycle of drug use and prison with judicial monitoring and treatment. There
is extensive research on motivation for drug treatment among criminaéjabénts and
the relationship to treatment outcomes. However, research examiningetreatm
readiness among criminal justice clients entering drug treatmiemitisd.

This research assessed treatment readiness among drug abusers mandgfed to dr
treatment using the Circumstance, Motivation, and Readiness for Substance Abuse
Treatment (CMR Factor Scales Intake Version). Treatment readindsts relationship
to client factors such as client type, criminal justice referral, typey treatment history,
and criminal justice history were studied. The research included 139 parti¢gipants
drug-free residential treatment program. Multi regression was used toattaydata
from all participants. The research findings were mixed regarddagment readiness
and its relationship to client factors among mandated clients. These findngs ar
examined in the context of this research, and implications for the social work ared fut

policies are discussed.
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CHAPTER |
INTRODUCTION

The cost of drug abuse to society is estimated at $180 billion and has a far-
reaching impact beyond the individual drug offender (Office of National Drug @ontr
Policy [ONDCP, 2004]). lIts effect is felt in the criminal justice, econpamci
healthcare sectors of society, each resulting in significant finarostd.cA 2005 RAND
Drug Research Policy reports illegal drugs are a $60-billion-parindustry patronized
by at least 16 million Americans (Caulkins, Reuter, Iguchi, & Chiesa, 200%). It i
estimated that Americans spent $36 billion on cocaine, $11 billion on heroin, $10 billion
on marijuana, $5.8 billion on methamphetamines, and $2.6 billion on all other illegal
drugs combined (Caulkins et al., 2005). Much of the economic burden related to drug
activities falls to taxpayers and victims of drug abusers’ illegaliaes (Harwood,
Fountain, & Livermore, 1999).

The greatest share of this cost is incurred by the criminal justice,Sactading
cost related to legal and adjudication and corrections. One of the major effodsde re
the social cost of drug abuse, particularly the cost attributed to the jyisiam, is
through drug treatment (Harwood, Hubbard, Collins, & Rachal, 1988). A strategy for
reducing drug demand is the combination of legal efforts with drug treatsardeal
control approach. The practice of combining drug treatment with criminal@astb
deal with drug use has occurred as social policy during most of then2Opart of the
21 centuries. Early evidence of this approach was with Federal narcoticifeiines

1930s; civil commitment programs in the 1960s; and the introduction of Narcotic Addict



Rehabilitation Act (NARA) in 1966. These developments transformed present-day dru
treatment programs that serve the criminal justice population. Advocagylicy
changes in drug and sentencing policies has led to Alternative-to-IretayngATI)
programs such as Treatment Accountability for Safer Communities (TAS@),Qourt,
and Drug Treatment Alternative to Prison (DTAP). These ATI prograenaimed at
reducing the prison population of non-violent drug-abusing offenders. Alternative-to-
Incarceration programs primary function is not only to provide drug treaiméeati of
prison sentences but also, to release individuals back into society addictiomifieg s
can refrain from criminal activities. A component factor of ATl prograntBasdrug
treatment is cheaper than incarceration and addiction that go untreated®(BwPont
Morales, 2004).

Research published in the late 1980s and early 1990s urged for use of legal
mandates for drug treatment and argued that it represented an importanapalic
economic direction (Anglin & Maugh, 1992; Leukefeld & Tims, 1990; Lipton, 1995).
Current programs such as TASC, Drug Court, and DTAP that offer drug treatment
options in lieu of jail or prison to drug-abusing offenders do not guarantee the drug
offender will enter treatment motivated and prepared to engage in therapgutiesto
bring about behavioral changes. Some level of behavioral change must be accompanied
by motivation, whether external through ATI programs or internal through the drug
offenders’ own desire for change. In order for changes to occur, motivatisadtméent
is important to the therapeutic process. Studies have shown criminal justite wie
enter drug treatment with a high level of motivation are compliant, commutted t

treatment, and have greater treatment retention. Other studies have showmthait c



justice clients tend to be less compliant and are not ready to participate inedtoggetnt
when compared to voluntarily admitted clients (Kelly, Finney, & Moos, 2005; Knight,
Hiller, Broome, & Simpson, 2000; Longshore & Teruya, 2006). Researchers have
argued the one likely reason for noncompliance is that individuals must be internally
motivated to participate in treatment and, thus, argue against mandating dimgrntea
Motivation, external or internal, is broadly defined in terms of why individuals
make behavioral changes and the strength of their desire to do so (De Leon, Melnick, &
Kressel, 1997). Motivation has long been acknowledged as important to the treatment
process, and is viewed by counselors as a prerequisite, without which they cammp not
(Beckman, 1980). Lack of motivation explains the failures of individuals to enter,
continue, comply, and succeed in drug treatment (Miller, 1985). A 2002 survey by the
Bureau of Justice Statistics of over 6,000 inmates in local jails revealegBgbanf
inmates who met the criteria of abuse or dependence, participated in drug ppsogram
other programs in the past (Karberg & James, 2005). Howells and Day (2003) note that
the legal status of a client does not, in itself, provide any indication of his/heressatd
be treated. For clients who need treatment and perceive it as helpful in nleeiting
needs, legal pressure to attend will become a less significant issue. Bawdiédsund
that clients’ readiness for treatment at intake tallies with the devetdphbetter
therapeutic relationships, more favorable treatment outcomes, and increateertt
retention (Joe, Simpson, & Broome, 1998). Studies have also shown clients who score
high on treatment readiness assessment at intake, are more likely to edreptetent
and achieve abstinence ahead of clients scoring low on readiness assgssraattal.,

1998; Longshore & Teruya, 2006). Important to the treatment process is internal



motivation specifically, treatment readiness. An important aspect of ihteatization

is treatment readiness. De Leon and Jainchill (1986) define treatment reddirgrsig
treatment as the perception that treatment is necessary in order te@ dgthavioral
changes. Treatment readiness involves the openness and preparedness to engage in
treatment activities designed to achieve and maintain changes.

The purpose of this research was to assess readiness for drug treatment among
drug-abusing offenders mandated to drug treatment by the criminal jsxgtieen. This
research seeks to augment existing knowledge on the alternatives toratedrce
population through research questions exploring relationships between treatment
readiness and client attributes among mandated clients.

Following the introductory chapter, chapter two discusses the development of
present-day drug policies, highlighting the transition from non-crimirchiae
criminalized sanctions for drug use and the resulting impacts, and implicatiswial
work. Chapters three and four explore the research concepts and the theoretical
perspective relevant to the research. Chapter five reviews theulitecatt motivation and
criminal justice clients in drug treatment. Chapter six focuses on theateseethod
that includes research design, target population, data collection instruments and
procedure, and data analysis approach. Chapter seven presents the researghafiddings
this document concludes with chapter eight that discusses policy implicationgumed f

research directions.



CHAPTER I
BACKGROUND AND SIGNIFICANCE

Drug policies throughout U.S. history are a reflection of the political, racidl, a
social influences from the time of its development (Coomber, 1998). This chapter
provides an overview on the development of drug policies, highlighting the transition of
drug use from a non-criminalized to a criminalized act and the sanctioningepabci
address drug use. This chapter will also explore the social and economic implaets of t
sanctions and the development of alternative options to address drug use. The chapter
will then conclude with implications for the social work field.

Drug Use—Non-criminalized

During the 1800s, the most commonly used drugs were opium and morphine to
cure common ailments and to relieve the discomfort experienced by women. These drugs
were accessible through physicians’ prescriptions and were also kegliargs in tonics
and patent medicines sold in local drug stores (Belenko, 2000). The predominant users of
these drugs were White middle-aged, middle- and upper-class women and conkgtuted t
majority of physicians’ patients base during this time. Physicians indgueeated
women for female-related medical problems such as the discomfort asdoeitit
menstrual cycles and menopause, and for what was referred to as “nervousness”
(Belenko, 2000: Courtwright, 1982; Morgan 1981). This “nervousness” was believed to
be the result of women shouldering the “social responsibility” of maintaining a hodsehol
and performing charitable works as part of the modern industrial order (Morgan, 1981)

Women found relief from these pressures and responsibilities through physicians’



prescriptions. During this time period, there were no restrictions or remdain the
frequency of prescribing opium or morphine or products containing these ingredients.

By the 1860s, the United States was in the midst of the industrial revolution that
not only brought changes to the manufacturing and transporting of goods and products,
but also resulted in the immigration of the Chinese to the U.S. to work on railroad
construction projects (Belenko, 2000). As Chinese immigrants created communities i
places such as San Francisco, they established their cultural practicenofsopoking
and thus, introducing a new form of opium to Americans (Belenko, 2000; Courtwright,
2001, 1982). Chinese immigrants introduced and operated opium dens that allowed for
smoking opium with no restrictions regarding their operation or regulation on opium use.
Non-punitive Sanctions

Resulting measures to control drugs such as opium, morphine, and opium dens
operations included several non-punitive sanctions (Morgan, 1974). The increased
number of white youth and women who were becoming addicts to substanes either
through use for medical puurposes or through consistent visits to opium dens were seen
as a threat to the well-being of the dominant culture and also created conceawniagega
the changes in quality of life (Musto, 1999). By 1900, there were approximately 250,000
individuals identified as being addicted to substances such as opium and morphine
(Musto, 1999). Early drug policies used to control drugs and availability were non-
punitive in nature. Non-punitive action sanctions included measures such as requiring
manufacturers to identify ingredients in patent medicines and tonics. Ondestearh-
punitive drug policies introduced was the Pure Food and Drug Act of 1906 requiring the

accurate labeling of ingredients in patent medicines and tonics (Belenko, 2000). The



Pure Food and Drug Act was passed out of concern for the number of individuals
addicted to patent medicines and tonics that provided no medical benefits. The Food and
Drug Act not only sought to inform the public on ingredients used in the medicines and
tonics but also made it possible to outlaw products that were not safe or effective in
treating aliments.

Another non-punitive control measure introduced was the Smoking Opium
Exclusion Act of 1909 banning the importation of opium for non-medical purposes
(Gieringer, 2009; Morgan, 1974). The introduction of the Smoking Opium Exclusion
Act was geared primarily towards the Chinese and was met with dililstaince by
Whites for three key reasons: its users, its therapeutic value, and its lackesftate
among the dominant culture. First, the identified primary users of opium were the
Chinese who emigrated to the U.S., bringing with them their cultural practice of opium
smoking. The identified users of opium were those of a lower class such as gamdblers
prostitutes who frequently visited opium-smoking dens. The Opium Smoking Exclusion
Act was passed more out of fear and discrimination towards a foreign culture and
concerns that opium smoking was ruining lives among Whites, and less out of concern
for public health and safety (Belenko, 2000; Woodiwiss, 1998). The second reason for
little resistance towards the adoption of the Smoking Opium Exclusion Act was that
physicians found no therapeutic value in smoking opium and therefore saw no value in its
import to the U.S. Medical professionals no longer supported early beliefs that opium
provided some medical benefits. Finally, there was little resistanced®itee ban on
opium imports because American firms saw little or no financial intaregtium

imports (Belenko, 2000). With no therapeutic values from the medical profession, there



were little financial interests from business firms in importing opiumcridsnation

and growing anti-Chinese sentiments formed the basis for prohibiting opium usg and it
importation. Other steps taken to minimize the threat to the dominant culture included
reducing the number of Chinese immigrants allowed in the U.S. America saw a
reduction in Chinese immigration from 103,620 in 1890 to 53,891 in 1920 (Courtwright,
1983). It was believed any reduction in the immigration of Chinese would affect the
number of operating opium dens in the country.

With the change in technology and shift in culture, there was also a shift in drug
use from morphine and opium to cocaine. Cocaine was considered beneficial for medical
purposes and used as an ingredient in tonics and patent medicines to treat illnesses
(Belenko, 2000). The medical community promoted cocaine as a cure for ailménts suc
as hay fever, various respiratory infections, and also as a cure for thosecatddicte
opiates (Belenko 2000; Musto, 1999). Medical promotions also included marketing tonic
drinks containing cocaine as a key ingredient. Tonics were marketed as having t
ability to “restore power and vitality of the weary and debilitated” (Spal)d.994 as
cited in Belenko, 2000). In addition to medical purposes, cocaine was also widely used
as a substitute for alcohol during the temperance movement. Early legisletioassthe
Webb-Kenyon Act of 1913 made it illegal to purchase alcohol from “wet statef€s sta
that were legally allowed the sale and use of alcohol for transport to “tieg stehich
prohibited its sale and use (Musto, 1999). The resulting impact of the Webb-Kenyon Act
of 1913 prohibited the transportation and sale of alcohol. This created a shortage of

alcohol in southern states causing southerners, in particular Blacks, to subktdhte



with products such as coca-cola, which contained cocaine as its key ingredient, which
created a similar euphoric feeling (Musto, 1999).

The use of cocaine soon became associated with Blacks and the lower working
class, where cocaine use was considered “quite common among working negeves” (N
York Times, 1911 as cited in Morgan, 1981). Soon, there were exaggerated reports of
Blacks being admitted to asylums for cocaine use and the belief that Bladdsthe
influence of cocaine “would rise above his place” created fears among \(Mite®,
1999). Blacks were viewed as timid and law abiding but were seen as a menace when
under the influence of cocaine, posing a threat to Whites. Similar to tseafaang
Whites about opium and Chinese, there were fears regarding cocaine useBtamnkeag
This potential threat served as a catalyst for laws to protect White cotreadrom
“cocaine-crazed blacks” (Spillane, 1994 as cited in Belenko, 2000). Opium, morphine,
and cocaine were viewed as threats to White women and youth who were important to
the emerging industrial era. The need to preserve and to protect these greigpd,acre
shift from a permissive attitude to a controlled and punitive approach towards drug
possession and its use.

Drug Use—Criminalized

The industrial era brought about the emergence of the middle-class anelthe vi
of women being important to the promotion of the family. Women were idealized as
marital partners and mothers and seen as key to the new emerging indusétial soc
This view created a shift in the permissive attitude and non-restrictive apgoodrug
use and its availability. It was believed that anything that altered woraeergy or

insight was a potential threat to the values and aspirations of the developety andi



the growth of the family (Morgan, 1981). Just as women were important, White young
men from affluent families were also important to the promotion of the familyteind i
lineage. The frequent visits to opium dens created concerns that innocent young people
from respectable families were being ruined and, thus, were required to s®p the
influences. Subsequently, policies were implemented to protect individuals from the
dangers of drug use and punish those who promoted its use.
Punitive Sanctions

The transition from non-punitive to punitive sanctions was evident by the change
from the Pure Food and Drug Act of 1906 to the Harrison Act of 1914. The Harrison Act
was implemented to control the marketing of opium and morphine in order to limit the
guantities used in products sold by stores and those prescribed by physicians, and to
prohibit the use of products that offered little or no therapeutic value. The Hargson A
was initially thought to be non-punitive in nature by imposing taxes on anyone who
produced, imported dispensed, or sold opium. It required pharmacists and physicians
prescribing narcotics to be licensed and to keep records of drugs dispensedritregresc
(Brecher, 1972). However, the language established in the Harrison Act led teshe ar
of physicians due to the interpretation of “dispensing or distribution of any of the
aforesaid drugs to a patient by a physician, dentist, or veterinary surgestaresunder
this Act in the course of his professional practice only” (Brecher, 1972). Enfentem
officers arrested physicians because at the time, addiction was ngiirecbas a disease
and therefore treatment of addicts was not “in the course of his professionsil dutie
(Brecher, 1972). The interpretation of the Harrison Act and the arresting a¢iphgs

were viewed as criminalizing those suffering from an addiction rather tbhardmg

10



treatment. The change from the Pure Food and Drug Act to the Harrison Astrdgpce

an increase in sanctions for drug use. The Pure Food and Drug Act simply required the
labeling of ingredients in patent medicines and tonics and imposed no punitive measures,
whereas the Harrison Act imposed criminal sanctions for the distribution of ditlgasu
opium and morphine to those who were addicted.

In an effort to gain greater control over drug use, the Federal governeganmt b
imposing mandatory minimum prison sentences for the sale and possession of heroin and
cocaine by establishing the Boggs Act in 1951. The Boggs Act was introducedsak a re
of concerns by legislative officials and public reactions to reports of iretehsg
arrests and the apparent increased number of White young adults fallings\tctilrug
use (Belenko, 2000). Legislators believed a more punitive approach to drug control
would not only reduce drug use, but also eliminate it entirely. The Boggs Act wa$ one
the first drug control policies that imposed mandatory minimum prison sentences, a
greater departure from the sanctions of the Harrison Act of 1914. Under the Boggs Act, a
first offense for possession of cocaine or heroin carried a minimum prison geatenc
two years with a maximum of five years; a second offense carried a mnmahfive
years and a maximum of 10 years; and a third offense carried a minimum of 4 @rygar
a maximum of 15 years. Subsequent to the Boggs Act of 1951, the Narcotics Control
Act, passed in 1956, called for more punitive measures. The Narcotics Control Act
increased the minimum prison sentences of the Boggs Act for drug possessiondrom fi
years to 10 years for the first offense, second offense increased from 4 @oy2@rwyears,
and the third offense minimum went from 20 years to life (Belenko, 2000). The penalties

for importing drugs increased from five years to a maximum of 20 years,emdaw/far
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as imposing the death penalty for the sale of drugs to children under age 18 (Campbell,
2009; Belenko, 2000; Jensen & Gerber, 1998). The Narcotics Control Act was another
attempt to reduce drug use and ultimately eliminate its availabilitgty fanitive drug-
control policies such as the Harrison Act, Boggs Act, and Narcotics Control Awtdor
the basis for present-day punitive drug control policies such as the Rockefalier Dr
Laws and the Anti-Drug Laws of the 1980s.
Rockefeller Drug Laws

Present-day approaches to drug control policies remain punitive in nature
imposing criminal sanctions on offending individuals. The current and most punitive
sanction for drug offenses are the Rockefeller Drug Laws enacted in 1978 fjate of
this research some areas of the Rockefeller Drug Laws were amemnded| doe
highlighted later) signed into law by then New York Governor, Nelson Rockefete
believed the laws at the time were not tough enough to deter drug use and it$egssocia
crimes. Under the NY Rockefeller Drug Laws, possession of four ounces or sate of t
ounces of narcotics carried a minimum sentence of 15 to 25 years and a maxinfiem of i
in prison. Possession of two ounces or sale of half an ounce carried a minimum sentence
of three to eight and one-third years with a maximum of life in prison (HumansRight
Watch, 1997). Under these laws, circumstances regarding the offense or theraffend
character are not taken into consideration by judges, only the quantity of drugs the
offender is charged with possessing is important.

Since the enactment of the Rockefeller Drug Laws in 1973 there have been
approximately 200,000 individuals sent to NY state prisons for drug-related offemdes, a

while the number of drug offenders increased during the mid-1980s, there was an
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increase of approximately 100,000 prison admissions for drug related offenses. From
2000 to 2006 there were approximately 45,000 convictions under the Rockefeller Drug
Laws (New York Civil Liberties Union, 2009). According to the Correctional
Association of New York (2008) there were 13,400 drug offenders in NY state prisons as
of January 1, 2008; 905 women (33% of total female population) and 12,520 men (21%
of total male population). The cost to NY state is approximately $1.5 billion in
construction to house drug offenders and approximately $500 million annually in
operation expenses for individuals never convicted of a violent felony (Correctional
Association, 2008). The Rockefeller Drug Laws are the most severe drum ldes
nation, where the sentences are similar to those of a second-degree mura#iooonvi
(Human Rights Watch, 1997). The severity and character of the RockefelteL ®ms
have resulted in a disproportionate number of people of color being incarcerated. For
example, there were 58.5% African Americans, 31.5% Latinos, and 8.9% Whites
incarcerated for drug offenses as of January 1, 2008 (Correctional Association, 2008)
Anti-Drug Abuse Acts of 1986 and 1988

The Anti-Drug Abuse Acts of 1986 and 1988 were enacted as a result of the
introduction of crack cocaine, a new cheaper form of powder cocaine. Crack cocaine is
marketed for its cheap price and availability to a wider economic dilass§entencing
Project, 2009. Crack cocaine is made from mixing powdered cocaine with water and
ammonia or baking soda, then heating the mixture until it forms a hard rock-like
substance where it is broken into small pieces and sold. The low-grade mamgacturi
process made it possible for individuals to make profits by turning a few ounces of

cocaine into large quantities crack cocaine. During the 1980s, the media used terms such
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as “crisis” and “epidemic” to describe the prevalence of crack cocameassociated

violence, and the addiction among its users (Belenko, 2000; Sentencing Projedt, 2009
The continuous media coverage on crack cocaine, its impact during the 1980s on society,
and public outcries contributed to the passing of the Anti-Drug Abuse Acts (Segtenci
Project, 2009.

The Anti-Drug Abuse Act of 1986 established mandatory minimum sentencing
for crack cocaine offenses. Drug offenders convicted for possessingdims gf crack
cocaine, the weight of less than two sugar packets, are subjected to a fineagdatory
minimum sentence; whereas those convicted of possessing cocaine must possess 500
grams of cocaine, 100 times the minimum quantity of crack cocaine to face the same
five-year penalty (Sentencing Project, 2009 person convicted for the possession of
five grams of crack cocaine is subjected to the mandatory five-year prisowksie
someone possessing five grams of powder cocaine will probably receive probation
(Sentencing Project, 2089 While the Anti-Drug Abuse law was intended to target high-
level drug traffickers and head of drug organizations with access to langttigaaf
cocaine, the unintended consequences resulted in street level drug deatpesristed.
Street level drug dealers recruited to distribute or sell drugs arkkely to have large
guantities of cocaine and are also more likely to be targets in drug bust operations
resulting in arrests. The high-level drug traffickers are unlikely to bereet £torners
and therefore, less likely to be arrested. The disparities in the law createaltian were
a significant number of low-level dealers were being apprehended for drug possess

In 2005, two-thirds of crack cocaine defendants were low-level dealers wheteasf
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were high-level suppliers (Drug Policy Alliance Network [DPAN], 20@entencing
Project, 2009.

Two years following the 1986 Anti-Abuse Act, the Anti-Drug Abuse Act of 1988
Act was enacted. The 1988 Act called for even stiffer penalties, suoh death penalty
for drug-related murders, and the inclusion of a mandatory life imprisonmenthiod a t
felony drug conviction (Belenko, 2000). Despite the enactment of additional pgnaltie
one important provision to the 1988 Act was the creation of the Office of National Drug
Control Policy (ONDCP). The role of the ONDCP is to develop short and long term
goals and strategies to address controlling and reducing illicit drugsisggnufacturing
and trafficking, drug-related crimes, and health consequences
(www.whitehousedrugpolicy.gov). The ONDCP was viewed as a turning paant i
effort to control drug use through alternative means other than punitive sanctions and
incarceration.

Rockefeller Drug Laws Reform

Change to the draconian Rockefeller Drug Laws occurred in December 2004 and
August 2005, however, both changes did not make significant changes to the current
mandatory minimum sentencing policy (Correctional Association,200%e reforms
in 2004 and 2005 made minor changes to the sentencing structure by moving from an
indeterminate sentencing, that is, sentencing with no definite duration, to aidaterm
sentencing where defendants received a definite prison sentence termdaDefeno
longer faced sentences with long minimum and maximum terms such as 15 yéars to |
but received a definite sentence of 8 to 20 years (Correctional Associatiofy, Gy

& Davidson, 2010). The reforms of 2004 and 2005 however did not allow for judges to
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exercise discretions during sentencing. Judges were bounded by the establishe
mandatory minimum sentencing policies and could not consider factors such as drug use
history relating to the offense. The ability to exercise judicial discrgtould allow
judges to offer defendants alternative sentencing options such as drugmtteatm

In April 2009 New York State governor, David Paterson, signed into law reforms
to the 1973 Rockefeller Drug Laws that went further than the reforms of 2004 and 2005.
The 2009 reform included elimination of the mandatory minimum sentencing for most
drug offenses and now included judicial discretion. The 2009 reform called for the
expansion of Alternative-to-Incarceration (ATI) programs including tipaesion of
drug treatment courts, and also allowed for approximately 1,500 inmates tonpbigti
judicial system for re-sentencing under the new sentencing guiddlings Policy
Alliance, 2009).
Elimination of Mandatory Minimum Sentencing

The 2009 reform eliminated the mandatory minimum sentencing guidelines for
defendants facing a first-time conviction of a Class B, C, D, or E drug feldiayndatory
prison terms were also eliminated for defendants convicted for second time sE&8Cla
C, D or E drug felony. Prior to the 2009 reforms defendants faced a mandatory prison
term of 15 years for sale or possession of narcotics. For those convicted of a Class B
felony, and drug use played a role in committing the crime, defendantsyévke ébr
probation, drug treatment, or a determined prison term. An important aspect of the
reform restored judicial discretion allowing judges to make decisions outsike of

mandatory minimum sentencing guidelines. Judges can now make decisions to mandate
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defendants to drug treatment programs, offer probation, or impose a lesser prison
sentence rather than a prison term of 15 years to life.

The Rockefeller Drug Laws reform of 2009 signed by Governor Paterson
however, did not change all aspects of the mandatory minimum sentencing guidelines
The reform did not eliminate mandatory sentencing for second time Clasg Belinoy
for defendants with a violent felony conviction within the past 10 years. Therafeo
did not eliminate mandatory sentences for Class A-I offenses, which is the sate of
ounces or possession of eight ounces of narcotics; and A-Il offenses, which Ie thfe sa
half ounce or possession of four ounces of drugs (Correctional Associatiof). 2008
no changes to the mandatory minimum sentencing guidelines for Class A-l &nd A-I
felonies, there were also no changes to judicial discretions. Judges do not hauédyhe a
to offer alternate sentencing recommendations for repeat convictions orBiagsnt
felonies or Class A-I and A-Il felonies (Drug Policy Alliance, 2009
Expansion of Alternative-to-Incarceration Programs

The Rockefeller Drug Laws reforms of 2009 allowed for the expansion of ATI
programs including the expansion of drug treatment courts. New York Statetlegisla
can now expand ATI programs by investing approximately $71 million to ensure
defendants facing drug charges are offered alternatives such as dtongirte(Drug
Policy Alliance, 2009). The expansion of ATl programs and drug treatment courts
would allow New York State Office of Alcoholism and Drug abuse (NYS OASAS)
coordinated services with various New York agencies and Drug Courts to provide drug
treatment from OASAS-certified drug treatment providers. New Yorle ®ASAS has

been working with criminal justice agencies since 1995, and since then have wlitesse
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increase in criminal justice clients entering outpatient drug programs4étnn 1995
to 53% from in 2009, and an entry increase in residential programs from 46% in 1995 to

61% in 2009 \Www.oasas.state.ny.us/cj/index.gfm

Re-sentencing

As of October 7, 2009 there were approximately 1,500 inmates eligible for re-
sentencing under the new Rockefeller Drug Laws sentencing refodeliges (Drug
Policy Alliance, 2008 Gibney & Davidson, 2010). Inmates who were convicted and
sentenced for a Class B drug felony prior to 2005 and are currently semving a
indeterminate sentence, can now petition the courts to be re-sentenced under the new
sentencing guidelines. Inmates can petition for re-sentencing undgseadbarge which
includes Class C, D, or E felony which carries less prison time (Gibney&$2m,
2010). See Table 1 Drug Control Policy Timeline.
Table 1

Drug Control Policy Timeline

Year Policy Purpose

1906 Pure Food and Drug AcRequires accurate labeling of ingredients in patent
medicine and tonics

1909 Smoking Opium Bans the importation of opium for non-medical purpose

Exclusion Act

1914 Harrison Act Controls marketing opium and morphine and limit
quantities used in products

1951 Boggs Act Mandates prison sentences for sale and possession of
heroin and cocaine
1% offense 2—5 years
2" offense 5—10 years

3 offense 10—15 years
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Table 1 (cont)

1956 Narcotics Control Act Increases the minimum sentence from the Bofygs
1% offense 5—10 years
2" offense 10—20 years
3 offense 20 years—life

1973 Rockefeller Drug Laws Increases minimum sentence of 15—25 yeifeSdo |
possession or sale for 4 0z of narcotics

1986 Anti-Drug Abuse Act Mandates minimum of 5 years for possession of 5grams
of crack cocaine

1988 Anti-Drug Abuse Act Establishes death penalties for drug-related murder
Establishes Office of National Drug Control Policy

2004/2005 Rockefeller Drug Law Changes sentencing from indeterminate to determinate

Reform
2009 Rockefeller Drug Law Eliminates mandatory prison sentence for most drug
Reform offenses

Restores judicial discretions
Expands ATI program and Drug Courts

Allows for re-sentencing under new sentencing structure

Social and Economic Impact of Present-Day Sanctions
The social impacts from present-day punitive sanctions, such as the Rockefelle
Drug Laws and the Anti-Drug Abuse Acts of 1986 and 1988, have resulted in increased
arrests, and convictions, and lengthier prison sentences. These impactsifitsshires
personal damages to the drug abuser and the family unit. The economic impacts include
increased cost to the judicial system, more productivity loss, and huge healtstare c
Social Impact

Increased Arrests
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The war on drugs throughout the U.S. has been fought predominately through
punitive measures using sanction-orientated approaches to deter drugugs(RB).

The “war”, however, was redefined by the former President Ronald Reagan’s
administration during the 1980s at the height of the crack cocaine epidemidedtfoal
severe punishments to deter drug activities. This ushered in increased funthmg for
enforcement efforts both at the State and Federal levels, creating a sbiftbhating

drug activities. The increased funding to state and local law enforcemaésetit

possible to assign additional police officers to focus on drug law violations. At the local
level, increased law enforcement efforts meant increased police prasenc
neighborhoods, particularly those heavily populated by minorities (Mauer & King®;2007
The Sentencing Project, 2009 Drug activities in minority communities are usually

more noticeable resulting in easy arrests, whereas in white communitgEsatteities

take place behind closed doors in places such as homes and offices (Correctional
Association, 2008). This new policing activity resulted in a disproportionate number of
low-level street drug dealers being arrested and incarcerated.

Drug sales, possession, and distribution accounted for one of the largest increases
in arrests. The proportion of arrests for drug violations climbed from one in 14 to one in
eight between 1987 and 2005 (Mauer & King 2)07n 2005, four out of five arrests
(81.7%) were for possession and one out of five (18.3%) were for sales (Center on
Addiction and Substance Abuse [CASA] 1998; Mauer & King, 2D0Ration-wide,
drug arrest rates increased 218% from 581,000 in 1980 to more than 1.8 million in 2008
(King, 2008). In a longitudinal study of drug arrests by race in 43 of the natiogesia

cities, King (2008) reported that between 1980 and 2003 the arrest rate for Blacks
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multiplied at more than three times the rate for whites, 225% compared to 70%. In 1980,
684 Blacks were arrested for drug offenses compared to 387 Whites. However, as law
enforcement efforts gathered momentum, 2,221 Blacks compared to 658 Whites were
arrested for drug-related offenses in 2003 (King, 2008). King (2008), noted that while
there are no data to indicate that Black rates of drug use or selling roseaiglyifimore
than white rates during the 1980-2003 period, the disparity, can be attributed to policing
practices and city-level policies.

In New York State, policing tactics such as “stop and frisk”, which is the law
enforcement technique of effecting a “stop™—“where a person is tempodatdyned on
the street against his or her will for purposes of questioning” contributed to irttrease
drug-related arrests (Office of the Attorney General [OAG], 1999 (pp.1)). €heYdrk
OAG conducted an analysis of the New York City Police Department’s “stop akd fri
practices by reviewing 175,000 encounters during a 15-month period. The analysis found
Blacks were six times more likely to be “stopped” than Whites, and HispanieSous
times more likely to be “stopped” than Whites. The report also noted that Blacks made
up 25.5% and Hispanics made up 23.7% of New York City population, however, of those
“stopped” 50.6% were Blacks and 33% were White, compared to Whites who comprise
43.4% of the City, but accounted for only 12.9% of all “stops” (OAG, 1999).
Increased Convictions

The introduction of stiffer penalties created a shift in the ratio of individuals
convicted of drug charges. In 1982, one in five defendants faced a drug charge but by
2004 the ratio decreased to one in three (Mauer & King,%00Vith more law

enforcements accompanied by tougher prosecutorial policies and restractiplesa-
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bargaining, drug offenders were more likely to be convicted and sentenced to pnson tha
they were several years prior (CASA, 1998). A report by Bonczar (2003) noted the
prison population jumped to 3.8 million by 2001, with Blacks experiencing the greatest
increase compared to Whites and Hispanics. From 1964 till 2001, the percentage of
Black males in State and Federal prison moved from 8.7% to 16.6%, Hispanics surged
from 2.3% to 7.7%, while the percentage for White males increased from 1.3% to 2.7%.
This disproportionate increase among Blacks compared to Hispanics and \W4dted c
a racial disparity within the prison system. According to the SentencirgpP(EDO@),
“racial disparity in the criminal justice system exists when the prapodi racial or
ethnic groups in the control of the system is greater than the proportion of such groups in
the general population (pp. 1).” One in six Black male has been incarcerated since 2001,
and if this rate continues, one in three Black men born today can expect to spend time in
prison during their lifetime (Bonczar, 2003).

The increased conviction rates also resulted from the prosecution-level that drug
offenders faced. Drug offenders can be prosecuted at the federal or stade peveling
on the drug charge. State prosecutors will often transfer cases to fedezalijfissin
order for defendants to face stiffer penalties (CASA, 1998). This practiceecesul
more state court convictions from 41% to 48%, while convictions in federal courts went
from 74% to 84% between 1988 and 1994 (CASA, 1998). The greater conviction rate for
minorities is also attributed to the fact that Whites have better resoardegdl
assistance to reduce the likelihood of conviction and incarceration. According tota repor

by the Correctional Association of New York (2008), White middle- and upper-class
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people have political influences and means to afford well-paid, high power attorineys w
can successfully avert punishment that could result in any kind of incarceration.
Lengthier Prison Sentences

Convicted offenders now face lengthier prison sentences that are not equal to the
crime due to mandatory minimum sentencing and truth-in-sentencingigasgl@Ditton
& Wilson, 1999). The mandatory minimum sentence guidelines remove judges’
discretion in considering factors relevant to the offender or the offense during the
sentencing process. Judges cannot consider factors such as the offender’s role,
motivation, or the likelihood of re-offending when delivering a sentence;judgss
impose the established minimum sentence for the drug offense (Mauer & King), 2007
The truth-in-sentencing “requires offenders to serve a substantial portioeirgbrison
sentence and reduce the discrepancy between imposed and actual tichengangen;
and parole eligibility and good-time credits are restricted or elt@iigDitton &
Wilson, 1999). The truth-in-sentencing legislation requires that convictenteffe must
serve time closer to the maximum prison sentence rather than the minimumbegfigre
considered for parole. For example, a convicted offender with a prison sentence of seven
to nine years cannot serve six years of the sentence before being considpasdié¢
(Ditton & Wilson, 1999). As a result of the truth-in-sentencing guidelines, @tiatn
population saw an increased of 7% from 689,577 in 1990 to 1,100,850 in 1997, with drug
offenders accounting for approximately 19% of the growth (Ditton & Wilson, 1999).

The established sentencing guidelines for drug offenses have resultedlin rac
inequities in the number of Blacks and Hispanics currently in jail. In 2006, 82% of those

sentenced under Federal crack cocaine laws were Blacks, whereas @nlye8eWhite,
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although more than two thirds of those who use crack cocaine are Whites (DPAN,
2009). A report by Mauer & King (200Y noted offenders released from prison in 1986
who were sentenced before the adoption of mandatory sentences served an average of 22
months in prison; whereas offenders sentenced in 2004, after the adoption of mandatory
sentences, served almost three times that length, or 62 months in prison.
Personal Damages
The arrests, convictions, and lengthier prison sentences have resulted in personal
damages affecting drug offenders. Drug-related detentions and convaffectsthe
drug offender in areas such as housing, education, entitlement benefits, patatstal r
and voting rights.
Drug-related arrests affect the drug offender by making him or hegilsielfor
federal subsidized housing (Caulkins, 2005). In 1996 and 1998, federal laws permitted
public housing agencies to deny housing to anyone involved in “any drug-related
activities” (Mauer, 2003). After the passing of this federal law, applicaniedle
housing due a criminal background increased from 9,835to 19,405 (Mauer, 2003).
Another area of personal impact is ineligibility for student loans. In 1994,
President Bill Clinton signed the Violent Crime Control and Law Enforcement Ac
banning inmates from receiving tuition assistance from the federally furedle@rant
Program (Correctional Association, 2007). This prevented inmates from pursuing any
form of higher education that might increase their marketable skillsvioliprelease
from prison. A 1998 amendment to the Higher Education Act also suspended eligibility
for student loans for anyone convicted of a drug offense, and as a result, apfgigxima

9,000 individuals were ineligible during the 2000-2001 academic year (Mauer, 2003).
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Another area of great personal set back due to conviction is the loss of entitlement
benefits such as food stamps and cash benefits. The 1996 Personal Responsibility and
Work Opportunity Act (PRWOA), passed by Congress as part of welfare ref@acedpl
a lifetime ban on receipt of food stamps and cash assistance for anyoneelotiya f
drug offense. Currently, there are 42 states with partial or full ban on reckeihg
stamps and cash assistance (Allard, 2002). For drug offenders re-entewriy Husi
ban makes it difficult to contribute to their household in any meaningful way without the
financial assistance.

Loss of parental rights also occurs as a result of drug convictions. An
incarcerated parent, who might be the primary caretaker, is at risk of |dusiogher
parental rights if the child is placed in foster care for an extended periocewiry brk
City, the Administration for Children Services (ACS) passed the Adoption and Safe
Families Act in 1997, making it possible for ACS to move towards termination of
parental rights if a child has been in foster care for 15 or more months of the previous 22

months (wwwayc.gov/html/acs/html/about/history.shimlif convicted under the

Rockefeller Drug Laws, the parent might likely face 15 years or meudtirgy in
termination of parental rights.
Felony convictions have also stripped many Americans of their basic right as
citizen—the right to vote. Drug offenders with felony convictions face votingaegshs
or loss of rights. Currently, voter eligibility for federal elections \sagdeross states from
no restriction to permanently denying voting rights. A report by the SentelPpert
(2009) estimates there are 5.3 million Americans (1 in 41 adults) who have lost the right

to vote due to a felony conviction. While the Sentencing Project report did not separate
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felony convictions by crime to reflect drug convictions, the punitive and aggressive
nature of dealing with drug offenders makes it more likely that an individual would
receive a felony drug conviction for a drug related offense resulting inghef the
right to vote.

These personal damages have far-reaching consequences for drug offenders re
entering their society. They are faced with challenges such as no housiagequate
housing options due to being ineligible for housing subsidies or welfare cash benefits that
could serve rent supplements; underemployment because they are unable te theneas
marketability due to being ineligible for education loans; and finally, theYaaed with
the risk of losing both parental and voting rights.

Economic Impact

Drug abuse has a far-reaching impact beyond the individual drug offender. Its
effect is felt in the criminal justice, economic, and healthcare sectecx&ty, each
resulting in significant financial loss. As noted earlier, illegal drug &@&0abillion-per-
year industry where much of the associated financial loss falling to &esp@yarwood
et al., 1999; RAND 2005)

Criminal Justice Cost

Drug offenders account for almost a quarter of all State and more than half of the
Federal prison population (ONDCP, 2004). The ONDCP indicates that of the
approximately 6.3 million adults, drug offenders account for 21% of all State and 59% of
all Federal prisoner population. The impact on the criminal justice systenshtsden
a large increase in the number of drug-related arrests (Belenko, 1990). A 20Q2o$urve

inmates in local jails by the Bureau of Justice Statistic (BJS) found thattheor two
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thirds were dependent on or abused alcohol or drugs (Karberg & James, 2005). The
estimated number of re-arrests for drug use violations has also been on the.intheas
United States Department of Justice (USDOJ) (2005) reported two thirds of drug
offenders leaving State prisons are re-arrested within three yaarthoBe on probation
or parole, drugs and alcohol are often major factors contributing to their origmakc
and frequently the cause of violations resulting in re-arrests (Langlénio, 2000).
The financial costs associated with the criminal justice systems include petvices,
legal adjudications, and correctional services. A report from the ONDCP (2004)
indicated police and adjudication services cost an estimated $12.1 billion in 2002,
whereas correctional services cost $39 billion in 2002. In addition to adjudication costs,
there are costs associated with prison construction to accommodate theriggraasn
population.

In New York State, the Correctional Association of New York (2008) reports that
there are 13,400 drug offenders incarcerated in State prisons, reflectindyarse in
the number of nonviolent drug offenses from 5,675 sentenced in 2004 compared to 6,148
in 2007. Of all drug offenders in New York State prisons approximately 80% were never
convicted of a violent felony and 52% were incarcerated with three of the lowelst le
felonies, i.e. Class C, D, or E—which involve very small amounts of drugs (Corréctiona
Association, 2008). Incarceration of non-violent drug offenders cost in New Yo& Stat
prisons cost $36,835per inmate annually (Correctional Association, 2008).
Productivity

Labor productivity is ratio of output to the input of labor (Saari, 2006).

Productivity loss is brought about by a reduction in the supply and effectiveness of the
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labor force. When drug use impairs workers, it reduces the size of the workforce and,
therefore, the size of labor productivity. Drug-related premature deathssjline
institutionalization, crime careers, and victims of crime affect the supuly
effectiveness of the labor force (Harwood et al., 1999). There is a great tesa when
drug abusers suffer from impaired function, or are incarcerated. In 2002, #rere w
116,000 institutionalized or hospitalized drug abusers temporarily out of the labor force
costing an estimated $2 billion productivity loss. Drug abusers often resitegtd i
activities such as drug dealing, property crimes, or prostitution to suppordhei
habits. In 2002, $27.6 billion was generated by to crime careers, an increase from $19.2
billion in 1992 (ONDCP, 2004). Such practices create more victims. In 2002, there were
5.2 million drug abuse-related victimizations resulting in $1.8 billon loss in productivity
due to taking time off from work to recover or to get affairs in order (ONDCP, 2004).
Healthcare Cost

Healthcare costs related with drug abuse increased by 4.1% over a 10-iehr per
from $10.6 million in 1992 to $15.8 million in 2002 (ONDCP, 2004). This jump
represents incidence of drug treatment and drug-related medical consecuericas
drug-exposed infants, Hepatitis, and HIV/AIDS. In 2002, the total budget for community
drug treatment programs was $6 million, an increase of 5% from $3.8 million in 1992.
Drug abuse-related healthcare costs such as drug-exposed infants totaledI®60m5 mi
2002, an increase from $407 million in 1992. The cost to the healthcare system due to
drug use and the resulting infectious diseases such as tuberculosis is $19 million,

HIV/AIDS is $3.7 million, and Hepatitis B and C is $312 million (ONDCP, 2004).
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Drug treatment and the Criminal Justice System

While judicial sanctions were a high priority, they did little to deter dreg us
Recognition that drug problems were not “curable” by punitive measures led to the
consideration of alternate views of drug abuse (Belenko, 2000). The growth of the prison
population resulting from convictions under punitive policies, spurred the need for
alternative approaches to drug use rather than incarceration (Belenko, 2000). The
treatment for drug offenders requires alternative measures other thecenation.

Early acknowledgement of alternative measures began with programasstineh
Narcotic Farms in the 1930s and Civil Commitment Programs in the 1960s as a result of
criticisms from the medical profession. The medical profession believed thav@unit
measures were not effective in deterring drug use or helping those aduhdtedlled for
alternative approaches to helping those with drug addiction (Belenko, 2000). Btethe la
1960s, the Narcotic Addict Rehabilitation Act (NARA) led to the establishment of
Federal programs such as Treatment Accountability for Safer Commsyiia&C
formerly know as Treatment Alternative to Street Crimes) and othernaltive to
Incarceration (ATI) programs that created the link between the crijostade system
and the healthcare sector. The following section provides an overview on the
development of treatment alternatives for drug-abusing offenders.

Treatment Alternatives for Drug-Abusing Offenders
Narcotic Farms

In an attempt to deal with overcrowding prisons due to arrest among heroin users,
specialized Federal narcotic treatment programs were designedttaders while

providing relief to the overcrowded prisons. The first narcotic program opened in 1935
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in Lexington, Kentucky, as a U.S Public Health Service hospital, and threselgtsar

(1938) another in Forth Worth, Texas (Akers, 1991). The benefits gained by creating the
narcotic programs included keeping custody of criminal drug abusers for & jangpel,

which meant keeping them from the public; relieving the over crowdedness in prisons;
and avoiding the cost of creating more Federal prisons (Belenko, 2000; Leukefeld &
Tims, 1988; Platt, Burhringer, Kaplan, Brown, & Taube, 1988).

Rehabilitation efforts by both programs generally involved group psychothierapy
bring about positive and pro-social behaviors in its clients (Brown, 1990). The
rehabilitation efforts, however, produced little success then. There wgarectapse
rates and abstinence was not usually long term (Belenko, 2000). The relapses were due
to residents leaving at the end of their sentence despite not being fullyitateabhiand
those who were admitted voluntarily left prior to fully completing the treatmprocess.

The Lexington and Forth Worth programs marked the beginning of civil commitment
referrals of drug abusers to drug treatment by the criminal jusstensy
Civil Commitment Programs

Civil commitment programs were established in 1961 in California (Civil Addict
Program, CAP) and 1966 in New York (Civil Commitment Program, CCP), following
the directives of the narcotics programs by committing drug abuseredrfestrug-
related acts to treatment while providing protection to society (Inciardi, 198écqi b4,
1988). These programs controlled and rehabilitated drug abusers through drugntreatm
monitoring drug use, and implementing sanctions for program infractions feélige
Tims, 1988). The CAP and CCP were very stringent; requiring drug abusers to spend an

average of 18 months in the inpatient phase followed by outpatient or aftercare closely
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monitored in an effort to keep them drug-free (Anglin, 1988). Those in the program were
also subjected to three years of community supervision, during which time randem uri
tests were conducted (Akers, 1991).

The CAP program was effective in reducing daily narcotic use and assbciat
property crimes according to studies by Anglin (1988). Evaluation studiesadveal
treatment participants demonstrated immediate and dramatic decreasy narcotic
use that was sustained over a five-year period while under legal supervision. Fhe CA
program was also credited for a reduction in drug-related antisocial behavibas
increase in employment activities. The effective components of CAP included yot onl
the time spent in drug treatment but, also the close community legal supervision wit
objective drug testing (Anglin, 1988). The CCP program demonstrated some
effectiveness in reducing narcotic use but was not as effective due to operations
established by a State agency rather than an agency with experienaknia \wih
addicts and addicted behaviors (Anglin, 1988). Both civil commitment programs were
later de-emphasized due to high operating costs and community-based drugitreatme
programs were considered more economical than state operated programs. This de-
emphasis led to the development of the Federal Narcotic Addict Rehabilitation Act
(NARA) in 1966 (Anglin, 1988).

Narcotic Addict Rehabilitation Act (NARA)

The Narcotic Addict Rehabilitation Act (NARA) was established in 1966 in a
continued effort to disrupt the drug use/criminal activity cycle. NARA wasldped
not only to rehabilitate drug abusers but also to provide aftercare services in their

communities through linkages with healthcare and criminal justice sysimris(n,
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1988). Drug abusers committed to drug treatment were required to partinipate i
aftercare services and were monitored by the criminal justice systeonfipliance.

NARA established a close linkage between the health care and crimirzd gysgtem

and included aftercare services, signaling the beginning of an allianceshetwe
correctional programs operated by the U.S. Bureau of Prisons and communitgiiteatm
providers (Weiner, 1976). By the end of 1972, there were 68 NARA supported
community-based treatment programs (Anglin, 1988; Anglin & Hser,?1L99eir
encouraging developments led to new coordinated efforts to identify alternegares to
deal with criminal justice drug abusers.

The major efforts of NARA at the Federal level, with its linkage between
healthcare and the criminal justice system, the pressures of recidimgthesfinancial
cost exerted by drug-abusing offenders, induced the development of ATl progsons, al
referred to as Diversion programs, to target these offenders (Harvari@éxaew, 1998).
The primary function of ATI programs is to identify individuals involved with the
criminal justice system due to drug abuse and, based on comprehensive assessment
provide, a referral for the appropriate level of drug treatment. ATI progrdas de
prosecution by dismissing or postponing criminal charges on the condition that drug-
abusing offenders participate in drug treatment for a predetermined lerigtie ah lieu
of a potential sentence (Gostin, 1991).

Treatment Accountability for Safer Communities (TASC)

Developed with Federal funds in 1970, Treatment Accountability for Safer

Communitie TASC) identifies those who might become progressively involved with the

criminal justice system due to their drug use, refer them to treatment,cemicmtheir
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adjustment to society (Cook & Weinman, 1988). TASC offers a system to track the
treatment progress of drug-abusing offenders and to act as liaison betwegsm@edur
independent drug treatment programs. TASC uses a case management approach and
employs legal sanctions that reflect community concerns for publiysafetiso utilizes
treatment that emphasizes therapeutic relationships as the means aighahgviors
and reducing drug use.

Today, there are 40 states with TASC programs in operation with a strong
statewide presence in states such as Florida, New York, Delaware, Ohio,NRemasy
and lllinois (TASC, n.d.). Early evaluations of TASC programs concluded they are
generally effective at identifying drug abuse problems among offendénmaking
appropriate treatment referrals. In a national study, TASC clientsidergial (48%)
and outpatient (57%) programs were more likely to complete a three-month ttreshol
treatment compared to clients with no legal involvement in residential (30%) and
outpatient (41%) programs (Hubbard, Collins, Rachal, & Cavanaugh, 1988). TASC
clients demonstrate greater retention and better post-treatmentsstinaseaon-TASC
clients (Inciardi & McBride, 1991). Consistent results were found by Anglin, ltmngs
and Turner (1999) among TASC clients who had greater reduction rates in drugsgjse da
frequency of drug use, and number of drugs used compared to noncriminal justice clients
Drug Courts

The groundbreaking ATI program for drug offenders is the drug court because of
its potential for improving public safety and public health (National Institute atdus

2006). The first drug court program was established in 1989 in Dade County, Florida in
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response to the colossal number of drug-related cases and expanding prison population
(Belenko & Dumanovksy, 1993).

Drug courts are designed to use its authority to reduce crime by changing
defendants’ drug abuse behaviors. Under this concept, in exchange for likebsdismi
charges or reduced sentences, defendants are diverted to participate ihyudicial
monitored drug treatment programs. Like the ATI programs, drug courts integrgte dr
treatment services into the justice structure and provide continual monitoringtthrou
regular drug testing (Belenko, 1998). Judges oversee the treatment of drug-abusing
offenders through frequent court appearances; review their progress irathetre
program, and a combination of praise for positive behavior and sanctions for treatment
failures to encourage offenders to complete treatment successfully (HaavaReview,
1998). The judge is the central figure in a team effort that focuses on sobriety and
accountability as the primary goal. Because the judge takes on the rolagtdrigeep
participants engaged in drug treatment, providers can effectively focus dopilegea
therapeutic relationship with the client. In turn, treatment providers keep the cour
informed of each participant’s progress so that rewards and sanctions can bedprovide
(National Association of Drug Court Professionals, 1997).

In a meta-analysis of evaluation studies on drug courts, Belenko (1998) concluded
drug courts performed successfully in retaining offenders with substantiphdd
criminal histories and minimal prior treatment engagement. Drug use andatrimi
behaviors are reduced substantially while clients participate in drugpgrograms.

Savings are generated from reduced prison use, decreased crimingésctad lower

criminal justice-related costs. Drug courts have multiplied nationwideyas ke
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components to the criminal justice system since their initial opening in 1989. To date,
they number 2,174 (ONDCP, 2009).
Drug Treatment Alternative to Prison (DTAP)

In 1990 the Drug Treatment Alternative to Prison (DTAP) program, unique to
New York, was developed by the Brooklyn District Attorney’s office as tise fi
prosecution-run program in the country, to divert nomvibfelony drug offenders to
residential drug treatment. DTAP was developed in response to theeprdeknic, on
the premise that defendants would return to society as drug-free and prodtizéws c
following treatment than if they spent comparable time in prison at neacky thae cost
(Brooklyn DA, 2007). Defendants who qualify would enter a felony pldaegeive a
deferred sentence allowing them to participate in resaeirtig treatment program for a
period of 18 to 24 months (Hynes & Swern, 2005). DTAP partitspane offenders who
have repeatedly sold drugs, have not been convictediolieat crime, are willing to
engage in treatment and community living, do not havetarisf violence or severe
mental disorder, and are facing a mandatory prison sentedee New York State’s
second felony offender law (CASA, 2003).

Since its inception, more than 1,155 drug offenders haveleted the program
(CASA, 2003). A five-year evaluative study by CASA (2068npared a sample of 280
DTAP patrticipants to a matched sample of 130 similaaraférs who passed through the
regular criminal justice process. Results reveal€AMparticipants who successfully
graduated the program have a 33% lower re-arrest rai8pdodver reconviction rates;
and an 87% lower prison re-incarceration rates than theaason group. Results also

indicate DTAP graduates are three and one-half times hkety to be employed than they
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were before their arrest; remain in treatment six timegdr; and have a 81% one-year
retention rate by remaining in treatment for at leasht@ths. The success rate of the
DTAP program has to do with its model. All participasith a participation agreement in
court that outlines treatment requirements and theecoiesices for failure. DTAP
dropouts face mandatory incarceration and longer prisdarsges due to their repeat
felony offender status. DTAP also requires monthly pssgreport from the drug
treatment staff, and it has its own specialized wateam to pursue absconders (Young,
2002). TASC, unlike DTAP, is much more likely to offailed participants a second
chance and place them in another drug treatment progranmg@y 2002). See Table 2 for
ATI programs.

Table 2

Alternative-to-Incarceration Programs

Year Alternative Approaches

1935 Narcotic Farm in Lexington, Kentucky

1938 Narcotic Farm in Forth Worth, Texas

1961 California Civil Addict Program

1966 New York Civil Commitment Program

1972 Treatment Alternative to Street Crimes (TASC)
1989 Drug Court

1990 Drug Treatment Alternative to Prison (DTAP)

Drug Treatment Modalities
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Treatment for drug abuse is delivered in many diffesetttngs. There are more
than 11,000 specialized drug treatment facilities providahgbilitation throughout the
U.S (National Institute on Drug Abuse (NIDA), 2000). Drugatment modalities can vary
to include those such as long-term residential, short#tesidential, or drug-free
outpatient. The criminal justice system tends tobadlk long-term residential and drug-
free outpatient programs (Hiller, Knight, Broome, & Simpst998). The choice for these
programs varies from client to client needs to the natiuttee criminal offense that might
require constant supervision. For example, a resalgmmbgram will make sure that the
client is monitored constantly and the justice progvalirbe notified if the client leaves
prematurely.

Residential Drug Treatment Programs

Residential drug treatment programs are not only cfesttisfe and provide greater
monitoring and control of criminal justice clients, bugytralso provide opportunities for
clients to be involved with the community and makeafssupport systems to assist in the
recovery process (Dynia & Sung, 2000). Residential tresstprograms are based on the
therapeutic community (TC) model, a modality incorporasiogal learning. Therapeutic
community programs are fashioned after peer support fasquiad values and behaviors,
and a holistic perspective to human change (Hartman, \8@kston, & Cloyer, 1997;
Lipton, 1998). Traditionally, the length of time in a V&ies from 18 to 24 months.
However, recent funding changes have forced many programsrtersbtays anywhere
from 9 months to 12 months. Treatment within a TCugldd into three major phases:
Phase one is introduction and early treatment; Phasie pvimnary treatment; and Phase

three is re-entry (NIDA, 2002).
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Phase one—induction and early treatment, occurs duringsh8@ days of
treatment. During this time clients learn the TC peiaand procedures; establish trust
with staff and other residents; and initiate an asbiggesonal assessment of self,
circumstances, and needs (NIDA, 2002). This stage dtsusatlients to begin to
understand the nature of addiction, and allows themgim b@ commit to the recovery
process.

Phase two—primary treatment, which is two to threathm) provides a structured
model of progression though increasing levels of pro-sattitlides, behaviors, and
responsibilities. The treatment program may use intaorentsuch as cognitive
behavioral therapy and motivational interviewing, tongeaclients’ attitude, perception,
and behavior related to drug use. The TC also addressals wocational, familial, and
psychological needs of the client.

Phase three—re-entry, which is generally from four to $inths, is intended to
facilitate the client’s separation from the treatmenirenment and gradual transition to
the community. To ensure continued abstinence, afeeseavices are often recommended
which may include individual or family counseling, paigation in an outpatient drug
program for a minimum of three month, or attending self-gedpips such as Narcotics
Anonymous (NA) or Alcoholic Anonymous (AA) (NIDA, 2002).

Short-term Residential Drug Treatment Programs

Short-term residential programs that are staffed bycakgrofessionals, to
provide intensive but brief residential treatmentjgiesd to keep clients for up to 30 days
with a focus on medical stabilization and abstinencdl@vi& Wyman, 1996). Originally

designed to treat alcohol problems, short-term resalgmbgrams began treating other
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substances during the mid-1980s with the emergence ofable cocaine epidemic
(NIDA, 2000). Clients who complete short-term resit# treatments are often referred to
drug-free outpatient programs to continue the recovery process
Drug-free Outpatient Programs

The drug-free outpatient program is the other commonly tisatinent modalities
by the criminal justice system (Farabee & Leukefeld, 200tug-free outpatient
programs cost less than residential TC programs andrvtrgir intensity and the type of
services offered. Unlike residential treatment, dneg-butpatient programs do not follow
the same three phases of treatment. Rather, they fomariprion promoting behavioral
changes through individual, group, and family therapy @esgNIDA, 2002). These
therapy sessions concentrate on problem solving, oagbighavioral approaches, and
incorporating the self-help programs such as NA or AA. [&hgth of participation in
drug-free outpatient treatment varies from 6 month2tmdanths with urine testing for
drug use carried out more frequently than in residgmtegjrams. Drug-free outpatient
programs are often used as an aftercare component for tmogketiog residential drug
treatment programs.

Implications and Significance for the Social Work Field

The social and economic impacts discussed earlier have implications for the
social work field. The impacts from the punitive drug laws prompted advocacy work for
alternative approaches for dealing with drug-abusing offenders. Advocates f
alternative approaches to incarceration see reduced costs assodia@thvimal justice
proceedings, promotion of pro-social behaviors, and minimized impacts on family units

(Farabee & Leukefeld, 2001; Polcin, 2001; Mauer, 2009
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Implications for Social Work
Advocacy

Continued incarceration has led to advocacy for changes in current drug laws,
sentencing policies, and the need for alternatives to incarceration progradrcagy
efforts led to the recent repealing of the Rockefeller Drug Laws in 2p89 when then
NYS Governor David A. Paterson signed the Rockefeller Drug Laws reféove(nor
Press Releases, 2009). This reform provided changes in three major ar¢as: (1) i
eliminates the mandatory minimum prison sentence for most drug offensesx(jrts
ATI options; and (3) it allows for retroactive sentencing for those currgmddycerated
(DPAN, 200@). First, the reform eliminates the mandatory prison sentencing for first
time drug offenders convicted of a Class B, C, D, and E drug felony. Prison sentence
was also eliminated for second time offenders convicted of a Class C, D, and E drug
felony. Judges now have the discretion to sentence first- and second-time dndgrsffe
to probation, drug treatment, or some other form of ATl program. As discussed igarli
the chapter, currently there are 13,000 drug offenders in N.Y. state prison system unde
the Rockefeller Drug Laws where 52% of them are incarcerated with tleeldlrest
level felonies, Class C, D, and E (Correctional Association, 2008; dreptheock.org).
Repealing the Rockefeller Drug Laws is an important milestone becaursgides cost-
effective alternatives to dealing with drug-abusing offenders.

Second, the reform calls for the expansion of ATI programs, re-entry sgrarnck
expansion of drug courts for drug-abusing offenders (DPAN,200%e cost of
incarcerating drug-abusing offenders in N.Y is $36,835 per person annually, whereas

drug treatment options cost $2,700-$4,500 per person annually for outpatient and
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$17,000-$21,000 per person annually for residential (Correctional Association, 2008).
Drug treatment, an ATI option, is important because the offenses commétteafien
the result of drug dependence and drug-related activities. Drug treasraenbre
effective way of treating the dependence and reducing the likelihood oferesefand re-
arrest (Inciardi & McBride, 1991). Drug offenders who participate in tredtioe a
minimum of 90 days are likely to achieve positive outcomes in the domains of reduced
drug use and criminal activities (Anglin, Brecht, & Maddahian, 1989; Anglin & Hser,
1990; Simpson, Joe, & Brown, 1997; Zarkin, Dunlap, Bray, & Wechsberg, 2002). ATI
programs also aid efforts to reduce the recidivism rates among drug off¢Adghn &
Maugh, 1992; Lipton, 1998; Wild, Roberts, & Cooper, 2002; Wild, Newton-Taylor,
Ogborne, Mann, Erickson, & MacDonald, 2001). Court sanctions place drug offenders in
treatment for a predetermined period resulting in greater retentioim iGrieg treatment,
positive treatment outcomes, and favorable behavioral changes (Collins&nAlL996;
De Leon, 1991).

Finally, the Rockefeller Drug Laws reform resulted in retroactvsentencing for
drug offenders already serving under this promulgation (DPAN,’20@& a result of
the change, drug offenders convicted of Class B drug felonies before 2005 wetticeant
greater than three years are able to petition for re-sentencing undewtdrugdelony
sentencing guidelines (DPAN, 2099 This development will allow approximately 1,500
offenders currently incarcerated under the original Rockefeller Drug santencing
guidelines to argue for lesser charges using the new sentencing guifiehAds,
2009). Re-sentencing will allow for early release and/or time served due towthe ne

guidelines.
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With the changes to drug laws the implication for social work becomes two-folds,
one—working to provide adequate services to those being released from prison to prevent
recidivism; and two—identifying resources such as additional funds to offerAidre
programs for those at risk of being incarceration due to drug use. While the ressegnte
guidelines will require additional resources to re-sentence these t@sassociated cost
is not equivalent to the current incarceration annual cost of $36,385 per inmate
(Correctional Association, 2008).

Clinical Assessments

Clinicians working with drug-abusing offenders must ensure proper clinical
assessments because while clinicians might consider drug treatmermisés/a pTI
option, the drug offender might not be motivated for drug treatment. There are concerns
that mandating drug offenders to drug treatment simply places them in theestnea
environment but does not promote motivation for change (Farabee, Prendergast, &
Anglin, 1998). The concern is that forced treatment will be of little clinicaitiecause
drug-abusing offenders can change only if they are internally motivated to stgp us
drugs, and those who are not motivated to change their behavior will not be open to
therapeutic process (Brecht, Anglin, & Dylan, 2005; Lurigio, 2000; Wild, Newton-
Taylor, & Alletto, 1998).

Studies found mandated clients scored significantly lower on treatment
motivation when compared to non-mandated criminal justice clients and also found
clients mandated to drug treatment were less likely to recognize tthéandeeatment
(Farabee, Nelson, & Spence, 1993; Marshall & Yser, 2002). Research has also

demonstrated that lack of internal motivation for change precludes positivean¢atm
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outcomes (Marlowe, Kirby, Bonieskie, Glass, Dodds, Husband, Platt, & Festinger, 1996;
O’Hare, 1996). The concerns and arguments against drug treatment as arvalternat
make it crucial for clinicians to appropriately assess the level ofrtezritreadiness
among drug-abusing offenders. Early and appropriate assessments allcandgito
identify the level of motivation for drug treatment and the proper treatmententeam
best suited for drug offenders. Treatment intervention such as Motivatiomaldniag
is a commonly used technique that enhances and facilitates internal motivationge cha
(Miller & Rollnick, 2002). This treatment technique seeks to move individuals from a
resistant or non-engaging stage to an active participation stager @Hellnick, 2002).
Appropriate clinical assessments of mandated drug-abusing offendatsaare
important because of limited resources. Concerns abound that requiring individuals to
undergo drug treatment when they are not ready, will utilize limited alaithug
treatment slots. There are 12,000 long-term residential treatment bedblavaila
throughout the United States (Kramer, 1993) and the criminal justice systeroftaenst
utilized residential treatment because it provides constant supervision and coatimninic
regarding drug-abusing offenders. It is important for clinicians to apptefyriassess
and reassess drug-abusing offenders during the course of treatment to ensiaansig
progress and minimize the loss of resources. The correct assessment aedtreatm
interventions amount to program performance when working with the criminal justice
system. Positive treatment outcomes such as reduction of drug use, reduction in re-
arrests, and improved pro-social behaviors, such as employability and drogetreat
programs remain competitive when serving criminal justice agenciesourin&uettel,

and Bomardier (2002) found using motivational interviewing among mandated clients
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who were unable to identify treatment goals were significantly moreg liketomplete
their treatment goals, and more likely to complete treatment.
Clinical Services

Drug treatment is being utilized more and more as an ATl measureffodrto
reduce the impact of drug-related cases on the regular judicial systencrifimal
justice system has dominated the drug treatment referral procesxafge, 40% to
50% of referrals from the criminal justice system are made to drughgeaprograms
(Farabee & Leukefeld, 2001; McVay, Schiraldi, & Ziedenber, 2004). A 2007 report by
the Sentencing Project indicated that, during the past three years théexeha steady
increase in ATI programs, including the expansion of drug courts mandating drug
offenders to treatment (King, 2007). The expansion of drug courts and increased
referrals to drug treatment compels the social work field to keep pacerastdipg
appropriate services. Services other than drug treatment such as vocational, housing
medical, and mental health are also needed for success in meeting legakmandat
minimization of future drug related arrests.

Policy and Research Implications

Social work advocacy promoted new policies to address drug-abusing offenders.
Advocacy has led to the changes in the Rockefeller Drug Laws includingrtensing
policies and increased alternatives for drug-abusing offenders. These paliges
have resulted into significant cost savings. The Drug and Alcohol Servicesétian
System (DASIS, 2004) reported that between 1992 and 2001, referrals to drug treatment
programs increased by 32%. Referrals to the drug treatment programs batexlafost

saving benefits for all areas of the criminal justice system. DTAF' ad6ual report
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indicated a total cost savings of $38,463,183 from 1990 to 2006 calculated on correction
savings, socioeconomic savings, and income taxes paid based on 971 DTAP graduates
(Swern, 2007). The cost savings include $29,855,408 in corrections; $987,507 in
healthcare; $3,687,159 in public assistance; $3,012,508 in recidivism; and $920,508 in
increased income tax contributions (Swern, 2007). The economic cost cuts demonstrate
the ability of ATI programs to generate savings not only for the criminatgusystem
but also for areas such as healthcare and increased tax contributions frondfagner
abusers. The cost-savings generated through ATI programs also means niseaxqfa
more community-based correction programs. For example, Federal legisiais
introduced recently to the 1¥@ongress in 2007 to expand the DTAP program to other
jurisdictions throughout the country.

With more referrals and plans to expand ATI programs, the criminal justice
system will continue to enter into contractual agreements with drug tregbnoiders
to treat drug-abusing offenders for the purpose of reducing recidivism andngwest
associated with this population. Research shows drug offenders who complete drug
treatment have reduced post-treatment drug use; are less likely totdatanei drug-
related crimes; have greater reduction in drug-use days; decreaseméyeqtidrug use
and number of drugs used (Anglin, Longshore, & Turner, 1999; Harrison; 2¥Xler,
William, Early, & Trotman, 1996). Research also shows a one-year retengasraigh
as 68% among criminal justice clients participating in drug treatmenuthansure
maximum clinical benefits (Belenko, 1998). Continued work is needed to address severa

concerns about drug offenders entering treatment programs, that is, they terest be |
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compliant, report less satisfaction with drug treatment, and are often nog teead
participate in drug treatment” (Kelly, Finney, & Moos, 2005).
Summary

Attempts to control drug-abusing offenders through punitive strategies yielded
few positive results. Punitive sanctions to control drug-abusing offenders dasulte
increased arrests, increased convictions, and lengthier prison sentencew@Vi2003).
However, the integrated approaches of public health and public safety have iordicat
for best practices for the social work field. This balanced approach \arthgiee a
reduced prison population, reduced personal loss that impacts family units, and reduced
cost savings for society. Drug treatment has demonstrated its exsivefiess for the
criminal justice system as it deals with drug-abusing offenders (McVayat, &
Ziedenber, 2004). Alternative-to-Incarceration programs and other comnbasiyg
programs are being adopted as policy to servicing drug-abusing offenders. As noted
earlier, there were increases in the last three years to divert nondalgriffenders
from incarceration (King, 2007). With more referrals to drug treatment pregrais
incumbent upon service providers to avail appropriate course of treatment to enable
successful clinical outcomes. Resultant successful outcomes begin with boigad c
assessment of drug offenders entering treatment. Assessing dndpddfearly in the

clinical process contributes to increased positive treatment outcomes.
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CHAPTER 1l
STATEMENT OF RESEARCH

This chapter focuses on the research concepts relevant to this research. After
reviewing the background and significance of drug-abusing offenders, tisales
augments existing knowledge on the alternatives to incarceration population ¢siragse
internal motivation, specifically treatment readiness.

Research Concepts

Substance Abuse

According to the Diagnostic Statistical Manual 4th Edition [DSM-1V], 1994ydr
abuse is the maladaptive pattern of substance use that leads to clinicaliyasignif
impairment that is manifested by one or more of the following occurring withiz a
month period: 1—the recurrent substance use resulting in failure to fulfill noégor r
obligations at work, school, or home; 2—the recurrent substance use in situations in
which it is physically hazardous, e.g. driving while impaired; 3—the recur@nce
substance-related legal problems; and 4—the recurrent substance use deggigatpmrs
recurrent social or interpersonal problems caused by or exacerbatedefffethe of the
substances. The term substance abuse and drug abuse have been used interchangeable
throughout the literature. For purposes of this research the term drug abuse is used
throughout the paper.
Criminal Justice Status

There are varying terms throughout the literature used to describealrjostice
clients and their status in drug treatment programs. Farabee, Prendergast,lsnd Ang

(1998) identified terms such as “coerced,” “compulsory,” “mandated,” “invalyrita

a7



“legal pressure,” or “criminal justice referrals” as some exaspWallace (2005)
defines a mandated client as any individual under correctional supervision and wko ente
community-based drug treatment after having been referred to treatmastdrintinal
justice authorities, the individual is under supervision and monitored by a judge or some
agency under contract with the judicial system. For purposes of this researabe/gall
(2005) definition of mandated client will be used.
Legal Coercion

There are also varying terms throughout the literature used to describ@eroer
by the criminal justice system. Farabee et al. (1998) noted there wrew@egrees of
coercion that includes recommendation for drug treatment from a probation or parole
officer’s to a drug court judge’s offer of treatment in lieu of a prison seateDe Leon
(1988) noted that similar terms such as “legal pressure,” “legal status,legad “
referral” are also used interchangeably throughout the literature. Eagtble, (1998)
and De Leon (1988) identified and defined three key terms—Ilegal referraistatyss,
and legal pressure. They defiegal referralas anyone referred to drug treatment by
diversion programs, probation, parole, or some other specific court sentencirggistipul
Legal statuss defined as any client with any form of involvement with the criminal
justice system ranging from warrants to incarceratloggal pressurés the subjective
experience of the client receiving the pressure because those who dyadégaed may
not experience any discomfort over the consequences of non-compliance with drug
treatment. For purposes of this research Farabee et al. (1998) and De Leon (1988)

definition of legal referral will be used.
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Motivation

Motivation is recognized as a factor in the drug treatment process and is
considered central to the course and outcome of drug treatment. It has been broadly
defined in explaining why individuals engage in behavior changes and the extegit of t
desire to do so (Cabhill, Adinoff, Hosig, Muller, & Pulliam, 2003; Curry, Wagner, &
Grothaus, 1990; Miller, 1985). DiClemente (1999) defines motivation as the causes and
intentions that move individuals to adopt certain behaviors, where they pushed or pulled
by motivational forces that shape or direct behaviors. These motivationa ¢arcde
external or internal. External motivation is defined as outside pressure to change,
whereas internal motivation refers to pressure to change that originatesithomthe
individual (De Leon, Melnick, & Tims, 2001). External motivation forces that influence
the behavioral change process can originate from a legal, formal, or ahfsoorce.
Legal Motivational Forces

Legal motivational forces refer to behavior changes directed by the atimin
justice system. Legal motivational forces demonstrate the most potentrdlidencing
behavior toward desired outcomes. This is because it is the most consistenit type
coercion and is less subjected to changes than coercion by other informal soureess suc
ultimatums from family members that might tend to compromise (GregoBarke,
2004). Some evidence suggests that legal forces result not only in greater dnugntreat
retention but reduced drug use and criminal acts; improved pro-social behaviors such a
increased employment; and improved relationships with family and support networks
(Condelli & Hubbard, 1994; Etheridge, Craddock, Hubbard, & Rounds-Bryant, 1999;

Rempel & DeStefano, 2001; Simpson, Joe, Fletcher, Hubbard, & Anglin, 1999; Zarkin,
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Dunlap, Bray, & Wechsberg, 2002). Research also suggests clients entering drug
treatment due to legal motivational forces, remain in treatment longer and shliow pos
treatment changes such as reduced drug use, recidivism and greateragroedasiiors
(Knight, Hiller, Broome, & Simpson, 2000).
Formal Motivational Forces

Formal motivational forces are institutionalized strategies to fateldrug
treatment entry. Formal motivational forces such as social assstgnams require
participation in drug or alcohol treatment programs to prevent loss of government-
provided benefits. Agencies such as the U.S. Social Security Administratiorerequir
individuals identified as drug and alcohol abusers to participate in drug treatrmesht
termination of financial benefits (Watkins & Podus, 2000). Brizer, Maslansky, and
Galaner (1990) found alcohol dependent public assistance recipients who participated i
alcohol treatment, remained in treatment as long as self-refereatscliThe other
formal motivational forces include employers using constructive coercateges to get
employees to participate in Employee Assistance Programs (EAd3evob
performance is affected due to drug or alcohol use (Jacobs & Zimmer, 1991; Wild, 2006)
Informal Motivational Forces

Informal motivational forces originate from social contracts with famiilsocial
networks where individuals may feel significant pressure to enter drugnéeiat The
social consequences brought about by family and friends play an integral role i
motivating drug treatment entry (Fernandez, Begley, & Marlatt, 2006p1iP&rBright,
2008). They use strategies such as the Johnson Intervention (JI), an intervengadn carri

out by family and friends who confront the drug abuser, with the guidance of a therapis
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to motivate drug treatment entry (Fernandez et al., 2006). Loneck, Garret and Banks
(1996) compared three drug treatment referral methods—the JI, coerced (rereive
ultimatum or suffer specific consequences from job or court), and non-coerced (no
ultimatum issued). Their results indicated clients in the JI group were mdyetdike
enter and complete the treatment process than clients in the coerced and rexh-coerc
group. However, while the drug treatment entry is key, what is important t@#tenént
process is the readiness to engage and participate willingly in drugdrgatativities to
maintain changes.
Treatment Readiness

External motivational forces are useful in initiating and achieving belsvior
changes and keeping clients in drug treatment. However, sustaining the behavioral
changes beyond the external contingencies, internal motivation is important to the
treatment process. Internal motivation refers to pressure to changesttcsn within
the individual. These pressures are typically negative self-perceptionmogodrug
abuse and the desire for a more fulfilling lifestyle (De Leon et al., 2001). Riaimal
and internal motivation forces are important to the drug treatment and recovesysproc
Failure to address both can result in inferior treatment participation andvesalile
outcomes (Farabee et al., 1998). Leukefeld and Tims (1988) note that stable recovery
cannot be maintained by external pressure alone but that, motivation and commitment
from internal motivation must be present.

A key component of internal motivation is readiness for treatment. Broadly
defined, readiness is the possession of characteristics by the individuaé thieelg to

promote engagement in the behavioral change process and thereby enhancirgy change
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(Ward, Day, Howells, & Birgden, 2004). Readinéwsdrug treatment refers to the
perception that treatment is necessary in order to achieve behavioral{iaadeon

and Jainchill, 1986). Treatment readiness involves a willingness and openness
therapeutic treatment and preparedness to engage in remedial activatlesofD) et al.,
2001; DiClemente, Schlundt, & Gemmell, 2004). The success of clients in drug
treatment depends, in part, on their level of readiness for treatment. Ocdpsotivats

are not ready to actively participate in treatment activities to prombseiogal change
(DiClemente, 1999; DiClemente, Bellino, & Neavins, 1999; Prochaska, DiClemente, &
Norcross, 1992).

Determining treatment readiness is key to the recovery process bec#losesit a
providers to have a better understanding of whether or not clients are readyely act
commit themselves to the therapeutic process. This understanding enalbhesrtre
providers to meet clients where they are in the therapeutic process and, to develop
treatment plans accordingly (Joe et al., 1998). Providers will be better prepared to
occupy clients in activities to increase or enhance readiness for drungeinéa For
example, Motivational Interviewing focuses on enhancing and facilitdiegltent’s
own motivation by altering decisions and increasing readiness for chanégr @Mil
Rollnick, 2002). Hiller, Knight, Leukefeld, and Simpson (2002) found clients assessed
with low treatment readiness at intake show increased readiness followticgpaton
in readiness activities early in the drug treatment process.

Research Questions
It will be shown in the preceding chapters that assessing drug offenders’

motivation for treatment early in the clinical process contributes posigagrent
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outcomes, reduces drug use, and reduces re-arrest (Joe et al., 1998; De Leon, et al
2001). The purpose of this research is to assess readiness for drug treatmegrd raig
abusing offenders mandated to drug treatment. This research will add to existing
knowledge on the Alternative-to-Incarceration (ATI) population by addressing the
following research questions:

(2) Is there a relationship between treatment readiness and client type?

(2) Is there a relationship between treatment readiness and crimina je$tical
type?

(3a) Is there a relationship between treatment readiness and whetttsriciee
drug treatment history?

(3b) Is there a relationship between treatment readiness and whethermaiaents
criminal justice involvement history?

(4) What is the relationship between treatment readiness and client at&ibutes

These research questions are important as a result of changes drug control
policies. There is need for additional research on the alternative to incadcerat
population to determine the best way to meet the needs of these clients. Thissksdy s
to contribute to the body of literature and to our understanding of services to etindat

clients entering drug treatment programs.
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CHAPTER IV
THEORETICAL PERSPECTIVE

There are several theoretical perspectives to understanding chaagesctive
behaviors. Several of the perspectives include: cognitive-behavioral, systeahagjical,
humanist, and existential perspectives. The cognitive-behavioral thelopetispective
explains changes through processes involved with cognitive restructuring amtbbeha
modification techniques (Beck, Wright, Newman, & Liese, 1993). The system and
ecological theoretical perspectives discuss changes occurring not onlynditheual
but how involvement with various systems such as family, friends, and one’s community
can affect these changes (Bronfenbrenner, 2005). The humanist and existential
theoretical perspectives view changes in behaviors occurring as a rehalt of t
relationship between the client and the therapist (Payne, 1997). While thesedileore
perspectives attempt to explain changes in behaviors, Prochaska and DiCld:9&2}e
presents an alternative perspective that incorporates varying aspbetseof
interpretations into a one known as the Transtheoretical Model of Change (TTM). The
TTM brings together divergent perspectives focusing on how individuals change
behavior and identifying key dimensions involved in the process of behavioral change.
The model offers an integrative framework for understanding and intervenimg wit
behavior changes (DiClemente, 2003).

Transtheoretical Model of Change

There are two key organizing constructs to the TTM: the stages of change, whi

is the dynamic aspects of the process of change over time, and the procesg@&f cha

which facilitates the movement through the stages of change (DiClen263).
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Stages of Change

The first organizing construct to the TTM is the stages of change. The stages
change represent the dynamic and motivational aspect of change over ttiegaska
and DiClemente (1982) note the stages of change segmented the process into mheaningf
steps consisting of specific tasks required to achieve and sustain changesgd@sefst
change are divided into five distinct stages: pre-contemplation, contemplation,
preparation, action, and maintenance. Precontemplation is the stage whenethere a
intentions to change the behavior in the near future or the individual is unaware or under-
aware of the problem (DiClemente, et al., 1991). Clients who enter drug treasn@ent a
result of pressure from family, employers, or the criminal justice&sysre usually
identified as pre-contemplators. De Leon et al. (2000) and Farabee et al.(@&2B)
mandated clients score lower in assessment areas of drug use, desgle émdh
readiness for treatment.

Contemplation is the next stage where the problem is recognized and there are
serious thoughts about behavior change, but no commitment to take action. It is this
stage where individuals evaluate the pros and cons of changing behaviors andchgvaluati
potential new behavior patterns. The contemplation stage requires a “reskirew
analysis” of the addictive behavior and assessing the amount of effort and energy
required to overcome the problem (DiClemente, 1991).

The preparation stage is where a plan of action and a determination to impleme
a plan of change. At the preparation stage, individuals work through the “risldtenfar
making behavior changes and identify a plan of action and commit to changing. The

preparation stage is followed by the action stage, which is marked by the im@toment

55



of the change plan for the behavior. At this stage, behaviors and environments are
modified in order to overcome difficulties.

The final stage is maintenance, where new behaviors are incorporatetiads par
the individual’s lifestyle to avoid relapse. DiClemente, Carbonari, and Vela$9@?)
indicated individuals must remain free of the addictive behaviors for more than six
months to be considered in the maintenance stage. Stabilization of the new behavior and
avoiding relapses are the hallmarks of the maintenance stage.

Process of Change

The second construct to the TTM is the process of change. The process of change
represents the internal and external experiences and activities thatiadabtiuals to
move from one stage to the next (DiClemente, 2003). With regards to the process of
change Prochaska and DiClemente describe two broad categories: edexpiviential
process and behavioral process. The cognitive/experiential process islevdye of
thinking and feeling that create change; and the behavioral process identysesfwa
altering behaviors (DiClemente, et al., 1992).

There are five cognitive/experiential processes. They include consessdsn
raising, emotional arousal, self-reevaluation, environmental reevaluation, aad soc
liberation. The first process, consciousness-raising, is where individuals gaimatibn
that increases awareness about current behaviors. It has been highlighted as a
fundamental process for changing behaviors and is a prime target for nvesttjore and
treatment programs (DiClemente, 2003). Clients increase their ansacknmey) the
introduction and early phase of treatment where they learn about the dangeirs of the

addiction. The second process, cognitive/experiential, involves emotional ahaussl t
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considered central to emotion-based theories of change (e.g., Gestalt}. piotess,
individuals experience a reaction to the old or new behavior to promote change
(DiClemente, 2003). These experiences can either enhance the value of tite curre
behavior or decrease the value these behaviors. Self-reevaluation, the third
cognitive/experiential process, involves the process of assessing how old or new
behaviors fit or conflict with personal values, beliefs, and goals. This typd-of sel
reevaluation is a successful tool to behavior change as it highlights how old addictive
behaviors might result in arrest or loss of family. The fourth process, envirament
reevaluation, is the process of change where the individual recognizes the @osl
negative effects that old or new behaviors had on others. The final cognitivezaxpeéri
process is social liberation that involves increasing social alternatidesorms that
support the new behavior such as attending self-help groups or avoiding environments
that were associated with the old addictive behavior (DiClemente, 2003).

The second broad category in the process of change is the behavioral process of
change. There are five behavioral processes of change. They inclddzesation,
stimulus control, counter-conditioning, reinforcement management, and helping
relationship. The first, self-liberation, involves taking responsibility and mgaki
commitment to change current behaviors and to engage in new ones. Humanistic and
existential steps to change emphasize the responsibility and personal chabesliin
making behavioral changes. The second behavioral process is stimulus control that
requires creating and avoiding cues that can trigger or encourage old behatmoutusS
control is coupled with the third behavioral process of change, counter conditioning.

Counter conditioning requires making new connections between cues and behaviors.
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Individuals can change connections between cues and behavior by increasing or
decreasing the number and nature of the stimuli connected to the behavior, or by
substituting one behavioral response for another (DiClemente, 2003). The commonly use
idiom in drug treatment programs, “people, places, and things,” is frequentlysdidcus
with clients. Clients learn in group and individual sessions to avoid the people, the
places, and the things associated with their drug use that can trigger a rélap$eurth
behavioral process of change is reinforcement management. It involves idgraiiy
controlling the positive and negative motivations for the behavior. The final behavioral
process, helping relationship, involves seeking and receiving support from others to
support new behaviors (DiClemente, 2003). Clients in drug treatment programieare of
encouraged to establish healthy and positive relationships that support theiryrecover
process. They are often encouraged to participate in self-help groups sucbadiseNa
Anonymous (NA) or Alcoholic Anonymous (AA). As part of the process they are
encourage to identify a sponsor—an individual who is well established in their own
recovery and can serves as a guide and source of support for the client astkimeygh
the 12-steps of NA or AA.
Application of the Transtheoretical Model of Change

The TTM and its construct, the stages of change (precontemplation,
contemplation, action, and maintenance), provide information on the readiness for
behavioral change. Understanding what supports or hinders behavioral chabtges ena
drug treatment providers to develop and offer stage-matched interventions geared

towards the promotion of successful behavior change (Prochaska, 1984).
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The application of the TTM in research studies and projects has been extensive.
It has been applied to areas such as smoking cessation (DiClemente, Prochaska,
Fairhurst, Velicer, Velasquez, & Rossi, 1991); physical activities andsi{ffesg &

Gillet, 2004); HIV prevention (Prochaska, Redding, Harrlow, Rossi, Velicer, 1994);
improvements in health and nutrition (Prochaska & Velicer, 1998; Ounpuu, Woolcott, &
Greene, 2000); and improvements in parenting abilities by the child weliesrsy

(Littell & Girvin, 2004).

Smith, Subich, and Kalodner (1995) benefited from the TTM by studying
readiness for treatment among74 clients at a counseling center to detghoaineuld
prematurely terminate or continue in counseling. They assessed cliersingwn 32-
item instrument with four subscales: precontemplation, contemplation, action, and
maintenance. Their results proved that clients who were identified in the
precontemplation stage of change terminated counseling prematurelytholsie
identified in the preparation and action stage continued with the treatment prébess
results indicated that knowledge about clients before starting the treatimezggr
provides valuable information for clinicians to minimize early terminationsapgort
those in later stages of change.

In a similar study on readiness for treatment utilizing the TTM by Brow
Melchoir, Panter, Slaughter, and Huba (2000), assessed 451 women using a multi-
dimensional stages of change. They assessed the women’s readiness tinahange
areas of drug abuse, emotional problems, violence, and safe sex behaviors, using a four
item scale based on the stages of change. They found women were more liktdy to e

treatment to address issues posing the greatest immediate harm. Babw(2600)
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found that the TTM and its stages of change are useful in predicting who will enter
treatment. Similar to Smith et al. (1995) they found clients in the precontempladion a
contemplation stages were less likely to enter treatment compared to those in the
preparation and action stages of change who were more likely to particip@tztmmeint.

The application of the TTM provides a guide to understanding behavior changes.
It suggests that changes in behavior are a series of gradual steps redfteneigtd
actions to move individuals along rather than a view of an “all or none” process @ille
Rollnick, 2002). Researchers adopting this theoretical approach have gained a better
understanding of cyclical change process. They also understand the considéapbie
and recycling that occurs for individuals attempting to change any behau@eifiznte
& Prochaska, 1998).

Critiques of the Transtheoretical Model of Change

The TTM is widely used in the health professions, especially in the addi&idn fi
to understand how individuals make behavioral changes. However, criticisms regarding
the TTM abound. Some of the critiques are against its main construct, the stages of
change. Criticisms against it include categorizing behavior chargdigtrete stages
rather than recognizing the multiple processes involved. Criticisms alsderthe
inability to identify the qualitative changes between each stage (Sutton,Kxat] ;
Sutton, & Reynolds, 1999; Bandura, 1997).

In reviewing the TTM and its application to drug use, Sutton (2001) reports on
measuring the stages of change through stage algorithms and multi-dmaénsi
guestionnaires. In his review on staging algorithms he notes there iatewarin the

usage time for stages. Measuring the stages by staging algorithnssiptheeluals in
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one of the stages based on recent behavior and intention to change in the neamnfuture. |
studies by Belding, Iguchi, and Lamb, 1997 and DiClemente et al. (1991), the time
periods used to identify clients’ intentions to change were not consistent. Belding e
(1997) classified clients in the preparation stage if they were congjdegiravior

changes within the next 30 days, whereas the DiClemente et al. (1991) stsdiedlas
clients in the preparation stage if they were considering changes withinxtrene
months. The arbitrary use of varying time frames for the stages leadsterifftage
placements and distributions for clients. The criticism of the inconsistent useof t
frame doubts the assumption that the stages within the TTM are qualitativetg i

i.e., they are pseudo-stages rather than true stages (Sutton, 2001). The impdication f
identifying genuine stages rather than pseudo stages makes it crucialuse thiestage-
matched interventions. If stages are pseudo, expectation that differentfattors
influence stage transition will not be realized (Sutton, 2001).

The other method used to measure the stages of change is the use multi-
dimensional questionnaires such as the University of Rhode Island Changawesges
(URICA) and the Stages of Change Readiness and Treatment Engagement Scale
(SOCRATES) (Sutton, 2001). The questionnaires are based on the TTM and the stages
of change and, like the staging algorithms, have been criticized forbistinto
gualitatively distinguish the stages of change (Sutton, 2001). Factor analysas of t
URICA in alcohol and drug use studies confirmed a four-factor structure inlmamet
in others (Belding et al., 1996; DiClemente & Hughes, 1990). Cluster analysis of the
URICA subscales to identify distinctive cluster profiles yields déifiémumbers of

clusters that do not appear to map on to the original stages identified by the TTM
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(Willoughby & Edens, 1996; DiClemente & Hughes, 1990). For example, DiClemente
and Hughes’ (1990) study of clients in an alcoholism program, yielded clustgrs t
labeled—Precontemplation, Ambivalent, Participation, Uninvolved or Discouraged, and
Contemplation. Results also indicated scores were above average on more thageone sta
dimension which means that clients are in more than one stage. Like the staging
algorithm, multi-dimensional questionnaires do not provide qualitatively distiages
of change. Miller and Tonigan (1996) using the SOCRATES, a 20-item scalepkyel
to measure the stages of change for drinking, is expected to identify thariglistages
of change: precontemplation, contemplation, determination, action, and maintenance.
The SOCRATES vyielded clusters identified as Taking Steps (action ancenaine
items), Recognition (precontemplation and determination items), and Ambivaddince (
contemplation items). They noted that the SOCRATES does not measure the stages of
changes developed by Prochaska and DiClemnete.

Despite the criticisms against the TTM, it continues to provide a rich heuristi
perspective on behavior changes for the health and addiction field (Litteivéh Gi
2002). The TTM and its stages of change have been used to understand and promote
changes in the areas of improving health conditions such as smoking cessation,
increasing health and nutrition, and physical activities (DiClemente, &%l; 1

Prochaska, et al. 2000; Tung & Gillet, 2004).
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CHAPTER V
LITERATURE REVIEW

This chapter presents empirical studies on criminal justice clients mdridate
drug treatment. The chapter focuses on treatment readiness among custicel |
clients including mandated and non-mandates. Relevant studies on legal and non-legal
pressures to enter drug treatment are discussed. The chapter concludes with the
perceived gaps in the literature and how this research will address them.

Treatment Readiness and Criminal Justice Clients

Drug Abuse Treatment Outcome Studies (DATOS), a study by Knight, Hiller,
Broome, and Simpson (2000) sample included over 2,000 clients where they assessed
legal pressure and treatment readiness on treatment retention and engageEmgnt a
clients mandated to 18 long-term residential treatment programs. More thérirtigo-
(68%) of the sample comprises males, 48% African American, 36% White, and 16%
identified as Other. More than half (54%) were 30 years of age or older, 60% had
previous treatment experiences, and 42% had at least 6 or more lifetinte afires
researchers classified legal pressure was classified as maddnagk for clients
entering treatment with an official legal status and/or urine monitoreaebgriminal
justice system. Clients were classified as having low or no legal préssthiese with
no official legal status. Legal status included parole, probation, or awaitihg tri

Knight et al. (2000) used a 20-item readiness composite scale based on the
Circumstance, Motivation, Readiness and Suitability scale (CMRS), a 42steato
assess treatment readiness. Circumstance refers to externalgsressaike part in

treatment. Motivation refers to internal factors relating to awaresfes=eds for change.
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Readiness refers to the perceived necessity for treatment in ordeng ct&uitability
relates to the appropriateness of the treatment modality. These treatgegément
assessments were based on measures constructed from items collectenledinemnt
interviews. The measures were predicated on treatment confidence, comrtotment
participation, and rapport with counselors.

The results showed 65% of clients under moderate to high legal pressure, the
average treatment readiness score was 2.7 (out of 3). Approximately half, (58%0) of
clients remained in treatment at least 90 days. Legal pressure anetrie@adiness
were significant predictors of retention. Readiness was also related iecaefin
treatment, commitment to treatment, and rapport with counselors at intakémdmiea
readiness was a statistically powerful predictor of retention evencafté&olling for
background variables. Clients with higher levels of treatment dispositicaahgnt
entry were more likely to remain in treatment 90 days or longer. Voluntgrgeaness
rather than legal pressure was the key predictor of treatment retention.

The results from Knight and colleagues study (2000) are supported by earlier
work by Joe et al. (1998) who assessed treatment readiness among clients gn varyin
treatment modalities long term residential (LTR), outpatient drug frB&)Cand
outpatient methadone treatment (OMT) programs. Using a sample from the®DATO
study, Joe and Associates examined clients’ readiness as a predictainoéite
retention and engagement. They used the CMRS to assess treatment readiness.
Treatment engagement was identified as confidence in treatment, i.e, whiegheed
stop or reduce drug use; counseling rapport, i.e., counselor support of client goals; and

therapeutic engagement, i.e., whether clients felt good about progressobitnprwere
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assessed at months 1 and 3. Retention was identified as 90 days for LTR and ODF, and
360 for OMT.

According to their findings, readiness was a strong predictor of treatment
retention for clients in LTR and OMT programs but not for clients in ODF programs
However, they found a significant relationship between treatment readinessaame e
engagement for clients across all three modalities at months one and thitestuBiets
(Knight et al., 2000; Joe et al., 1998) agreed that for clients in LTR, treatmemessadi
was a significant predictor of treatment retention even when they contrailethér
variables. They concluded that variables associated with retention wereiage, be
employed, and having a legal status.

Later, Gregoire and Burke (2004) examined legal coercion and client readines
for change and the relationship between treatment entry and readiness amdren95 c
admitted to five drug and alcohol outpatient programs. Their sample included 77% male
72% White, 19% African-American, and 8% Hispanic with a mean age of 32.5 years.
Seventy-five percent of clients admitted that the criminal justicerayisteught them
treatment. Gregoire and Burke’s sample took into account, clients with parole or
probation status, pending charges due to driving under the influence (DUI); or other
pending legal charges.

A 12-item Readiness to Change Questionnaire (RCQ) was also utilized.

The RCQ determines clients’ belief about their current drug use and readicbssnge.
They found a higher percentage of clients reported the legal system brougha them
treatment. Notably, 82% of clients who reported parole or probation as coercion

treatment entry were identified in the action stage of change.
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While Joe et al. (1998), Knight et al. (2000), and Gregoire & Burke (2004)
assessed treatment readiness and had similar definitions of crimina giatigs, this
type of criminal justice involvement differs from Alternative-to-Iraation (ATI)
programs. The differences between these clients and those in ATI prograntshis tha
latter involves intensive monitoring and supervision of clients’ involvement and progress
in drug treatment. Drug Treatment Alternative to Prison (DTAP)qeatnts, who fail to
complete drug treatment face a prison term under New York state marsttegcing
statutes for repeat felony offenders. ATI programs such as DTAP opsrateentence
deferred program. The sentence deferred requires DTAP participants tgualeatbr a
stated prison sentence and, if they fail to cooperate with treatment, thequ@mson
term is imposed (Hynes & Swern, 2005). The intense monitoring of participants occur
through monthly progress to the courts along with regular scheduled court agpeara
As noted earlier, the unique feature of the DTAP program is its specialaegntvteam
who track down absconders (Young, 2002).

Treatment Readiness and Criminal Justice Clients in Alternagir@ctirceration
Programs

There are many studies on ATI clients. However, much of the early work
involved evaluating the effectiveness of ATI programs such as Treatmemaives to
Safer Communities (TASC) and also DTAP, following its implementation in 1990,
focusing on demonstration the programs’ effectiveness through measures such as
retention and reduction in drug use and associated criminal activities (Acaligshore

& Turner, 1999; Young, 2002).
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Early work by Hubbard et al. (1988), examined TASC and non-TASC clients in
residential and drug-free outpatient drug treatment programs on measures such a
treatment retention and reduction of drug use. Their multi-site study includeapées
of 502 TASC and 805 non-TASC (clients on parole or probation); and 1,078 non-CJ and
TASC clients. Three months of treatment retention results indicated th& glBts
stayed in outpatient (48%) and residential (57%) treatment longer than non-BB%C (
outpatient and 51% residential) and non-CJ/TASC clients (30% outpatient and 41%
residential). They concluded that drug use was reduced in six months for TASC and non-
TACS clients, however, the difference between both groups were relativally sm

Anglin et al. (1999) compared five TASC programs to non-TASC programs. The
outcomes compared were drug use, recidivism, and treatment services received and the
total sample size was 2,014. Results indicated TASC clients in three of theofivams
out performed non-TASC clients and reported 12.5 fewer days of drug use than non-
TASC clients. On recidivism, two of the five TASC programs had reduced id-ane
criminal involvement. With regards to treatment services, four of the fin&CTA
programs were statistically significant. TASC programs, when comparéérimative
treatment programs, delivered more services to offenders. Service included drug
counseling and urinalysis to detect drug use.

Collins and Allison (1996) later assessed legal pressure and treatmetimeten
among TASC involved clients, other criminal justice, and non-legal source involved in
outpatient-drug free and residential treatment programs. Accordingio ¢hents with
criminal justice referrals had greater retention in treatment than volwiigmys for both

modalities. The results were corroborated by Young’'s and Belenko’s (2002)o$tudy
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perceived legal pressure among clients in three different ATl prograhessample

included a 130 DTAP and 124 TASC clients, as well as 76 from other criminal justice
sources. Young and Belenko reached the conclusion that DTAP clients scored highest on
perceived legal pressure, followed by TASC clients, when compared to the smnpar
groups scoring the lowest. DTAP clients also continued in treatment for a loniger per

of time than both TASC and the comparison group. As noted earlier, DTAP’s policy is
more stringent than TASC’s. TASC case managers give stern messages asidbthrea
clients about the consequences of treatment failure

Sung et al. (2004) examined 150 DTAP clients in residential drug treatment on
motivation and its relation to treatment compliance. It was identifiedigaificant tool
for treatment. On a scale from O (not at all) to 4 (extremely), clients respaade
whether they experienced addiction-related unemployment and problems ohstlgds.
These indicators tap denial and intrinsic motivation, and experiencing them cae inspi
clients to acknowledge the positive value of treatment. The DTAP clients wko wer
aware of the harmful consequences of their drug use were more complratreatinent
rules.

Longshore and Teruya (2006) examined motivation among 351 TASC clients in
drug treatment. They conceptualized motivation both as treatment readiness and
treatment resistance. Their readiness measure was an additive indencomes on
four items reflecting clients’ interest in and commitment to treatmexaumigles of items
on the readiness measure were “if you enter treatment, you will staytide’a “you
want to be in treatment”. Resistance was the summative index of four itémetingf

opposition to participating in drug treatment. Examples of items on the resistanc
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measure were, “treatment will not be very helpful for you”; “you would goeiatitnent

only if someone else made you”. Clients used a Likert-type scale wibns=ss from
strongly disagree to strongly agree. Their sample was mostly mé&s;(@9% African
American, 34% Non-Hispanic White, and 5% Hispanic, yielding an average age of 28.
There was evidence that readiness was a significant predictor of ineatteation

during the first six months. Resistance was a factor in drug use as deredrsyrat
significant number among users. In keeping with other treatment studies, Bnayht
(2000), Zeldman and Ryan, & Fiscell (2004) claim that readiness forecastselevdion

in treatment, relapse rate, and treatment attendance.

The early ATl studies by Hubbard et al. (1988), Anglin et al. (1999), and Collins
and Allison (1996) focused on demonstration the programs’ effectiveness by examining
measures such as treatment retention, recidivism, and reduced drug use. Butegven, lat
studies began examining key treatment issues such as motivation for dimgmiteat
Sung et al. (2004) and Longshore and Teruya (2006) questioned motivation among ATI
clients, but neither specifically addressed clients’ treatment ressdifigeadiness is
important as an information area that affects the drug treatment proceeDTB® and
TASC programs have great retentive capacity but with little infoomatn clients’
readiness, we cannot assess whether retention is a function of clients’ ie&alines
treatment, or if they are trying to avoid legal consequences for treatnierd.fai
Information on treatment readiness among ATI clients is essentiayiegiebit similar
strong readiness found by Gregoire and Burke (2004) among parole and probation

clients.
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Criminal Justice Treated vs. Non-Criminal Justice Treated Clients

Some studies on criminal justice clients present finer distinctions about legal
involvement when assessing treatment readiness. Rempel and DeStefano (206) studi
1,163 mandated drug court participants on treatment retention and engagement in drug
treatment based on their offenses, i.e., misdemeanor, first felony, and naritiple
predicate felonies charges. Clients with misdemeanor charges wenesgnonths
minimum confinement in treatment and faced 8 months of incarceration for treatment
failure. Clients with first felony charges were given 12 months ofnirexgit and faced 1
year of incarceration. Clients facing multiple and predicate felomgebdaced 18
months in treatment, but, predicate felony charges carried 3 years o&natiarc for
treatment failure. Overall, researchers found 58% compared to 36% of clienteteaimpl
Phase One (four consecutive months of treatment). Eighty-four percent of fgredica
felony clients were more likely to complete Phase One of treatment oetniea69% of
multiple, 61% of first felony, and 55% of misdemeanor clients. In addition, the
researchers noticed clients completing Phase One of treatment took &ye afed2
months.

Rempel and DeStefano (2001) did not assess treatment readiness of their subjects.
As hinted earlier, treatment readiness involves the willingness and the pregss¢o
engage in treatment activities (De Leon, et al., 2001). In the study, while @rapipat
clients facing greater prison time, i.e. three years for treatradumtef, can be describe as
being in a preparation or action phase of change, lacks of information on readiness and
prevents us from explaining the reasons clients took an average of 8.2 months to

complete a four-month phase of treatment. Prochaska and DiClemente (1982)
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transtheoretical model of change noted that individuals cycle through the stages of
change, moving from pre-contemplation, to contemplation, as they think of changes
without any plans. They can then cycle to preparation, after having made eqianst
for making necessary changes. Clients then move from there to action. Thstepske
towards the final stage of maintenance during which the clients adopt new belaviors t
maintain the changes made. The eight-month time frame might be an indication of
clients’ struggle with readiness to fully engage and commit to the traretfoenprocess.

Judging differences between criminal justice and non-criminal justeets]i
Marshall and Hser (2002) scrutinized 565 clients enrolled in 19 different treatment
facilities on demographic and psychosocial characteristics. Clienésgnanped
according to three categories: mandated to treatment by the crimirnzd gysttem (CJ-
M), currently involved with the criminal justice system but not mandated (CJ-¢pntac
and no criminal justice contact at treatment entry (no-CJ contact). sémeple included
41% White, 32% African American, 19% Hispanic, 4% Asian Pacific Islander, and 7%
from other ethnic groups. The breakdown for criminal justice status included 124 CJ-M,
77 CJ-contact, and 364 no-CJ contact clients. Marshall and Hser assessed several
measures some of which included, history of drug use (within the previous year),
criminal justice contact (incarceration for more than 30 days in the previogsamad
treatment motivation (a subset of items assessing motivation for treathasing for
help, and treatment readiness).

The outcomes for drug use showed that CJ-M clients were less likely than ei
of the other groups to have received treatment for drug or alcohol problems within the

previous year. On criminal justice contact, CJ-M clients had the highestalkawed by
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CJ-contact and no-CJ contact. On treatment motivation, CJ-M clients scored
significantly lower than both groups with respect to problem recognition, desinelp,

and treatment readiness. No differences were noticeable between thet&ti-and no-

CJ contact groups with regards to treatment motivation. It should be noted that the
average age of the sample was 36 (SD=9.57). However, the CJ-M clients were younge
and had experienced more problems with the law. They also had little recent drug
treatment, and low motivation and expectations for treatment. These key dégferenc
among the CJ-M clients make it imperative that engagement strategies shthdd be

focus attention on the initial treatment-planning phase.

Kelly, Finney, and Moos (2005) examined the same three groups of criminal
justice clients. They inquired about treatment readiness among mandatedirc|int
intensive 21-or 28-day short-term inpatient drug treatment programs. The#la
sample (2,095) included clients involved in the justice system and mandated to treatment
(JSI-M, 7%); those involved with the justice system but not mandated to treat®ikent (J
11%) and those with no justice system involvement (No-JSI, 82%). The averade age o
the sample was 42 years with an ethnic make up predominantly African Americans
(49%), and Whites (45%). The remaining 6% comprised Hispanics, Native Americans
and Asians. The researchers used a four-item Determination subscadel dicaptthe
Stages of Change Readiness and Treatment Eagerness to Change SRETES) to
measure readiness for treatment. As in the case of Marshall and Hser K2t al.
(2005) results indicated JSI-M clients had lower motivation for treatmenttbalSt and

No-JSI clients. The JSI-M clients also had fewer substance-relatedquences, were
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less likely to perceive themselves as “drug addicts,” and less likely tqphave
treatment episodes compared to both JSI and No-JSI clients.

Thirty-nine percent of the JSI-M clients identified themselves as didigtad
compared to 55% JSI and 53% no-JSI clients. The low percentage on drug problem
identity and the low treatment scores among JSI-M clients might alsaibataetd to JSI-
M clients possibly being at a pre-contemplation stage of change. Cli¢his jaite-
contemplation stage are not aware of their drug problems nor do they see a aegd for
kind of change. Another plausible explanation for the lower percentage of J&ir4 cl
identified as drug addicts compare to JSI and no-JSI clients might be due to alye. JSI-
clients were found to be much younger than the JSI and No-JSI clients. As drug abuse
get older, their drug use and activities tend to decrease and, thereforeghegani
identify themselves as drug-addicted and see no need for treatment (Sunko Béémg,
& Tabachnick, 2004).

Non-criminal Justice Pressure on Client Readiness

Mandates for drug treatment admission are often associated with theyistgah.
However, some data suggest criminal justice clients view non-legal prgissuas
influential on drug treatment entry (Rempel & DeStefano, 2001). Non-legalpgsss
may be more influential in drawing clients into treatment than formal mesd&or
example, drug abusers commonly rate legal entanglements as lessasigtufitheir
decision to quit or reduce drug use than other factors such as health problems,
interpersonal or social conflicts (Thom, 1987). Brecht and colleagues (1993)gatedo
non-legal reasons for treatment entry among 720 methadone maintenance clients

committed to drug treatment. Their sample included an almost even split betalesn m
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(54%) and females (46%) with 74% Whites and 26% Hispanics. Among clients with
criminal justice involvement, the common non-legal reasons identified for geitm

entry was “to reduce heroin use,” “tired of heroin lifestyle,” and “faffrignd pressure”.

The researchers reported that 84% Whites and 81% Hispanic males, and 90% Whites and
98% Hispanic females reported at least one non-legal pressure.

Pressure from the abusers’ social network plays a major role in taogita
treatment entry and the initiation of abstinence. Marlowe, Kirby, BonieGkass,

Dodds, Husband, Platt, and Festinger (1996) believed that among 260 clients in an
intensive outpatient program, the greatest proportion of responses to reasons for drug
treatment entry were in the psychological and financial nature, followeaciat,s

familial, and medical. Only thee percent of the reasons offered by theds tie

entering drug treatment reflected legal persuasion or coercion, degpiget that 25%

of the clients were specifically referred to treatment by criminéicpisgencies. This

was attested to by Friedman, Tomko, and Utada (1991) whose clients’ motivation and
treatment readiness correlated with perceived family pressure to saishdnt.

Recently, Marlowe, Kirby, Merikle, Festinger, and McLellan (2001) noted
slightly different results when they interviewed 415 clients in different tteagment
modalities about reasons for treatment entry. Their client sample includedt2i %
were on probation or parole or had pending criminal charges. Treatment entry pressures
were grouped into five clusters: financial and social (being in serious ¢amtlcothers
over drug related debts or failure to meet financial obligations), finareggil, |

medical/psychiatric, and family. The clients that Marlowe and calleadgealt with had
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criminal justice ties and they identified family, social, and medical \@eescentives for
treatment entry.

Non-legal pressures have often encouraged clients to abstain from drungl ise a
complete drug treatment. Rempel and DeStefano (2001) examined legal prassungs
drug court clients mandated to treatment, assessing family court involyvememnias
pending cases to gain or retain custody of their children. They found that thetcmmple
rate increased from 61% to 80%, for clients with a pending family court cassitsCl
faced with legal obligations to enter drug treatment identify non-legal saucksas
family, social network, or psychological areas as grounds for drug treatmepntand
retention.

Summary

Studies on criminal justice clients in drug treatment have demonstratassuc
such as reduced drug use, reduced criminal activities, and increased progrdimnret
Studies have also assessed motivation for treatment and its relationship torrébemid
criminal justice clients demonstrated high motivation at treatment erdriyaare
sometimes remained in treatment for a longer time. Knight et al. (2000) detdrthat
treatment readiness and not legal pressure was the greatest stontriestinent
retention among clients with a criminal justice status. Joe et al. (1998) isdationship
between readiness and participation, where the former was associatednyith
therapeutic engagement and favorable perception of counselors (Broome, Kright, Hi
& Simpson, 1997). Non-legal pressure from sources such as family, significant other, or
medical reasons were identified as influential reasons for drug treatmentiespite

criminal justice involvement (Marlowe, 2001; Ward & Hemsely, 1981).
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Gaps in the Literature

Drug treatment is an effective ATI option for drug-abusing offenders. The
literature has demonstrated that forced clients facing legal pressutesatorent are
registering at a higher rate of readiness for treatment. Howeverateeseme gaps in
the studies regarding ATI clients’ readiness for treatment. Among treethefollowing:
limited information on treatment readiness among ATI clients in drug abusemsigr
limited information on ATI clients with prior treatment or criminal justiceolvement
entering drug treatment; and limited information on the impact of non-legalpess
among diversion clients.
Limited Information on Treatment Readiness among Alternative-to-dacaion Clients

Studies on readiness involving criminal justice clients have included cliethts wi
legal status such as parole, probation, or pending legal charges. However, a few have
assessed treatment readiness among criminal justice clients invollie®Twjprograms
such as DTAP, TASC, or Drug Courts (Brecht, et al., 1993; Gregorie & Burke, 2004;
Marshall & Yser, 2002). Rempel's and DeStefano’s (2001) study of ATI cliecisg
misdemeanor, first felony, or multiple and predicate felonies found that those with
predicate charges were more likely to complete four consecutive monthatofeng
than those with lesser charges. Unfortunately, the completion took eight months. The
researchers did not assess treatment readiness as part of their stodgrthbave
offered a explanation for the extended time for clients to complete four consecuti
months of treatment.

The proposed research will add to existing knowledge on treatment readiness and

on ATI clients by building on studies by Longshore and Teruya (2006) and Farole and
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Cissner (2005) through the use of a standardized measure such as the Circumstance,
Motivation, (CMR) Factor Intake questionnaire to assess treatment readin@engshore
and Teruya (2006) looked at treatment readiness among TASC clients and found clients
with higher treatment readiness stayed longer in treatment. They used ase auiditx

of mean scores reflecting interest and commitment to treatment to asagsent
readiness. The use of a standardize instrument such as the CMR-Factor ilihtdleaw

for consistency in findings and it has the ability to replicate studies byfidegti

different variables that can impact treatment readiness. Farole andrGR305)
conducted a qualitative study on the effectiveness of drug court operatioxaniniag
clients’ motivation for drug treatment. Through their seven focus groups of five to
fifteen participants, they noted clients’ motivation for entering treatmastto avoid
prison. Participants were initially reluctant to join court-ordered treatmgnvanted to
avoid prison. They admitted changing their motivation after being in the program and
becoming excited about completing treatment and staying clean.

The purpose of this research is assessment of client readiness for tresimgnt
the Circumstance, Motivation, and Readiness for Substance Abuse Treatment Fact
Scales Intake Version (CMR Factor Scales Intake Version) thatsaffeatment
providers to better serve criminal justice clients who are mandated taeatment.

This is essential to treatment providers because: (1) it serves as a hoitdimgthe
therapeutic relationship and (2) it demonstrates competence in servicirigthatiae to
incarcerated population. Information on the clients’ treatment readiness arabilii

to engage in program activities can serve as discussion points when developinglan initi

treatment plan thereby, developing and building trust as part of the client-counselor
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relationship. The counselor is able to determine the clients’ readiness foremeabt
only through the CMR Factor Scales Intake Version but also by face-taatacactions.
The use of a standardized measure such as the CMR Factor Scales Intakei¥afso
important because as more funding is made available to service the mandatedopopulat
drug treatment providers will compete for funding. Competing for referraluarts f
usually requires providers to provide evidence of their ability to service cliettts wi
demonstrated successful outcomes.
Limited Information on Prior Treatment and Criminal Justice Involvement among
Alternative-to-Incarcerated Clients

The literature is rather sparse on treatment readiness among AT eligmpsior
treatment history or legal involvement. Studies have identified common client
characteristics by ethnicity, age, education, and martial status aggnedicdreatment
entry, engagement, and treatment retention (Butzin, Saum, & Scarpitti, 2002).
Information on key markers such as prior drug treatment episodes or prior legal
involvement is limited among ATI clients. Butzin and colleagues (2002) looked at 116
ATI clients and concluded that those most likely to complete treatment wete, \Wih
school educated, married or once married, and had low drug use. Their work did not
include prior drug treatment or prior criminal justice involvement. There are tampor
characteristics, since ATI clients have several contacts with bodnsysind cycle in
and out of prison and drug treatment programs. In the process of recovery, ieetapse
common occurrence and is part of the learning process that may lead ultimately

recovery and prevent recidivism (Tim, Leukefeld, & Platt, 2001).
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The purpose of this research is to assess readiness for drug treatmenfdinong
clients by addressing the following research questions:

(1) Is there a relationship between treatment readiness and client type?

(2) Is there a relationship between treatment readiness and crimina je$tical
type?

(3a) Is there a relationship between treatment readiness and whetttsriciee
drug treatment history?

(3b) Is there a relationship between treatment readiness and whethermaients
criminal justice history?

(4) What is the relationship between treatment readiness and client at&ibutes
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CHAPTER VI
RESEARCH DESIGN AND METHOD

This chapter discusses the research design and methods used to assess treatme
readiness among ATI clients entering drug treatment. The study poseddienfpl
research questions:
Research Question 1
RQZ1Z Is there a relationship between treatment readiness and cliept type
Research Question 2
RQ2 Is there a relationship between treatment readiness and crimircd jeserral
type?
Research Question 3a
RQ3a Is there a relationship between treatment readiness and drug trelaistay?
Research Question 3b
RQ3b Is there a relationship between treatment readiness and criminz joistiory?
Research Question 4
RQ4 Is there a relationship between treatment readiness and clidnitatf

Research Design

The research was designed as a non-experimental survey method using a non-
probability convenience samplegelect subjects. In order to address the research
guestions, the site selection and sampling strategy were intended to (1) zeaagoess
to demographically diverse clients, in real life treatment settings; amd (2jluce the
threats of treatment interference for this potentially vulnerable populatioranA

experimental method did not involve the manipulation of any treatment conditions such
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as assigning subjects to treatment or non-treatment conditions and it Wasitgdlfor
the purposes of this study. As already noted, the targeted population was identified
through non-probability convenience sampling. While it was possible to conduct a multi
site research akin to the DATOS study (Simpson et al., 1997) assessingiorotanalt
treatment readiness, this research used convenience sampling because tkd propos
research site service clients from various sectors of the criminakjsststems such
parole, probation, Alternative-to-Incarceration (ATI) programs, and Dagt, and
other mandating social service agencies. The research site fataitatss to clients
from various criminal justice agencies. The advantage of using convenieneigam
included dealing with limited resources such as the inability for multrateitment.
However, there were limitations to this sampling method. One of them is thetynebili
generalize findings from the research to the population at large becaveaience
sampling is not a true representative sampling of the population. The researcher
however, recognized and accepted the constraints.
Research Site

The research site selected was a non-profit agency in New York Qity tha
provides services that include residential and outpatient drug treatment, B&//AI
services, domestic violence services for women, supportive housing programslés sing
and families, and also homeless prevention services. It has an extensive working
relationship with various criminal justice programs throughout New York City that
involves acceptance referrals from the New York City Department of fsnpBlew
York State Department of Parole, Treatment Accountability for SafemQunities

(TASC), Drug Treatment to Alternative to Prison (DTAP), and Drug Treatt@eurts.
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The residential drug treatment program is licensed and funded by the New York
State Office of Alcoholism and Drug abuse Services (NYS OASAS). Itsofiieig
treatment from six (6) to 12 months to 384 men and women in a highly structured
environment that emphasizes personal accountability. The staff includes directors
program managers, drug abuse counselors, social workers, vocational counselors, and
medical staff. Clinical services provided include groups and individual counseling,
vocational/educational activities, and specialized groups for mental healthtsClie
progress through the phases of the program each of which has its privileges, aedt as cl
move from one phase to another, they earn more privileges and increased respmsibilit

Target Population

The target populations were criminal justice clients and voluntary clients, who
have been in the program 30 days or less. A 30-day timeframe was identifiecebecaus
this is consistent with the research literature in assessing treatadintass as clients are
still adjusting to the treatment environment and are still very early ingagrtent
process (Joe, Simpson, & Broome, 1998). Thirty days was also identified asah cruci
time-frame in which clients were at a risk of dropping out of treatmenL¢Dg et al.
1997). Clients must have been able to speak and read English. While it was easy to
translate all related research documents from English to Spanish, theheseas
limited in the ability to communicate with subjects in Spanish and to employ a Spanish-
speaking assistant. Due to the nature of the targeted population i.e., their vuiperabil
all potential subjects were informed during the recruiting process thatipatitbn was
voluntary and the decision not to participate would not affect the treatment process

including information to the referring criminal justice agency.
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Client Recruitment

The proposed research design involved enlisting the assistance of the admission
counselor to introduce the research to all new clients according to a sdrgesbabed
the research and its purpose (See Appendix A). The process required the admission’s
counselor to provide a copy of a recruitment flyer with the researchetacton
information. The recruitment flyer highlighted the research purpose anoiléiigi
criteria (See Appendix B). Interested participants would have to contacsédaeaieer,
however, following a series of meetings with the Sr. Director, Direator Paogram
Manager, the proposed recruitment process was not feasible. Newly dadiigités, in
the orientation phase, did not have access to phones; and logistically, it would be difficult
for staff to be available for clients to place a phone call to the resetocdwredule
appointments.

The modified recruitment process involved the researcher attending theetneat
program’s evening community meetings to announce and discuss the reseaitsh. Visi
were conducted monthly to attract new clients within the 30-day period. At edch vis
following the community meeting, the program manager requested atschémitted
within 30-days to remain behind, where the research was introduced. Clients were
informed at the start of the presentation that, participation was voluntary and would not
affect their treatment process, including notification to the program maraigey i
declined to participate. Clients were informed that while there were no direxfitbdo
their participating, the information provided would contribute to better prograntssrvi
for future clients. Clients were also informed that there was no finawigbensation

for participating.

83



Those who agreed to participate met with the researcher and were reminded thei
participation was voluntary and could withdraw at anytime. Clients were given the
Consent to Participate and the HIPAA Research Authorization to review and sign. T
consent to participate outlined the research purpose, procedure, risks, beresfist\zt
procedures, financial consideration, privacy and confidentiality, withdrawal cemalot
information (See Appendix C). The HIPPA Research Authorization form allowed
consenting clients to give written authorization to use protected health infmmrfatthe
purpose of the research (See Appendix D). Clients then completed the Circumstance,
Motivation, and Readiness Scale for Substance Abuse Treatment (CMR Falder Sca
Intake Version) and the Client Demographic/Psychosocial Form (See Apfeadk F).
Upon completion, all clients received copies of the Consent to Participate and HIPPA
Research Authorization forms. All clients also received referral infowm#o local
community-based programs that offered free or low-cost social seriege they could
seek assistance to address any issues that surfaced during their parti¢Hee
Appendix G). The average participation time for each client was 15 to 20 minines. T
research also obtained a Certificate of Confidentiality from theoNatinstitute of
Health because of the sensitive information concerning participants’ detands
treatment history, and criminal justice involvement (See Appendix H).

Site visits were conducted in August, September, October, November, and

December 2009. In 2010, visits were conducted in January and February.
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Data Collection Instruments

Data was collected using the following instruments: Circumstanceyiotn,
and Readiness Scales for Substance Abuse Treatment (CMR Factoir@akées
Version) and the Client Demographic/Psychosocial Form (Client Demo/Psy).
Circumstance, Motivation, and Readiness for Substance Abuse Treatment gCMR F
Scales Intake Version)

Permission was obtained from Dr. Gerald Melnick of the National Development
and Research Institute (NDRI) to use the Circumstance, Motivation, and Reddiness
Substance Abuse Treatment (CMR Factor Scales Intake Version) questdantirs
research. The CMR Factor Scales Intake Version was utilized to atdlacon subjects’
level of treatment readiness when entering drug treatment. The CMR Saates
Intake Version is an 18-item factored version of the 42-item Circumstiuatesation
Readiness Suitability (CMRS) scale developed based Prochaska and Dieléh9&2)
stages of change model. The CMR Factor Scales Intake Version wasksbixduse it
is highly correlated with the 42-item CMRS and is efficient enough to astini

The CMR Factor Scales Intake Version is a self-administered instrulesighed
to measure motivation and readiness for treatment and to predict retentioimertea
among abusers of illicit drugs. There are four subscales to the CMR Baates Intake
Version: Circumstance 1 (pressure to enter treatment) refers to theaéréason to
engage in treatment, such as fear of prison or family pressure, e.g. trathat | would
go to jail if | didn’t enter treatment”; | am sure that my family widit let me live at home
if I did not come to treatment”. The second subscale is Circumstance 2 (predsaset

treatment) refers to the external pressure to leave treatment dudmasl problems or
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family pressure, e.g. “Basically, | feel | have too many outside prabieat will prevent
me from completing treatment (spouse/relationship, children, loss of incomby, fami
problems)”.

The next subscale is Motivation (internal pressure) that refers to intracsors
relating to the sense of things getting worse, the fear of hurting othéng, desire for a
better life. This sub-scale weighs personal reasons for change; tresesremy be
positive or negative. Positive reasons consist of self-affirming strivingys'lieis more
important to me than anything else that | stop using drugs”. Negative reasoss@ons
disapproving self-evaluation, e.g. “Often | don’t like myself because of my dgig us

The final subscale is Readiness (perceived need for treatment) thatoefers
perceived necessity for treatment in order to change, e.g. “Basicddig;tisee any other
choice for help at this time except some kind of treatment”; “| am ready af using
drugs and want to change, but | know | can’t do it on my own”; “I'll do whatever | have
to do to get my life straightened out”.

The CMR Factor Scales Intake Version has been used with mandated and
voluntary clients in different drug treatment modalities and has been found to bkerelia
and valid in its assessment for readiness for change and treatment pemicipa Leon,
Melnick, & Kressel, 1997; De Leon, Melnick, Kressel, & Jainchill, 1994; Marlowé et a
2001; Maxwell, 2000; Melnick, De Leon, Thomas, Kressel, & Wexler, 2001). A
psychometric evaluative study of the CMR Factor Scales Intake Veaiad the alpha
coefficient for each of the three subscales to be .54 (circumstances), .70 tjortiaad
.85 (readiness). The total score coefficient was the highest at .86 (Soyemime

Rosseel, & Broekaert, 2006). A study was also conducted with 1,398 clients admitted to
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residential (TC) drug treatment programs using the CMR scale. Clieregyveeiped
according to four major substances—cocaine (864), opiates (266), marijuana (190), and
alcohol (78). The findings indicated a significant but small difference imliniti
motivation and readiness by primary drug. Initial motivation and readiness scene
significant predictors of retention in treatment across most groups (e ¢teal., 1997).
Also De Leon et al.’s (2000) study of 715 inmates participating in prison-b&sed T
program using the CMR scale to assess motivational levels for treatmentgrdtent
aftercare, found that high motivation had a significant direct effect on embraftercare,
which in turn had a direct effect on recidivism. The scale assessed clieneptpn of
external factors as well as internal motivation, relevant to participatimsidential
therapeutic communities (Carey, Purnine, Maisto, & Carey, 1999).

The CMR Factor Scales Intake Version questionnaire can be completed in less
than 10 minutes. It does not require special training to administer; it has éirﬂ)ird (
grade reading level; and respondents use a 5-point Likert scale to rate eauhrdta
from strongly disagree to strongly agree. Scoring the 18-items CMRrSuaktes Intake
Version involves reversing the score values for questions 4, 5, 6, and 12—scores of 5=1,
4=2, 3=3, 2=4, 1=5. The individual score value of each scale are then summed to derive
the scale value. The scale values are then summed to drive the Total Score. Not
Applicable responses are recoded to the client’'s mean score for the scaiehinhs
response falls (Melnick et al., 2001).
Client Demographic/Psychosocial Form (Client Demo/Psych)

The Client Demo/Psych was developed to capture clients’ demographic and

psychosocial information that have been identified in the literature éisgdia
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motivation among the criminal justice population. The variables identified have been
used in previous empirical studies and relates to this research in measutingritea
readiness among criminal justice clients. Research has focused on fixgehanmicd
variables as predictors of treatment outcomes (Condelli & DelLeon, 1993). Fixed
variables include demographic and background characteristics. Magura asklyDem
(1998) tested variables such as gender, age, race, and arrest history on etigon rieta
methadone treatment program and found older age and no criminal involvements were
associated with longer retention in drug treatment. Other empirical stigiingsthe
identified variables include Agosti, Nunes, and Ocepeck-Welikson (1996) who
investigated client predictor variables associated with treatntetibat and found that
those who left treatment early were most likely to be African-Araarar Hispanic.
The Client Demo/Psycho can be completed in less than 10 minutes and has 8)fifth (5
grade reading level.
Data Analysis
The research tested the following hypotheses:

Hypothesis 1
H1,: There is no relationship between treatment readiness, as measured by the CMR

Factor Scales Intake Version and client type (voluntary vs. mandated). Vglunta

clients were coded as 0 and mandated clients were coded at 1 (voluntary = 0 vs.

mandated = 1).
H1,: There is a relationship between treatment readiness, as measure€MRhe

Factor Scales Intake Version, and client type (voluntary vs. mandated). Vgluntar
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clients were coded as 0 and mandated clients were coded at 1 (voluntary = 0 vs.
mandated = 1).

To examine research question 1, multiple regressions were conducted tafassess
there was a relationship between treatment readiness (circumstancdestionoand
readiness) and client type (voluntary vs. mandated) while controlling for thegdapinic
variables (gender, age, race, education, marital status and number of children). The
demographic variables were entered as covariates into the first block efjtassion.

The predictor variable (client type: voluntary vs. mandated) was entered irstected

block of the regression along with the demographic variables.

Hypothesis 2

H2,: There is no relationship between treatment readiness, as measured by the CMR
Factor Scales Intake Version and referral type (DTAP referralASCIlreferral).
DTAP referrals were coded as 0 and TASC referral as 1 (DTAP refedrak=
TASC referral = 1).

H2,: There is a relationship between treatment readiness, as measure€MRhe
Factor Scales Intake Version and referral type (DTAP referralASCIlreferral).
DTAP referral was coded as 0 and TASC referral as 1 (DTAP referral STASC
referral = 1).

To examine research question 2, multiple regressions were conducted tafassess
there was a relationship between treatment readiness (circumstancdestionoand
readiness) and referral type (DTAP referral vs. TASC referral)evdahtrolling for the
demographic variables (gender, age, race, education, marital status and number of

children). The demographic variables were entered as covariates ifitstthkck of
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the regression. The predictor variable (referral type: DTAP vs. TASCgmtaged into
the second block of the regression along with the demographic variables.
Hypothesis 3a

H3a,: There is no relationship between treatment readiness, as measured B\Rthe C

Factor Scales Intake Version and prior drug treatment (no vs. yes). No drug

treatment history was coded as 0 and drug treatment history was coded as 1 (no

drug treatment history = 0 vs. drug treatment history = 1).

H3a: There is a relationship betweentreatment readiness, as measureCijRh

Factor Scales Intake Version and prior drug treatment (no vs. yes). No drug

treatment history was coded as 0 and drug treatment history was coded as 1 (no

drug treatment history = 0 vs. drug treatment history = 1).

To examine research question 3a, multiple regressions were conducteddadf asses
there was a relationship between treatment readiness (circumstancestionoand
readiness) and prior drug treatment (no vs. yes) while controlling for thegdajpic
variables (gender, age, race, education, marital status and number of children). The
demographic variables were entered as covariates into the first block efjtassion.

The predictor variable (drug treatment history: no vs. yes) was entesdtergecond
block of the regression along with the demographic variables.

Hypothesis 3b

H3b,: There is no relationship between treatment readiness, as measured kiRthe C

Factor Scales Intake Version and criminal justice involvement history (no vs

yes). No criminal justice history was coded as 0 and criminal justice hig&sy

coded as 1 (no criminal justice history = 0 vs. criminal justice history = 1).
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H3b,: There is a relationship between treatment readiness, as measured biRthe C
Factor Scales Intake Version questionnaire and criminal justice involvement
history (no vs. yes). No criminal justice history was coded as 0 and criminal
justice history was coded as 1 (no criminal justice history = 0 vs. crinisiatg
history = 1).

To examine research question 3b, multiple regressions were conducteddafasses
there was a relationship between treatment readiness (circumstancdestionoand
readiness) and criminal justice involvement history (no vs. yes) while comjrfk the
demographic variables (gender, age, race, education, marital status and number of
children). The demographic variables were entered as covariates intsttbetk of
the regression. The predictor variable (criminal justice involvement histonys. yes)
was entered into the second block of the regression along with the demographic variables
Hypothesis 4
H4,: There is no relationship between client type (voluntary vs. mandated), Ireferra

source (DTAP vs. TASC), drug treatment history (no vs. yes) and criminakjust

history (no vs. yes) and treatment readiness, as measured by the CMR Factor

Scales Intake Version.

H4, There is a relationship between client type (voluntary vs. mandatedjalsfairce
(DTAP vs. TASC), drug treatment history (no vs. yes) and criminal juststerii
(no vs. yes) and treatment readiness, as measured by the CMR Factor Scales
Intake Version.

To examine research question 4, multiple regressions were conducted tafassess

there was a relationship between treatment readiness (circumstaateatiom and
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readiness) and client type (voluntary vs. mandated), referral source (IBBTARSC),

drug treatment history (no vs. yes) and criminal justice history (no vs. yds) w
controlling for the demographic variables (gender, age, race, education, niattiisiesd
number of children). The demographic variables were entered as covariatthe first
block of the regression. The predictor variables client type (voluntary vs. mandated)
referral source (DTAP vs. TASC), drug treatment history (no vs. yes) andhakjostice
history (no vs. yes) were entered into the second block of the regression along with the
demographic variables.

Multiple Regression and Preliminary Treatment of Data

Since the research dealt with convenience sample, all multiple regqiessre
used descriptively to determine if there were relationships between thepcédrdtors
variables (client type, criminal justice referral, drug treatmemdtyisand criminal
justice history) and the treatment criterion variables (circumstanoativation, and
readiness) and were used to describe patterns in the data set rather thathasl @im
inference (Lewis & Noguchi, 2009).

Demographic variables with more than two categories were transformed into
dichotomous variables prior to analysis to reduce the number of predictors (i.e.tyethnici
became African Americans vs. all other; education level became less ghasthool
education vs. all other; and marital status became married vs. all other).

Multiple regressions were used to assess if a group of independent variables
predicted the dependent variables (criterion) and was an appropriatasawalys the
goal of research is to assess the extent of a relationship among a set of diasaiom

interval/ratio predictor variables on an interval/ratio criterion varigiddachnick &
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Fidell, 2006). Standard multiple regression—the enter method—was used. Thedstandar
method entered all independent variables (predictors) simultaneously into the model
Variables were evaluated based on what each one adds to the prediction of thentlepende
variable that was different from the predictability provided by the other poeslic

(Tabachnick & Fidell, 2006).
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CHAPTER VIl
RESULTS

One hundred and thirty-nine individuals participated in the study. Some
participants did not answer all demographic items, resulting in varied sample faunt
the demographic characteristics. Table 3 presents the general demogdnapdtetistics
of the participants. One hundred and thirteen (81.3%) of the participants were male and
26 (18.7%) were female. Of the participants (61, 44.2%) were African Ametiea
majority reported they were never married (89, 64%); and (57, 41%) reported hasing les

than a high school diploma.
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Table 3

Demographic Characteristics of Participants

Characteristic n %

Gender

Male 113 81.3

Female 26 18.7
Race

African American 61 44.2

Hispanic 52 37.7

White 21 15.2

Other 4 2.9
Marital Status

Never Married 89 64.0

Married 15 10.8

Separated 17 12.2

Divorced 17 12.2

Widowed 1 0.7
Education Level

Less than HS/Some HS 57 41.0

Completed High School 35 25.2

Some College 37 26.6

Completed College 10 7.2

Table 4 presents the means and standard deviations for participant age and
number of children. For age, the minimum age was 19 and the maximum age Was 68 (
= 40.38,SD=9.95). For number of children, the minimum was 0 and the maximum was

14 M = 1.71,SD = 2.20).
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Table 4

Means and Standard Deviations on Participant Age and Number of Children

Variable N M SD
Age 135 40.38 9.95
Number of children 137 1.71 2.20

The characteristics regarding participants’ drug use and criminiglgusstory
are presented in Table 5. Eighty-two (59%) participants were mandatealttoeing and
57 (41%) were not; 93 (66.9%) had prior drug treatment and 46 (33.1%) had no prior
drug treatment; 86 (61.9%) reported no pressure to enter treatment and 53(38.1%)
acknowledged pressure to enter treatment. A large number reported the |egalesyst
their pressure source (50, 36%). For participants referred by the crinshegjsystem,

25 (18.0%) were referred by TASC, 25 (18.0%) were referred by the parole sgstk
20 (14.4%) the drug court system. Fifty-three (38.1%) participants noted theatrim
justice referral source was not applicable to their situation.

The prime drug used was crack, which was used by 37 (26.6%) participants,
followed by cocaine (28, 20.1%) and alcohol (28, 21.1%). Forty-four (31.7%) reported a
second drug used, for most, this was alcohol, used by 44 (31.7%) participants. Thirty-
three (23.7%) participants did not use a second drug. The majority of participants (72,
52.2%) reported no drug treatment during the past 18 months. For those that had
previous drug treatmeni(= 132), 40 (30.3%) reported being in treatment for less than

one month. The type of drug treatment was a drug-free residential set®)(B5.8%)

96



participants. Sixty-five (47.8%) participants had no drug arrests durinzagtd 8

months, and 34 (25%) reported one drug arrest during the past 18 months.

Table 5

Characteristics of Participants’ Drug Use History and Criminal Justice Histor

Characteristic

n %

Mandated treatment

No 57 41.0

Yes 82 59.0
Prior drug treatment

No 46 33.1

Yes 93 66.9
Pressure to enter treatment

No 86 61.9

Yes 53 38.1
Pressure source for entry into drug treatment

Legal 50 36.0

Family 23 16.5

Friends 1 0.7

Self 3 2.2

Medical 2 1.4

Welfare 3 2.2

Other 21 15.1

Not applicable 36 25.9
Criminal Justice involvement

No 60 43.2

Yes 79 56.8
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Table 5 (cont)

Characteristic

n %
Criminal Justice referral source
Drug Court 20 14.4
TASC 25 18.0
Probation 4 2.9
Parole 25 18.0
DTAP 3.6
Other 7 5.0
Not applicable 53 38.1
Prime drug
Cocaine 28 20.1
Crack 37 26.6
Opiates 19 13.7
Marijuana 24 17.3
Alcohol 28 20.1
Other 3 2.2
Second drug
Cocaine 18 12.9
Crack 9 6.5
Opiates 6.5
Marijuana 26 18.7
Alcohol 44 31.7
None 33 23.7
Number of times in drug treatment past 18 month
0 times 72 52.2
1time 29 21.0
2 times 24 17.4
3 times 7 5.1
5 times 1 0.7
8 times 1 0.7
10 times 3 2.2
15 times 1 0.7
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Table 5 (cont)

Characteristic n %

Time in last drug treatment

<1 month 40 30.3
1-6 months 35 26.5
7-12 months 5 3.8
13-24 months 5 3.8
Not applicable 47 35.6
Type of last drug treatment
Outpatient 21 15.3
Drug-free Residential 49 35.8
Detox 22 16.1
Not applicable 45 32.8
Number of drug arrests past 18 months
0 arrests 65 47.8
1 arrest 34 25.0
2 arrests 17 12.5
3 arrests 8 5.9
4 arrests 4 2.9
5 arrests 3 2.2
6 arrests 2 15
7 arrests 2 1.5
10 arrests 1 0.7

Table 6 presents the means and standard deviations for number of times in
treatment during the past 18 months, and number of drug related arrests during the past
18 months for drugs. For number of times in treatment during the past 18 month, the
minimum was 0 and the maximum was M+ 1.13,SD= 2.14). For number of times
arrested during the past 18 months for drugs, the minimum was 0 and the maximum was

10 M = 1.17,SD= 1.72).
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Table 6
Means and Standard Deviations on Number of Times in Treatment and Number of Drug

Related Arrests

Variable n M SD
Number of times in treatment during past 18 mo 138 1.13 2.14
Number of drug related arrest during past 18 mc 136 1.17 1.72

Descriptive statistics were calculated on the CMR Factor ScadIWEersion
(Circumstances, Motivation and Readiness). Table 7 provides the range, means and
standard deviations for the composite score of each scale. Survey responsesiackre
as 1 =strongly disagreg2 =disagree 3 =neither agree nor disagred =agreeand 5 =
strongly agreeParticipants also had the option of selectingr®tapplicableand in
those cases, the data was treated as missing and not used in the analysigicipaatpa
count for each subscale is provided in Table 7. Scores on Circumstances subscale ranged
from a low of 2.00 to a high of 5.0M(= 3.44,SD = 0.58); scores on the Motivation
subscale ranged from a low of 1.00 to a high of 5M& 3.95,SD = 1.08) and scores on
the Readiness subscale ranged from a low of 1.43 to a high oh\6:83.83,SD=
0.96).

Table 7

Means and Standard Deviations on CMR Factor Scales Intake Version

Variable n Min. Max. M SD
Circumstances 92 2.00 5.00 3.44 0.58
Motivation 122 1.00 5.00 3.95 1.08
Readiness 116 1.43 5.00 3.83 0.96
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Preliminary Treatment of Data

Demographic variables with more than two categories were dichotomized for
analysis. For gender, males were coded 0 and females were coded 1; forrieae, Af
Americans were coded 1 and all others were coded O; for marital statusdmarr
participants were coded 1 and all others were coded O; for education level, tfose wi
fewer than 12 years education were coded 1 and all others were coded 0. Number of
children was retained as ratio variable. The predictor variable cliemvggpeoded as 0
for voluntary and 1 for mandated. Referral source consisted of two categories:
participants referred by DTAP were coded as 0 and those referred byWw&®Coded
1. Drug treatment history was coded with O for no history and 1 drug treatmenyg;histor
and criminal justice history was coded with O for no history and 1 for criminatgust
history. In preliminary analysis the assumption of linearity was asseéssegh an
examination of the residual scatter plots; the assumption was met. The multiple
regressions were used descriptively to determine if there was a relgiibesheen the
type of client and their treatment readiness (Lewis & Noguchi, 2009).
Hypothesis 1

There is a relationship between treatment readiness, as measured byRthe C
Factor Scales Intake Version, and client type (voluntary vs. mandated).

To examine hypothesis 1, multiple regressions were conducted to assest if cli
type (voluntary vs. mandated) predicts treatment readiness (circumstanteation
and readiness) while controlling for the demographic variables (gender, age, rac
education, marital status and number of children). The first regression edamine

circumstances. The demographic variables were entered into the first btbek of
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regression and the predictor variable (client type: voluntary vs. manaaesantered
into the second block of the regression with the demographic variables as covariates. The
final model explained 6.7% of the variation in circumstances.

The results showed that all the predictors in the model contributed to
circumstances, including the demographic covariates. Of the variables in tHe mode
education level made the strongest unique contribution for explaining circuoasta
since its unstandardized coefficient had a higher absolute value than any other one in the
model B = 0.20), followed by marital statuB € -0.17). Client type made the third
strongest unique contributioB € -0.15); a higher average level of agreement on
circumstances was associated with those who were not mandated to treatroetdrvol
clients). In the final model, race and gender provided the least contribution for
circumstances. Table 8 presents the unstandardized coefficients for theajgmwogr

variables and client type.
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Table 8
Unstandardized Coefficients for Client Type (Voluntary vs. Mandated) Predicting

Circumstances after Controlling for Demographics

Model B

Block 1
Gender -0.09
Age 0.01
African American vs. other 0.02
Married vs. other -0.20
Less than high school education vs. other 0.21
Number of children 0.01

Block 2
Gender -0.12
Age 0.01
African American vs. other 0.01
Married vs. other -0.17
Less than high school education vs. other 0.20
Number of children 0.01
Client type (voluntary vs. mandated) -0.15

The second regression examined motivation. The demographic variables were
entered into the first block of the regression and the results showed a relptionshi
between the demographic variables and motivation. The predictor varialh¢ tghie:
voluntary vs. mandated) was entered into the second block of the regression along with
the demographic variables. The model explained 21.7% of the variation in motivation.

The results show that all the predictors in the model contributed to motivation,
including the demographic covariates. Of these, gender, having the coeffitretiiav

highest absolute value in the model, provided the strongest unique contribution for
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motivation 8 = 0.67). Client type provided the second strongest unique contribution for
motivation 8 = -0.53); a higher level of agreement on motivation was associated with
those not mandated to treatment (voluntary clients). In the final model, rac@) marit
status, and highest education level provided the least contribution for motivation. Table 9
presents the unstandardized coefficients for the demographic variables anhtypgke

Table 9

Unstandardized Coefficients for Client Type (Voluntary vs. Mandated) Predicting

Motivation after Controlling for Demographics

Model B
Block 1
Gender 0.82
Age 0.03
African American vs. other 0.08
Married vs. other -0.01
Less than high school education vs. other 0.41
Number of children -0.09
Block 2
Gender 0.67
Age 0.02
African American vs. other 0.01
Married vs. other 0.07
Less than high school education vs. other 0.39
Number of children -0.08
Client type (voluntary vs. mandated) -0.53

The third regression examined readiness. The demographic variables were
entered into the first block of the regression and the results showed a relptionshi

between the demographic variables and readiness. The predictor variabtepk:
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voluntary vs. mandated) was entered into the second block of the regression with the
demographic variables. The final model explained 14.1% of the variation in readiness.
The results showed that all the predictors in the model contributed to readiness,
including the demographic covariates. By magnitude, client type provided thstlarg
contribution for readines8(= -0.50); a higher level of agreement on readiness was
associated with those who were not mandated to treatment (voluntary cliéngsyas
followed by genderE = 0.34). In the final model, race, marital status and highest
education level, provided the least contribution for readiness. Table 10 presents the
unstandardized coefficients for the demographic variables and client tignee E
presents the relationships between all the unstandardized coefficientsgoedtutor

variable (client type) and the criterion variables (circumstances, rtiotiyeeadiness).
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Table 10
Unstandardized Coefficients for Client Type (Voluntary vs. Mandated) Predicting

Readiness after Controlling for Demographics

Model B
Block 1
Gender 0.47
Age 0.02
African American vs. other 0.07
Married vs. other -0.02
Less than high school education vs. other 0.18
Number of children -0.05
Block 2
Gender 0.34
Age 0.01
African American vs. other 0.01
Married vs. other 0.01
Less than high school education vs. other 0.17
Number of children -0.04
Client type (voluntary vs. mandated) -0.50
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Figure 1
Relationships between all Unstandardized Coefficients for Predictor Variable{Clie

Type) and Criterion Variables (Circumstances, Motivation, Readiness)

Predictor Variable Criterion Variables

Client Type

Voluntary = 0 ~<J

\
-0.5¢
Mandated = 1 \ " ™Motivation

-0.5C

0.1t L 1pCircumstances

*Readiness

Hypothesis 2 -- There is a relationship between treatment readiness sasaudy the
CMR Factor Scales Intake Version and referral type (DTAP réfesrd ASC referral).

To examine hypothesis 2, multiple regressions were conducted to assessaf ref
type (DTAP referral vs. TASC referral) predicts treatment readi(@sumstances,
motivation and readiness) while controlling for the demographic variables (gagde
race, education, marital status and number of children). The first regressmmed
circumstances. The demographic variables were entered into the first block of the
regression and the predictor variable (referral type: DTAP referrdlASC referral) was
entered into the second block of the regression with the demographic variables. [The fina
model explained 38.0% of the variation in circumstances.

The results showed all the predictors in the model contributed to circumstances,

including the demographic covariates. Of the variables in the model, in term®lftabs
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value, gender made the strongest unique contribuien-0.63), followed by raceB(=

0.45), educationg = 0.31); and marital statuB € -0.26). These variables provided

more of a contribution for circumstances than referral tigre @.13) where a higher

level of agreement on circumstances was associated with those refefra8®Gyas
compared to those who were referred by DTAP. Table 11 presents the unstandardized
coefficients for the demographic variables and referral type.

Table 11

Unstandardized Coefficients for Referral Type (DTAP vs. TASC) Predicting

Circumstances after controlling for Demographics

Model B
Block 1
Gender -0.63
Age 0.04
African American vs. other 0.44
Married vs. other -0.31
Less than high school education vs. other 0.30
Number of children -0.06
Block 2
Gender -0.63
Age 0.04
African American vs. other 0.45
Married vs. other -0.26
Less than high school education vs. other 0.31
Number of children -0.07
DTAP vs. TASC 0.13

The second regression examined motivation. The demographic variables were

entered into the first block of the regression and the predictor variableglé¢ype:
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DTAP referral vs. TASC referral) was entered into the second block of tressem
with the demographic variables. The final model explained 35.9% of the variation in
motivation.

The results showed that all the predictors in the model contributed to motivation,
including the demographic covariates. Of the variables in the model, age made the
strongest unique contributioB € 1.21), in terms of absolute value, followed by marital
status B = -0.54), and referral typ® (= -0.28), which provided more of a contribution
than education level. A higher level of agreement on motivation was asdaitite
those referred by DTAP as compared to those who were referred by TASI€.1Za

presents the unstandardized coefficients for the demographic variables amad tygfe.
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Table 12

Unstandardized Coefficients for Referral Type (DTAP vs. TASC) Predicbtigation

after Controlling for Demographics

Model B
Block 1
Gender 1.17
Age 0.07
African American vs. other -0.07
Married vs. other -0.44
Less than high school education vs. other 0.08
Number of children -0.11
Block 2
Gender 1.21
Age 0.07
African American vs. other -0.11
Married vs. other -0.54
Less than high school education vs. other 0.07
Number of children -0.10
DTAP vs. TASC -0.28

The third regression examined readiness. The demographic variables were
entered into the first block of the regression and the predictor variablegr¢ype:
DTAP referral vs. TASC referral) was entered into the second block of tressem
with the demographic variables. The final model explained 14.6% of the variation in
readiness.

The results showed that all the predictors in the model contributed to readiness,
including the demographic covariates. In terms of magnitude, referrghiypeled the
largest unique contributioB(= -0.67) to readiness; a higher level of agreement on

readiness was associated with those referred by DTAP as compared toltbageres
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referred by TASC. Rac@(= 0.46), education leveB(= 0.16), and gendeB(= 0.14)
followed in terms of magnitude of contribution. Table 13 presents the unstandardized
coefficients for the demographic variables and referral type. Figures@msethe
relationships between all the unstandardized coefficients for the predicailear

(referral type) and the criterion variables (circumstances, matiyaeadiness).
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Table 13
Unstandardized Coefficients for Referral Type (DTAP vs. TASC) Predictadjriees

after Controlling for Demographics

Model B
Block 1
Gender 0.11
Age 0.02
African American vs. other 0.51
Married vs. other 0.21
Less than high school education vs. other 0.12
Number of children -0.09
Block 2
Gender 0.14
Age 0.02
African American vs. other 0.46
Married vs. other -0.07
Less than high school education vs. other 0.16
Number of children -0.07
DTAP vs. TASC -0.67
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Figure 2
Relationships between all Unstandardized Coefficients for Predictor Variabler@efe

Type) and Criterion Variables (Circumstances, Motivation, Readiness)

Predictor Variable Criterion Variables

Referral Type

yCircumstances
DTAP =0 0.1:

TASC =1 E\ 0.2¢ [ ™Motivation

-0.67

*Readiness

Hypothesis 3a—There is a relationship between treatment readiness, aetbgdhe
CMR Factor Scales Intake Version and drug treatment history (no vs. yes)

To examine hypothesis 3a, multiple regressions were conducted to assess if drug
treatment history (no vs. yes) has a relationship with treatment rea¢tiresmstances,
motivation and readiness) while controlling for the demographic variables (gagde
race, education, marital status and number of children). The first regressmmed
circumstances. The demographic variables were entered into the first btbek of
regression and the predictor variable (drug treatment history: no vs. aegmered into
the second block of the regression with the demographic variables. The final model
explained 10.5% of the variation in circumstances.

The results showed that all the predictors in the model contributed to

circumstances, including the demographic covariates. In terms of magnitugle, dru
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treatment history provided the largest contribution for circumstaiBce(30); a higher
level of agreement on circumstances was associated with those who had dmnugntreat
history as compared to those without drug treatment history. This was followed by
education levelB = 0.23) and marital statuB € -0.21). Gender and race provided the
least contribution in the final model. Table 14 presents the unstandardized cosfficient
for the demographic variables and drug treatment history.

Table 14

Unstandardized Coefficients for Drug Treatment History (No vs. Yes) Predicting

Circumstances after controlling for Demographics

Model B
Block 1
Gender -0.09
Age 0.01
African American vs. other 0.02
Married vs. other -0.20
Less than high school education vs. other 0.21
Number of children 0.01
Block 2
Gender -0.05
Age 0.01
African American vs. other 0.06
Married vs. other -0.21
Less than high school education vs. other 0.23
Number of children 0.01
Drug treatment history (no vs. yes) 0.30

The second regression examined motivation. The demographic variables were

entered into the first block of the regression and the predictor variable (catrgere
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history: no vs. yes) was entered into the second block of the regression with the
demographic variables. The final model explained 17.0% of the variation in motivation.
The results showed that all the predictors in the model contributed to motivation,
including the demographic covariates. Of the variables in the model, gender made the
strongest unique contributioB € 0.84), in terms of magnitude, followed by education
level B = 0.43). Prior drug treatment provided the third least contribution to motivation
(B =0.17); a higher level of agreement on motivation was associated with those who had
prior drug treatment as compared to those who did not. Table 15 presents the
unstandardized coefficients for the demographic variables and drug trehtstent.
Table 15
Unstandardized Coefficients for Drug Treatment History (No vs. Yes) Predicting

Motivation after Controlling for Demographics

Model B
Block 1
Gender 0.82
Age 0.03
African American vs. other 0.08
Married vs. other -0.01
Less than high school education vs. other 0.41
Number of children -0.09
Block 2
Gender 0.84
Age 0.03
African American vs. other 0.09
Married vs. other -0.02
Less than high school education vs. other 0.43
Number of children -0.09
Drug treatment (no vs. yes) 0.17
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The third regression examined readiness. The demographic variables were
entered into the first block of the regression and predictor variable (drug tnréatme
history: no vs. yes) was entered into the second block of the regression with the
demographic variables. The final model explained 8.3% of the variation in readiness.

The results showed that as a whole the predictors in the model contributed to the
prediction of readiness, including the demographic covariates. Of the variables in the
model, in terms of absolute value, gender made the strongest unique contriBation (
0.48), followed by education leveB & 0.19). In terms of magnitude, prior drug
treatment provided the third smallest unique contributi®>a (0.04), only above marital
status. A higher average level of agreement on readiness was assoclathdseitvho
had prior drug treatment. Table 16 presents the unstandardized coefficiehés for t
demographic variables and drug treatment history. Figure 3a presents thegiias
between all the unstandardized coefficients for the predictor variabbptf@atment

history) and the criterion variables (circumstances, motivation, readiness)
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Table 16

Unstandardized Coefficients for Drug Treatment History (No vs. Yes) Predicting

Readiness after Controlling for Demographics

Model B

Block 1
Gender 0.47
Age 0.02
African American vs. other 0.07
Married vs. other -0.02
Less than high school education vs. other 0.18
Number of children -0.05

Block 2
Gender 0.48
Age 0.02
African American vs. other 0.07
Married vs. other -0.02
Less than high school education vs. other 0.19
Number of children -0.05
Prior drug treatment (no vs. yes) 0.04
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Figure 3a
Relationships between all Unstandardized Coefficients for Predictor Variable (Drug

Treatment History) and Criterion Variables (Circumstances, Motivation, Reagliness

Predictor Variable Criterion Variables

Drug Treatment History

yCircumstances

No = 0 0.3¢
—

Yes=1 0.17 »Motivation

] 0.0¢

»Readiness

Hypothesis 3b-- There is a relationship between treatment readiness sasatdxy the
CMR Factor Scales Intake Version and criminal justice history (no vp. yes

To examine hypothesis 3b, multiple regressions were conducted to assess if
criminal justice history (no criminal justice history vs. criminal jcsstihistory) has a
relationship with treatment readiness (circumstances, motivation and e dirigle
controlling for the demographic variables (gender, age, race, education, niatuises d
number of children). The first regression examined circumstances. Therdeiiog
variables were entered into the first block of the regression and the predicbteva
(criminal justice history: no vs. yes) was entered into the second block of thesiegr
with the demographic variables. The final model explained 5.4% of the variation in

circumstances.
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The results showed that as a whole the predictors in the model added something to
the prediction of circumstances, including the demographic covariates. Of tiadesri
in the model, education level provided the strongest unique contribBt0.21), in
terms of magnitude, in explaining circumstances, followed by maritalssgt= -0.19)
and genderg = -0.10). No criminal justice history provided the second least
contribution for circumstanceB & -0.03), above race. A higher level of agreement was
noted on circumstances for those without criminal justice history. Table 17 prisgents
unstandardized coefficients for the demographic variables and crimineéjhsttory.
Table 17
Unstandardized Coefficients for Criminal Justice History (No vs. Yes) Freglict

Circumstances after controlling for Demographics

Model B
Block 1
Gender -0.09
Age 0.01
African American vs. other 0.02
Married vs. other -0.20
Less than high school education vs. other 0.21
Number of children 0.01
Block 2
Gender -0.10
Age 0.01
African American vs. other 0.02
Married vs. other -0.19
Less than high school education vs. other 0.21
Number of children 0.01
Criminal justice history (no vs. yes) -0.03
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The second regression examined motivation. The demographic variables were
entered into the first block of the regression and the predictor variablen@rionstice
history: no vs. yes) was entered into the second block of the regression with the
demographic variables. The final model explained 21.8% of the variation in motivation.

The results showed that all the predictors in the model added something to the
prediction of motivation, including the demographic covariates. Of the variables in t
model, gender provided the greatest contribution for motivaBon@.65), in terms of
absolute value. No criminal justice history provided the second greatest cooiritouti
motivation B = -0.52); a higher level of agreement was associated with motivation for
those with no criminal justice involvement. Age, race and marital status provided the
least contributes to motivation. Table 18 presents the unstandardized coefficiéms for

demographic variables and criminal justice history.
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Table 18
Unstandardized Coefficients for Criminal Justice History (No vs. Yes) Freglict

Motivation after Controlling for Demographics

Model B

Block 1
Gender 0.82
Age 0.03
African American vs. other 0.08
Married vs. other -0.01
Less than high school education vs. other 0.41
Number of children -0.09

Block 2
Gender 0.65
Age 0.03
African American vs. other 0.07
Married vs. other 0.05
Less than high school education vs. other 0.38
Number of children -0.07
Criminal justice history (no vs. yes) -0.52

The third regression examined readiness. The demographic variables were
entered into the first block of the regression and the predictor variablen@kionstice
history: yes vs. no) was entered into the second block of the regression with the
demographic variables. The final model explained 12.2% of the variation in readiness.

The results showed that all the predictors in the model added something to the
prediction of readiness, including the demographic covariates. Of the variables in the
model, in terms of absolute value, no criminal justice history made the strongest unique

contribution B = -0.40); a higher level of agreement on readiness was associated with
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those without criminal justice involvement. This was followed by gerigler@.35) and
education levelB = 0.15). Marital status and race provided the least contribution to
readiness. Table 19 presents the unstandardized coefficients for the demographic
variables and criminal justice history. Figure 3b presents the relapsriséiween all
the unstandardized coefficients for the predictor variable (criminal jusstary) and the

criterion variables (circumstances, motivation, readiness).
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Table 19
Unstandardized Coefficients for Criminal Justice History (No vs. Yes) Freglict

Readiness after Controlling for Demographics

Model B

Block 1
Gender 0.47
Age 0.02
African American vs. other 0.07
Married vs. other -0.02
Less than high school education vs. other 0.18
Number of children -0.05

Block 2
Gender 0.35
Age 0.02
African American vs. other 0.06
Married vs. other 0.01
Less than high school education vs. other 0.15
Number of children -0.03
Criminal justice history (no vs. yes) -0.40
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Figure 3b
Relationships between Unstandardized Coefficients for Predictor Variable (Criminal

Justice History) and Criterion Variables (Circumstances, Motivation, Readiness)

Predictor Variable Criterion Variables

Criminal Justice History

p»Circumstances

No =0 -0.02
\
Yes=1 05z | T™Motivation
-0.4C ~_|
»Readiness

Hypothesis 4—There is a relationship between client type (voluntary vs. m@ndate
referral source (DTAP vs. TASC), drug treatment history (no vs. yes) anishakjostice
history (no vs. yes) and treatment readiness, as measured by the CMR Falewor Sc
Intake Version.

To examine hypothesis 4, multiple regressions were conducted to investigate
whether or not client type (voluntary vs. mandated) referral type (DTAP \SCJ,Alrug
treatment history (no vs. yes) and criminal justice history (no vs. yes) firegitnent
readiness (circumstances, motivation, and readiness) while controllirgfor t
demographic variables (gender, age, race, education, marital status and number of
children). For models with the criterion variables of circumstances, motivartid

readiness, the predictor criminal justice history was not included in the isnalyso,
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the predictor client type was included in the predictive model for circumstdndeasot
in the predictive model for motivation and readiness.

The first regression examined circumstances. The demographic varialdes wer
entered into the first block of the regression and the predictor variablasalréfpe,
drug treatment history) were entered into the second block of the regression with the
demographic variables. The final model explained 44.7% of the variation in
circumstances. The results showed that all the predictors in the model added something
to the prediction of circumstances, including the demographic covariatehe Of
variables in the model, gender made the strongest unique contrilBitroi0 (76),
followed by raceB = 0.46) and marital statuB € -0.37). In terms of magnitude, no
prior drug treatment history provided a greater contribution to circumstaBiee(35)
than referral type (TASCB(= 0.08) that provided less contribution than education level
(B =0.12). Table 20 presents the unstandardized coefficients for the demographic

variables and the predictor variables.
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Table 20
Unstandardized Coefficients for Referral Type and Drug Treatment History Pnedicti

Circumstances after Controlling for Demographics

Model B
Block 1
Gender -0.63
Age 0.04
African American vs. other 0.44
Married vs. other -0.31
Less than high school education vs. other 0.30
Number of children -0.06
Block 2
Gender -0.76
Age 0.03
African American vs. other 0.46
Married vs. other -0.37
Less than high school education vs. other 0.12
Number of children -0.04
DTAP vs. TASC 0.08
Drug treatment history (no vs. yes) -0.35

The second regression examined motivation. The demographic variables were
entered into the first block of the regression and the predictor variabled {gbe,
referral type, drug treatment history) were entered into the second bldek refgression
with the demographic variables. The final model explained 44.8% of the variation in
motivation.

The results showed that all the predictors in the model added something to the
prediction of motivation, including the demographic covariates. Of the variables in t

model, in terms of absolute value, gender made the strongest unique contriBation (
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1.13), followed by drug treatment histoly € -0.80). A higher level of agreement on
motivation was associated with those who did not have a drug treatment historyalReferr
type (DTAP) provided more of a contribution to motivati@=-0.43) than client type
(mandated)B = 0.01) which had the lowest unstandardized coefficient in the model.
Higher levels of agreement on motivation were associated with thosedeigrDTAP

as compared to those who were referred by TASC, and with those who were mandated
clients as compared to voluntary clients. Table 21 presents the unstandardized
coefficients for the demographic variables and the predictor variables.

Table 21

Unstandardized Coefficients for Client Type, Referral Type, and Drug TreatmentyHistor

Predicting Motivation after Controlling for Demographics

Model B
Block 1
Gender 1.17
Age 0.07
African American vs. other -0.07
Married vs. other -0.44
Less than high school education vs. other 0.08
Number of children -0.11
Block 2
Gender 1.13
Age 0.05
African American vs. other 0.04
Married vs. other -0.80
Less than high school education vs. other -0.30
Number of children -0.04
Client type (voluntary vs. mandated) 0.01
DTAP vs. TASC -0.43
Drug treatment history (no vs. yes) -0.80
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The third regression examined readiness. The demographic variables were
entered into the first block of the regression and the predictor variabled {gbe,
referral type, drug treatment history) were entered into the second bldek refgression
with the demographic variables. The final model explained 37.4% of the variation in
readiness. The results showed that all the predictors in the model added soroéti@ng t
prediction of readiness, including the demographic covariates. Of the variables in the
model, client type provided the greatest contribution for readiBessl(44), in terms of
absolute value, followed by drug treatment hist@y(-1.09) and referral sourcB € -
0.82). Higher levels of agreement were found on readiness for mandatesladient
compared to voluntary clients, for those without prior drug treatment, and for those were
referred by DTAP as compared to TASC. Race, gender, marital stadusgacation
offered less of a contribution than the research variables. Table 22 presents the
unstandardized coefficients for the demographic variables and the predichblesari
Figure 4 presents the relationships between all the unstandardized cosffmi¢hé
predictor variables (client type, referral type, drug treatment hisémiyxhe criterion

variables (circumstances, motivation, readiness).
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Table 22
Unstandardized Coefficients for Client Type, Referral Type, and Drug TreatmentyHistor

Predicting Readiness after Controlling for Demographics

Model B
Block 1
Gender 0.11
Age 0.02
African American vs. other 0.51
Married vs. other 0.21
Less than high school education vs. other 0.12
Number of children -0.09
Block 2
Gender -0.37
Age 0.01
African American vs. other 0.80
Married vs. other -0.36
Less than high school education vs. other 0.21
Number of children -0.08
Client type (voluntary vs. mandated) 1.44
DTAP vs. TASC -0.82
Drug treatment history (no vs. yes) -1.08
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Figure 4

Relationships between all the unstandardized coefficients for the predictor variables

(client type, referral type, drug treatment history) and the criterion variables

(circumstances, motivation, readiness)
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CHAPTER VIII
DISCUSSION

This study was designed to assess treatment readiness among quisticel
clients mandated to drug treatment programs, using the Circumstance,tidotisad
Readiness Scales for Substance Abuse Treatment (CMR Factor Staltesversion).
This chapter presents an overview of the research findings, discusses tigsfindhe
context of this research, reviews the limitations of the study, and futea chs
directions. The research sought to answer the following questions:

(2) Is there a relationship between treatment readiness and client type?

(2) Is there a relationship between treatment readiness and crimina je$tical
type?

(3a) Is there a relationship between treatment readiness and whetttsriciee
drug treatment history?

(3b) Is there a relationship between treatment readiness and whetherhaients
criminal justice involvement history?

(4) What is the relationship between treatment readiness and client aibute
Research Question 1—Is there a relationship between treatment readidedient
type?

The results indicated a relationship between treatment readiness ahtypke
(voluntary vs. mandated), as measured by the CRM Factor Scales IntaiomVéigent
type, voluntary clients, not mandated clients, demonstrated a relationshiprtetreat
readiness on the areas of Circumstances, Motivation, and Readiness. On the

Circumstances scale, items such as “l am sure that | would go to jditlihbt come to
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treatment” or “I am sure that my family will not let me live at homedifdl not come to
treatment” are measured to determine circumstances under which ehétsirug
treatment. Results indicated voluntary clients had a higher averagmegtem
circumstances level than mandated clients did. Voluntary clients more so thaatata
clients will enter drug treatment under the pressures of family and thef fgaing to
prison. Mandated clients have less of relationship to these circumstancesing entey
treatment given their current involvement with the criminal justice syste

On the Motivation scale, voluntary clients had a higher average agreement on
motivation for drug treatment than mandated clients. The Motivation scale has items
such as “It is important to me than anything else that | stop using drugs” vesietsas
motivation for change. The higher average motivation level for voluntary clients
demonstrates more internal motivation for drug treatment than among cllemtzrev
mandated to drug treatment.

On the Readiness scale, voluntary clients had a higher average readindss level
drug treatment readiness than mandated clients. The Readiness scaleshsiscitens
“Basically, | don’t see any other choice for help at this time excepé $amd of
treatment”; and “| am really tired of using drugs and want to change, but | lkreovit
do it on my own” determines clients’ readiness to engage in drug treatment. The
relationship between treatment readiness and client type, illustnatesoluntary clients
are, on average, more prepared to engage in therapeutic activities ryetcessag
about changes in their addictive behaviors. De Leon et al. (2000) and Farabee et al.
(1993) noted that mandated clients scored lower on assessment areas of drugeise, desi

for help, and readiness for treatment. Voluntary clients, unlike mandated dhiané
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resolved that drug treatment is necessary to change drug use behaviordatibmsmg
between treatment readiness and client type also suggests voluntaryacbeattthe
preparation stage in the stages of change model identified by Prochask&mdddie
(1982). Voluntary clients are focused on activities that bring about behavioral shange
where as mandated clients might be considered to be in the precontemplatiam ttage
stages of change. The precontemplation stage is marked by not being alware of t
problem or exhibiting no desire to make any behavioral changes.

Research Question 2—Is there a relationship between treatment readidesiminal
justice referral type?

Results indicate there is a relationship between treatment readinessrandl cr
justice referral type (DTAP vs. TASC) as measured by the CMR FacabesSIntake
Version. On the Circumstances scale, the results indicated TASC clientgragey
are more likely to be brought to drug treatment than clients who are involved with the
DTAP program. TASC clients identified for drug treatment are those who as& af
becoming progressively involved with the criminal justice system due to drughese. T
TASC program seeks to intervene early in the addiction process to interrupt the drug
use/prison cycle. Unlike TASC clients, DTAP clients are viewed as hamiegtansive
criminal justice involved history due to their multiple felony convictions for drug
activities (Cook & Weinman, 1988; CASA, 2003).

On the Motivation scale, DTAP clients, on average, have a higher level of
motivation for drug treatment than TASC clients. DTAP clients were found to be more
motivated for drug treatment than TASC clients. Clients who are eligiblettioipate in

DTAP are those who have several drug related arrests and face a mapdsdory
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sentence under New York State’s second offender law (CASA, 2003). Sung et al. (2004)
found DTAP clients demonstrated motivation for drug treatment when theyebsess
motivation for drug treatment relating to drug use, unemployment, and relationship
problems.

On the Readiness scale, results suggested the presence of a relationg@p betw
treatment readiness and criminal justice referral type. DTAP eéfefients compared to
TASC referred clients demonstrated a higher average level of treataéimess. DTAP
referred clients are more likely to be ready to engage in drug treadctesnties
compared to TASC referred clients. The relationship found between treatntBnéssa
and criminal justice referral type on motivation also has a relationship on timéss=a
scale for DTAP clients. The presence of a relationship between treagadiness and
criminal justice referral type highlights the differences between T&FDand TASC
programs. The DTAP program operates on a deferred sentencing model where clients
enter into an agreement to participate in drug treatment for a minimum of 18 to 24
months in lieu of their promised sentence (Hynes & Swern, 2005). DTAP clients are
informed of the consequences for drug treatment failure, which can result in argndat
prison term due to their repeat drug felony status. The relationship beteaneint
readiness and criminal justice referral type suggests clieetsaktby DTAP have
approached their involvement with DTAP and participation in drug treatment as possibly
their final option to interrupting the drug use/prison cycle.

This relationship also suggests DTAP clients have worked through the “risk-
reward” analysis, a hallmark of the preparation stage in the stages of chahgegards

to changing their drug use and criminal behaviors. The “risk-reward” ahadygiires
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clients to identify the risks of their continued drug use and associated crauoiivéies,
and the potential rewards they can enjoy in changing their drug use behavioke Unl
DTAP clients who might have work through the “risk-reward” analysis and view
treatment as the final option, TASC clients might not hold a similar view. Te\8als
are more likely have another opportunity to participate in another treatmentrprogra
should they fail their current program. For TASC clients,the option of an a#ernat
program, makes it likely they will not view their current mandate as thelrdpten,

and are less likely to demonstrate readiness for drug treatment (Young, 20&). TA
clients are considered to be in the contemplation stage in the stages ofrooaetje
because while they have recognized their drug problem, they have not movawiforw
with bringing about any real changes in their behavior. They remain in the coatiempl
stage vacillating between whether or not to move forward with changimdg#tevior.
Research Question 3a—Is there a relationship between treatment readihetether
clients have drug treatment history?

The results indicated a relationship between treatment readiness and drug
treatment history (yes vs. no) on the areas of circumstances, motivationadinéss for
drug treatment as measured by the CMR Factor Scales Intake Version. On the
Circumstance scale, clients with prior drug treatment history had a higgraga
agreement than clients with no prior drug treatment history. On the Motivation scale
drug treatment history also demonstrated a relationship to treatment ssadients
with prior drug treatment history also had a higher average on agreement on orotivati
level than clients with no prior drug treatment history. On the Readiness sagle, dr

treatment history had a relationship to treatment readiness.
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Clients with prior drug treatment history showed a higher average agreement
readiness level than clients with no prior drug treatment history. Clieft$unor drug
treatment history who participated in drug treatment in the past appears @ Ihgher
average readiness level are more likely to enter drug treatment whenvidcdte crisis
of their drug activities becoming unmanageable.

Research Question 3b—Is there a relationship between treatment readchesetoer
clients have criminal justice involvement history?

Results indicated a relationship between treatment readiness and Igustina
history (no vs. yes) as measured by the CMR Factor Scales Intake VersiationBeips
were found among clients with no criminal justice history on the areas of sitance,
motivation, and readiness. Clients with no prior criminal justice involvement hisaolry
a higer average agreement on readiness than clients with criminal justoog tid. In a
study by Rempel and DeStefano (2001) they found criminal justice involved clients
required a greater length of time to complete the treatment procesbahest who were
not involved with the criminal justice system. The existence of the relatioristtipsen
treatment readiness and criminal justice history is similar to thioredhips found
between client type and treatment readiness. Voluntary clients averé fo be more
ready for drug treatment than mandated clients.

A relationship between treatment readiness and criminal justice involvement
history, suggests that clients with no prior criminal justice history are ipréparation
stage of change. They have also conducted a “risk-reward” analysicagdire the
need for drug treatment. They have evaluated the pros and cons of their drug hehaviors

realizing the risks of continued drug use could lead to involvement with the criminal
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justice system. Clients with prior criminal justice history involvemehtleting no
readiness for drug treatment speaks to the lack of awareness they cantiave t
regarding their drug use. Kelly et al. (2005) found that criminal justieetslfailed to
identify themselves as drug addicted and in need of drug treatment when asdass f
treatment scoring low on identifying the need for drug treatment. This laakasEness
would suggests that clients with prior criminal justice involvement are in the
precontemplation stage in the stages of change and have failed to recogorzgdingeg
dangers of continued drug activities (DiClemente, et al., 1991).

Research Question 4—What is the relationship between treatment readindgsnand c
attributes?

The results indicated a mixed relationship between treatment readindbs and
client attributes’, client type (voluntary vs. mandated); criminal jusgterral type
(DTAP vs. TASC); and drug treatment history (no vs. yes). The client a¢tcbiminal
justice history (no vs. yes) was not included in the final analysis.

Results indicted a strong relationship between the client attribute e
(voluntary vs. mandated) and treatment readiness. The final analysislieindd c
attributes and the relationship to treatment readiness resulted in opposite findings
Mandated clients showed a higher average motivation level for treatment thammolunt
clients, however, the magnitude of difference was not large. Mandated clientslseere
found to have a higher average treatment readiness level than voluntary clemnts. S
Figure 2.

Results for the client attribute criminal justice referral type (BT&. TASC) and

its relationship to treatment readiness were mixed. Results indicated on the
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Circumstances scale TASC referred clients demonstrated a highagalerel for
treatment than DTAP clients. On the of Motivation scale, DTAP clients havéerhig
average level on motivation for drug treatment than TASC clients. DTAPClene
more motivated for drug treatment than TASC clients; on the Readines®3edte
clients also demonstrated a higher average treatment readiness levieA81& clients.
These findings are similar to the results when the attribute, criminaigusterral type,
was assessed individually. As discussed earlier, regarding reasonsSiGrcliants
having higher average level on circumstances for treatment entry than DEAIB,ak
that TASC clients are identified for drug treatment as an early inteoventihe cycle of
drug use/prison cycle; whereas DTAP clients have several felony convicatore
having the opportunity to participate in an ATl program. See Figure 2.

Results indicated relationships were strongest for the client attridvutp
treatment history (no vs. yes), on the areas of motivation and readiness ftredtogent
compared to circumstances for drug treatment. Clients with no prior drug tnéatme
history were found have a higher average motivation and treatment readinkss leve
compared to clients with prior drug treatment history. There was a laghs¥ment on
treatment readiness level for clients with no prior drug treatment hisiorgared to
those with treatment history. These final analyses of client attribodessarelationship
to treatment readiness are found to be different from earlier results elieats with
prior drug treatment history demonstrated a higher average to treatediness level
compared to clients without prior drug treatment history. See Figure 2.

The results from this study indicate that the client attributes with haglegage

treatment readiness level are clients who are mandated to drug heareeeferred to
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drug treatment by DTAP; and clients who have no prior drug treatment history. A key
note to these findings indicate that clients who are mandated and have no prior drug
treatment history will have a higher average treatment readinesthiaveslients who
enter voluntarily and have prior drug treatment history. In addition, thoseecetgyithe
ATI program, DTAP, will also have a higher average treatment readinesthiave
TASC clients. These findings would suggest that criminal justice pregshould
intensify the efforts to identify individuals early in the justice systendfug treatment
programs. Early interventions and the use of more rigid consequences such as those
utilized by the DTAP program will support the efforts to reduce the prisomsysiti
non-violent drug offenders and interrupt the drug use/criminal justice involveradnt
Study Limitations

The purpose of the research was to assess treatment readiness foatmemtre
among drug-abusing clients mandated to drug treatment by the crimina gygtem.
However, the findings of this research have some limitations. First, the populati
selected for this research was identified through convenience sampligguosin
location, a residential drug-free program. The use of convenience sampling does not
offer a true representation of the larger population of clients in residéni@treatment
programs. The researcher was limited in the ability to recruit pamitsgrom additional
residential drug treatment programs in New York City. Additional resialedrug
treatment programs would have provided a more representative sample of mandated
clients in such programs.

Another limitation was that the research findings are limited to thansdse

population used in the study. The research included only participants who were able to
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read and comprehend English. The data collection tools including all relevaahicons
forms were available only in English. Research data collection instrumergsot
translated into to Spanish, and therefore, eliminating potential Spanish-speaking
participants who might have been able to participate in the research and lthreting
research sample size. The research is limited by the final researchtipogsiize. The
final population size was 139 and included a limited portion of mandated clients enrolled
in the drug treatment program. The research sample included a limited number of
participants from DTAP and TASC criminal justice programs. The use of cemoe
sampling and the limitation of one residential drug treatment sitectestthe
researcher’s ability to achieve the desired sample size of mandatesl. clibetresearch
findings are limited to clients in the research. The opportunity to include additiogal dr
treatment programs or recruit criminal justice clients from drugnreat programs
would have allowed for a larger sample of criminal justice clients.
Implications for Future Research

Despite the research limitations, the findings have implications for somikl w
practice and future research for criminal justice clients mandated tordatigpént. The
policy of mandating clients to community-based drug treatment prograjpnse® that
treatment providers conduct early assessment for treatment readipassifte
appropriate intervention. Interventions available to treatment providers include
Motivational Interviewing (Miller & Rollnick, 2002). Motivational Interviemg is used
to enhance and facilitate internal motivation to change. It focuses on moving the
individual along from a resistant or non-engaging stage to one of activapadrdin, and

to ensure benefits from the treatment episode (Miller & Rollnick, 2002). Early

140



assessment of mandated clients maximizes the use of limited resowitasi@to drug
treatment programs. The ability to apply specific clinical interventibtiseeaappropriate
stage of treatment requires providers to know the current stages of chargyedated
clients are in. Motivational Interviewing is generally used in an individetéihg;
however, a group approach presents the advantage of meeting the treatment needs of
larger number of clients at a reduced cost. Lincourt et al (2002) using a groupgchpproa
with Motivational Interviewing among mandated clients unable to idenagtrinent
goals, found that those who participated in motivational interviewing sessionaweze
likely to complete their treatment goals. The group approach also allowisddous
learning and modeling, and has the potential for promoting positive supports for peers.
Assessing treatment readiness early in the treatment process algmutemto forging
the therapeutic alliance between client and counselor to promote changes.

The research findings indicated that clients with no prior drug treatmémtyhis
demonstrate readiness for drug treatment. Drug treatment providersenalé o
identify appropriate services for clients that enhance and support the ssadingrug
treatment for those who have no experience with this therapeutic processerer cl
who are mandated to treatment moving them along the continuum of treatmentseadine
can include using the source of the pressure to enter treatment. For mandated cli
treatment providers can make use legal pressure as an impetus to supportnhoveme
Knowledge of the kind of clients to enter drug treatment will allow treatprewiders to
engage clients early in the treatment process. Early engagemniemafle providers to
offer maximum intervention, i.e., to offer stage-matched interventions to support the

movement from one stage of change to the next. Stage-matched interventions are
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specific to the client’s current stages in their movement through the stfagjeange.
Program activities geared toward clients who are in the precontemplation would be
different from clients who are in the contemplation or preparation. For exarghts c

in the precontemplation stage would not benefit from action-orientated actidtiesog

for clients in the preparation stage. Precontemplators have not yet redbgnizizug
problem and might be overwhelmed by such action-orientated activitider(il

Rollnick, 2002). Activities more appropriate for clients in the contemplation atage
those involving cognitive processes such as consciousness-raising, highligéting
dangers of addiction such as the impact on family and friends, loss of employment, and
involvement with the criminal justice system.

The findings of this research have implications for future studies to indrease
knowledge of the criminal justice population mandated to drug treatment. To expand on
this research and to increase knowledge on the criminal justice client mandatagl to dr
treatment, future research should consider the following: increase of saepléds
larger sample size should include a larger representation of clients framadijustice
programs such as DTAP, TASC, and Drug Courts. Expanded research on treatment
readiness among criminal justice clients mandated to drug treatmerdmpeoig
important as alternatives policies continue to find ways to break the cyaledmetirug
use and prison. As noted earlier, the Drug and Alcohol Services Informati@mSyst
(DAIS, 2004) indicated that between 1992 and 2001 referrals to drug treatment programs
increased by 32%. In addition, the recent changes to the Rockefeller &msgchll for
the expansion of ATl programs to provide more opportunities for drug offenders to

benefit from treatment rather than prison. Community-based drug treatmentpsogra
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will serve to break the drug use/prison cycle but also serve as a costrssarding

individuals to drug treatment rather than to prisons.
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Appendix A

Reasons for Drug Treatment Entry

Instructions to Admissions Counselor

Please read both paragraphs below to each new client during the intake process. Plea
do not deviate from the script below. Read the script exactly as written to each new
client. Where indicated in the paragraph, please provide each new client with a
recruitment flyer provided by the researcher. If there are additionalapsgefbom the

client, please re-read the first paragraph to the client and you can insémcthe
researcher will answer any additional questions.

TO BE READ TO EACH NEW CLIENT DURING INTAKE
There is a research project that you can take part in. This researcimésdatfwhy
people enter drug treatment programs. Knowing these reasons could help the program
provide better services for clients. These better services might bgroeps or new
orientation sessions.

Here is a flyer about the research and the person you can contact if yoerasteadt
(GIVE FLYER TO CLIENT ). Itis voluntary and if you decide not to participate it will
not affect your treatment. The agency that referred you, if one did, will nolcbatout
the research.
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Appendix B

WE WANT TO KNOW THE REASON YOU ENTERED DRUG
TREATMENT

'R EEREEE.

Why do we want to know this? — Because:

¢ It could help the program provide better serviagscfients

¢ It could help clients have a successful treatment
IF THIS SOUNDS INTERESTING AND YOU WANT TO PARTICIPA TE

* Must have entered treatment within the past 30days

¢ Must be able to read and speak English

< It will take only 45 minutes

*» Participation isyOLUNTARY and will not affect your treatment

< All information is confidential

CALL
Valrie Fowler
City University of New York Graduate Center
Hunter College School of Social Work
347-622-3694

Participation isvOLUNTARY and will not affect your treatment process and all information is
confidential

® o @ R B o P
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Appendix C

CONSENT TO PARTICIPATE
Reasons for Drug Treatment Entry

Purpose and Background

Valrie Fowler is a graduate student in the Social Welfare Departmédra ity

University of New York. She is conducting a research to understand the reasong for dr
treatment entry. You are being asked to participate in a research that |tekseaisons
individuals enter drug treatment programs. You have been identified as a possible
participant because you are a new client to the drug treatment progranusare poer

the age of 18. Itis anticipated that 210 individuals will participate in this cdsear
Participation in this research is voluntary, and refusal to participatenwdlve no

penalty or affect your treatment process.

Procedures

You are being asked to complete the Client Demographic/Psychosocial and the
Circumstance Motivation Readiness (CMR) Factor Scale Intake Vemims.f You will
be asked to complete the forms in a private room within the facility. The pridcess
will take approximately 45 minutes.

Risks and/or Discomforts

There is minimal risk to participating in this resear@his research may raise some
uncomfortable issues relating to past drug treatment and past drug relai@dsactn

the event that is happens, the researcher has a list of resources that yountaetyfor
assistance should you need them. You can choose not to answer any particular question.
You may also stop answering the questions on the forms at any time.

Benefits

Participating in this research provides no direct benefit. However, youripatitoa will
provide valuable information to understanding reasons for entering drug treatment
programs. This information could help drug treatment programs develop better client
services. A summary of the results from the research will be provided upon request.

Alternatives
There are no alternative procedures for this research.

Financial Considerations
There is no payment for participating in this research.
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Privacy and Confidentiality

The information will be collected from the Client Demographic/Psychosociahand t
CMR Factor Scale Intake Version forms. You will be given a separate forditaie
your permission. No one but the researcher and her faculty advisor will read bath form
Both forms will use identifying codes. Your name will not be recorded. No personal
identifies will be linked to the data. All materials will be kept in a lockedcBleinet in
the researcher’s personal office to which only the researcher willdtaess. The data
will be stored for a minimum of three years. After that all materialslmeajestroyed.
Only aggregate data will be reported in any reports or publications derivedhisom t
research. All identifying information about you and others who participated will be
omitted or disguised. The researcher is mandated to report to the properiasthorit
suspected child abuse, and any indication that you are in imminent danger afgharmi
yourself or others.

Withdrawal

You may discontinue participation at any time without penalty or fear of traatme
process being affected.

Contact Information

If you have any questions about the research, you can contact the researdleer, Val
Fowler at (347) 622-3694 or her faculty advisor Dr. Darrell Wheeler at (212) 452-7491.
You should contact the Hunter College IRB Office at (212) 650-3503, if you have
guestions regarding your rights as a subject or if you feel you have beesdrasma

result of your participation in this research.

Signatures

| have read (or have read to me) the contents of this consent form and have been
encouraged to ask questions. | have received answers to my questions. | will dontinue
receive treatment services whether | agree to participate or noly refmae to answer

any question | wantl give my consent to participate in this research. | have received a
copy of this form for my records and future reference.

Participant’s Name Signature Date

Researcher's Name Signature Date
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Appendix D

HIPPA Research Authorization

CUNY INSTITUTIONAL REVIEW BOARD

HIPAA RESEARCH AUTHORIZATION

Subject/Client/Patient Name: ID Number:

Study: Reason for Drug Treatment Entry

IRB Protocol No. HC-040911441  CUNY Institution:  City University of New York

We understand that information about you and your health is personal. We are committed to
protecting the privacy of that information. Federal regulations and our commitment to your
privacy require that we obtain your written authorization before we may use or disclose your
protected health information for the research purposes described below. This form provides that
authorization and helps us make certain that you are properly informed of how this information
will be used or disclosed. Please read the information below carefully before signing this form.

USE AND DISCLOSURE COVERED BY THIS AUTHORIZATION

Valrie Fowler must answer these questions completely before providing this authorization form
to you. DO NOT SIGN A BLANK FORM. You or your personal representative should read the
descriptions below before signing this form.

What information will be used or disclosed for the research? The appropriate boxes should
be checked below and the descriptions should be in enough detail so that you (or any
organization that will use or disclose information pursuant to this authorization) can understand
what information may be used or disclosed.

X] Any medical, treatment, or research records held by Palladia, Inc. may be used and/or
disclosed.

X The following information:
Client demograhic information, primary and secondary drug, prior drug treatment , length of stay

in previous drug treatment., drug treatment modality. criminal justice involvement, drug related

arrets, and legal referral for drug treatment.

(Form Revised March 2003)
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Who will disclose, receive, and/or use the information while it is in individually identifiable
form? This research authorization form will authorize the following person(s), class (es) of
persons, and/or organization(s) to disclose, use, and/or receive the information in connection
with the research:

X] Valrie Fowler and his or her research staff, which may include Hunter College School of
Social Work students

[ The following co-investigators and members of their research staffs: [list names and
institutions]

X Statisticians at the following institutions: [Hunter College School of Work]

[X] The members and staff of the Hunter College School of Social Work Institutional Review
Board and other CUNY officials and staff who oversee research

[] Government authorities or agencies that oversee research

[_] The members and staff of the Institutional Review Boards at participating research sites [list
each co-investigator's site]

X Others (as described below):
Faculty Advisor, Dr. Darrell Wheeler

If not specifically listed above, you also authorize the following persons or institutions that
maintain records about you to disclose the information described above for the purpose of
this research:

Palladia, Inc.

SPECIFIC UNDERSTANDINGS

By signing this research authorization form, you authorize the use and/or disclosure of your
protected health information as described above. The purpose for the uses and disclosures you
are authorizing is to conduct the research project explained to you during the informed consent
process and to ensure that the information relating to that research is available to all parties who
may need it for research purposes.

Many of the recipients listed in this form have legal or professional obligations to protect the
confidentiality of your information. If, however, your information is disclosed to persons or
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organizations that are not required by state or federal law to protect the privacy of the
information, such persons or organizations could reuse or redisclose the information without
penalty under those laws. For this reason, it is the policy of the [Hunter College] IRB that
investigators ask all recipients of your information to agree to treat your information as
confidential.

You have a right to refuse to sign this authorization. Your health care, the payment for your
health care, and your health care benefits will not be affected if you do not sign this form.

If you sign this authorization, you will have the right to revoke it at any time. However, your
revocation would not apply to the extent that Valrie Fowler and the investigators in this research
have already taken action based upon your authorization or need the information to complete
analysis and reports of data for this research. This authorization will never expire unless and
until you revoke it. To revoke this authorization, please write to Valrie Fowler ¢/o Dr. Darrell
Wheeler Hunter College 129 East 79" Street New York. NY 10075.

A copy of this form will be provided to you after you have signed it.

150



SIGNATURE

I have read this form and all of my questions about this form have been answered. I understand
that, if I have questions about this form in the future, they will also be answered. By signing
below, I acknowledge that I have read and accept all of the above.

Signature of Subject or Personal Representative

Print Name of Subject or Personal Representative

Date

Description of Personal Representative’s Authority

CONTACT INFORMATION

The contact information of the subject or personal representative who signed this form should be
filled in below.

Address: Telephone:
(daytime)

(evening)

Email Address (optional):

THE SUBJECT OR HIS OR HER PERSONAL REPRESENTATIVE MUST BE PROVIDED
WITH A COPY OF THIS FORM AFTER IT HAS BEEN SIGNED.
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Appendix E

CTCR
CENTER FOR THERAPEUTIC COMMUNITY RESEARCH

CIRCUMSTANCES, MOTIVATION, and READINESS
SCALES for SUBSTANCE ABUSE TREATMENT

CMR FACTOR SCALES
Intake Version

CLIENT ID NUMBER .....cccocooiiviviiiniiiiierecnn (Y Y D (1-8)
CLIENT GENDER ...c.oiiiiiiiiiiiiiiinii ettt st st ( ) )
1=Male 2=Female

CLIENT ETHNICITY ..otiitiiieiiieiinienecisite ettt ettt e s ns ) (10)
1=African American 2=Hispanic 3=White 4=Other

CLIENT AGE ..ottt sare e et s ve e s saae s . /7 ) (11-12)
PRIMARY DRUG ....tiiiiiiieiiiiienietentestiete sttt st seesanssbessesveesaesves . /7 ) (13-14)
1=Non-crack cocaine S5=Alcohol

2=Crack 6=Poly Drug

3=Opiates 8=Other

4=Marijuana

TREATMENT MODALITY .ootiiiieiiertteeetesieeee e s ( / (15-16)
1=Drug Free Outpatient 7=Detoxification Only

2=Day Treatment 8= Detoxification as Entry into Treatment

3=Methadone Maintenance 9=Hospital Inpatient

4=Short Term Residential 10=Referral Center

5=Long Term Residential 11=Other

6=No Treatment Entered

DATE OF ADMINISTRATION ....ocoiiiiieeieenerieeeeeeciens ( /) (17-22)
FOR CTCR USE ONLY. PLEASE LEAVE BLANK.

INSIREMENEVERSION: == o= = = e 22 s s ( ) (23

PROGRAMNUMBER:= = = oo s amabimn e =/ ) (24-25)

© Copyright 1993 by George De Leon, Ph.D., Director Center for Therapeutic

Community Research (CTCR), 2 World Trade Center, 16th Fl.,, New York, NY 10048. All
rights reserved. No part of this material may be reproduced in any form of printing or by

any other mean, electronic or mechanical, including but not limited to photocopying,

audiovisual recording and transmission, and portrayal or duplication in any information

storage and retrieval system, without permission in writing from the author.
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How you feel can have a powerful effect on treatment. These feelings include your circumstances, the
problems in your life, your feelings about yourself, and your feelings about treatment. Carefully
consider each of the questions below and indicate how closely they describe your own thoughts and
feelings.

Circle the number that best describes your response.

1 2 3 4 5 9
Strongly Disagree Neither Agree Strongly Not
Disagree Agree or Disagree Agree Applicable
CIRCUMSTANCES
1. I am sure that I would go to jail if I didn't [----2--m-3--e4oeu5--9 (26)

enter treatment.

2. I am sure that I would have come to treatment l--m-2-mn-3emeefean-5---29 27
without the pressure of my legal involvement.

3. I am sure that my family will not let me live l--m2-me-3eeeleen5-0-29 0 (28)
at home if I did not come to treatment.

4. I believe that my family/relationship will try to [-==-2-m--3--=4eee5---9 (29)
make me leave treatment after a few months.

5. I am worried that I will have serious money l----2-="-3=e-f-—--5----9 (30)
problems if [ stay in treatment.

6. Basically, I feel I have too many outside I----2--=-3--=-4----5----9 (31
problems that will prevent me from completing
treatment (parents, spouse/relationship, children,
loss of job, loss of income, loss of education,
family problems, loss of home/place to live, etc.).

MOTIVATION

7. Basically, I feel that my drug use is a very I----2-mm-3eeegeean5---29 0 (32)
serious problem in my life.

8. Often I don't like myself because of my drug use. l--=-2-m-3-efeee5---9 (33)

9. Lately, I feel if I don't change, my life will keep [-m--2--e-3wem4eneu§5---9 (39)

getting worse.

10. I really feel bad that my drug use and the way I-m=-2-m--3mnefeee5---9  (35)
I've been living has hurt a lot of people.

w

;

i

!

:
O
D
g

11. It is more important to me than anything else I----2-me-3emgeemn
that I stop using drugs.
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1 2 3 4 5 9

Strongly Disagree Neither Agree Strongly Not
Disagree Agree or Disagree Agree Applicable
READINESS

12. I don't really believe that I have to be in I----2--m-3emfeee5----9 (37)

treatment to stop using drugs, I can stop
anytime I want.

13. I came to this program because I really feel l-m--2-mm-3eeeefeea5----9 0 (39)
that I'm ready to deal with myself in treatment.

14. I'll do whatever I have to do to get my life I----2----3--=-4----5----9  (39)
straightened out.

15. Basically, I don't see any other choice for help [----2--m-3emgeenn5---29  (40)
at this time except some kind of treatment.

16. I don’t really think I can stop my drug use with [----2--=-3-=-4---5----9 (1)
the help of friends, family or religion, I really
need some kind of treatment.

17. I am really tired of using drugs and want to l----2----3-bue5----9 (22)
change, but I know I can't do it on my own.

18. I’'m willing to enter treatment as soon as possible. [----2----3emebeee5----9 (43)
3
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Appendix F

Client Demographic/Psychosocial

FOR RESEARCHER ONLY. DO NOT COMPLETE

Client ID# Treatment Modality

YOUR PARTICIPATION IS VOLUNTARY
Please answer the questions below about yourself. If there are any questidosnot
wish to answer, you can leave it blank.

1. Date of Admission

2. Gender
Male
Female

3. Age

4. Race
African American/Black
Hispanic/Latino
White
Other

5. Martial Status
Never Married
Married
Separated
Divorce
Widow

6. Number of Children

7. Education

Less than high school
Some high school
Completed high school
Some College
Completed College

8. Primary Drug (select one) Secondary Drug (select one)
Cocaine Cocaine
Crack Crack
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Heroin Heroin

Marijuana Marijuana
Alcohol Alcohol
9. Were you ever in drug treatment before?
Yes
No

10. How many times have you been in drug treatment in the past 18 months not including
this treatment?

11. How long did you stay in your last drug treatment program?

12. What kind of program was your last treatment: (select one)
Outpatient
Drug-free Residential
Detox

13. Were you mandated to enter drug treatment?
Yes
No

14. What kind of criminal justice program mandated you to drug treatment (@e¢ct
TASC
DTAP
Drug Court
Parole
Probation
Other (list name of agency)

15. How many times were you arrested within the past 18 months for drugs?

16. Did you receive pressure to enter drug treatment?
Yes
No

17. Were did the pressure come from to enter drug treatment (select one)
Legal
Family
Friends
Medical/Health Reasons
Welfare System
Other (list)

156



Appendix G
Community Resources
For questions regarding the research, you may contact the following:

Valrie Fowler
347-622-3694

Dr. Darrell Wheeler, PhD
129 East 79 Street

New York, NY 10075
212-452-7491

Hunter College IRB
695 Park Avenue
Room E 1426

New York, NY 10021
212-650-3053

For social service programs
VIP Community Services, Inc.
1910 Arthur Avenue

Bronx, NY 10457
718-583-6188

Hope Family Resources
1925 Hone Avenue
Bronx, NY 10461
718-794-1076

Gateway Counseling Center, Inc.
4500 Furman Avenue

Bronx, NY 10470

718-325-5021

New Beginning Community Counseling Center
401 East 147 Street

Bronx, NY 10455

718-402-5250
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Appendix H

DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service

National Institutes of Health
National Institute on Drug Abuse
Bethesda, Maryland 20892

CONFIDENTIALITY CERTIFICATE NO. DA-09-110

issued to

THE CITY UNIVERSITY OF NEW YORK
conducting research known as

“TREATMENT READINESS AMONG CRIMINAL JUSTICE CLIENTS
MANDATED TO DRUG TREATMENT?”

In accordance with the provisions of section 301(d) of the Public Health Service Act 42US.C.
§ 241(d)), this Certificate is issued in response to the request of the Principal Investigator Darrell
Wheeler, Ph.D., Associate Dean for Research & Community Partnerships, Hunter College
School of Social Work, 129 East 79" Street, New York, NY 10075, to protect the privacy of
research subjects by withholding their identities from all persons not connected with this
research. Dr. Wheeler is primarily responsible for the conduct of this research.

Under the authority vested in the Secretary of Health and Human Services by section 301(d), all
persons who:

1. are enrolled in, employed by, or associated with The City University of New York
and its research sites, contractors, or cooperating agencies and

2. have in the course of their employment or association access to information that
would identify individuals who are the subjects of the research project known as
“Treatment Readiness among Criminal Justice Clients Mandated to Drug Treatment,”

are hereby authorized to protect the privacy of the individuals who are the subjects of that
research by withholding their names and other identifying characteristics from all persons not
connected with the conduct of that rescarch.

The research began on May 18, 2009 and is expected to end on May 30, 2011.

The purpose of this study is to assess treatment readiness among substance abusing criminal
justice clients mandated to drug treatment.

Study subjects’ identities are protected by assigning them a unique identifying code. All
subject consent forms and collected data are kept in a locked file cabinet. All electronic data
are stored on a password protected computer. The research data will be stored for a
minimum of three years, after which all materials may be destroyed by a shredding machine.
Only aggregate data will be reported in any reports or publications derived from this
research and identifying information about subjects will be omitted or disguised.
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A Certificate of Confidentiality is needed because sensitive information concerning study
subjects’ drug use and treatment, and criminal justice involvement, is collected during the course
of the study. The Certificate will help researchers avoid involuntary disclosure that could expose
subjects or their families to adverse economic, legal, psychological and social consequences.

As provided in section 301(d) of the Public Health Service Act 42 U.S.C. 241(d):

"Persons so authorized to protect the privacy of such individuals may not be
compelled in any Federal, State, or local civil, criminal, administrative, legislative, or
other proceedings to identify such individuals."

This Certificate does not protect you from being compelled to make disclosures that: (1) have
been consented to in writing by the research subject or the subject’s legally authorized
representative; (2) are required by the Federal Food, Drug, and Cosmetic Act (21 U.S.C. 301 et
seq.) or regulations issued under that Act; or (3) have been requested from a research project
funded by NIH or DHHS by authorized representatives of those agencies for the purpose of audit

or program review.

This Certificate does not represent an endorsement of the research project by the Department of
Health and Human Services. This Certificate is now in effect and will expire at the end of May
2011. The protection afforded by this Confidentiality Certificate is permanent with respect to any
individual who participates as a research subject (i.e., about whom the investigator maintains
identifying information) during any time the Certificate is in effect.

/)
Date: _ ¥/A( /¢! A a1l O

Nora D. Volkow, M.D.
Director
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