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What Is a TIP?

Treatment Improvement Protocols (TIPs) are best practice guidelines for the treatment of

substance use disorders, provided as a service of the Substance Abuse and Mental Health
Service Administration's Center for Substance Abuse Treatment (CSAT). CSAT's Office of
Evaluation, Scientific Analysis and Synthesis draws on the experience and knowledge of clinical,
research, and administrative experts to produce the TIPs, which are distributed to a growing
number of facilities and individuals across the country. The audience for the TIPs is expanding
beyond public and private substance use disorder treatment facilities as substance use disorders
are increasingly recognized as a major problem.

The TIPs Editorial Advisory Board, a distinguished group of substance use disorder experts and
professionals in such related fields as primary care, mental health, and social services, works

with the State Alcohol and Drug Abuse Direct ors to generate topics for the TIPs based on the
field's current needs for information and guidance.

After selecting a topic, CSAT invites staff from pertinent Federal agencies and national

organizations to a Resource Panel that recommends specific areas o f focus as well as resources
that should be considered in developing the content of the TIP. Then recommendations are
communicated to a Consensus Panel composed of non - Federal experts on the topic who have
been nominated by their peers. This Panel particip ates in a series of discussions; the information
and recommendations on which they reach consensus form the foundation of the TIP. The

members of each Consensus Panel represent substance use disorder treatment programs,

hospitals, community health centers, counseling programs, criminal justice and child welfare
agencies, and private practitioners. A Panel Chair (or Co -Chairs) ensures that the guidelines
mirror the results of the group's collaboration.

A large and diverse group of experts closely reviews the draft document. Once the changes
recommended by these field reviewers have been incorporated, the TIP is prepared for

publication, in print and online. The TIPs can be accessed via the Internet on the National Library

of Medicine's home page at the URL: h ttp://text.nim.nih.gov. The move to electronic media also
means that the TIPs can be updated more easily so that they continue to provide the field with

state -of-the -art information.

Although each TIP strives to include an evidence base for the practices i t recommends, CSAT
recognizes that the field of substance use disorder treatment is evolving, and research frequently

lags behind the innovations pioneered in the field. A major goal of each TIP is to convey "front

line" information quickly but responsibly . For this reason, recommendations proffered in the TIP
are attributed to either Panelists' clinical experience or the literature. If there is research to

support a particular approach, citations are provided.

This TIP , Continuity of Offender Treatment for Substance Use Disorders from Institution to
Community, spotlights the important moment in recovery when an offender who has received
substance use disorder treatment while incarcerated is released into the community. The TIP
provides those who work in the criminal justice system and in community -based treatment
programs with guidelines for ensuring continuity of care for the offender client.

Treatment providers must collaborate with parole officers and others who supervise released
offenders. The TIP expl ains how these and other members of a transition team can share
records, develop sanctions, and coordinate relapse prevention so that treatment gains made
"inside" are not lost.



Offenders generally have more severe and complex treatment needs than many sub stance use
disorder treatment clients, which makes case management an ideal approach. The TIP devotes a

chapter to ancillary services such as housing and employment. These needs must be addressed if

the client is to remain sober. Finally, the TIP presents treatment guidelines specific to

populations such as offenders with mental iliness, offenders with long -term medical conditions,
and sex offenders. Appendixes include assessment instruments and a sample transition plan.

This TIP represents another step by CSAT toward its goal of bringing national leadership to bear

in the effort to improve substance use disorder treatment in the United States.

Other TIPs may be ordered by contacting SAMHSA's National Clearinghouse for Alcohol and Drug
Information (NCADI), (  800) 729 -6686 or (301) 468 -2600; TDD (for hearing impaired), (800)
487 -4889.
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Foreword

The Treatment Improvement Protocol (TIP) series fulfills SAMHSA/CSAT's mission to improve

treatment of substance use disorders by providing best practices guidance to clinicians , program
administrators, and payors. TIPs are the result of careful consideration of all relevant clinical and

health services research findings, demonstration experience, and implementation requirements.

A panel of non -Federal clinical researchers, clini cians, program administrators, and patient

advocates debates and discusses its particular areas of expertise until it reaches a consensus on

best practices. This panel's work is then reviewed and critiqued by field reviewers.

The talent, dedication, and h ard work that TIPs panelists and reviewers bring to this highly
participatory process have bridged the gap between the promise of research and the needs of
practicing clinicians and administrators. We are grateful to all who have joined with us to

contribu te to advances in the substance use disorder treatment field.

Nelba Chavez, Ph.D.
Administrator

Substance Abuse and Mental Health Services Administration



H. Westley Clark, M.D., J.D., M.P.H., CAS, FASAM
Director
Center for Substance Abuse Treatment

Subst ance Abuse and Mental Health Services Administration

TIP 30: Executive Summary and
Recommendations

Itis clearly in the public interest for offenders with substance use disorders to receive

appropriate treatment both in prison or jail and in the community after release. Numerous

studies show that those who remain dependent on substances are much more likely to return to

criminal activity. Research also indicates that treatment gains may be lost if treatment is not

continued after the offender is released from prison or jail. In part, this is because release

presents offenders with a difficult transition from the structured environment of the prison or jail.

Many prisoners after release have no place to live, no job, and no family or social supp orts. They
often lack the knowledge and skills to access available resources for adjustment to life on the

outside, all factors that significantly increase the risk of relapse and recidivism.

This TIP presents guidelines for ensuring continuity of care as offenders with substance use
disorders move from incarceration to the community. The guidelines are for treatment providers

in prisons, jails, community corrections, and other institutions, as well as community providers.

The following recommendations are based on a combination of research and the clinical
experience of the Consensus Panel that developed this TIP. Recommendations based on research
are denoted with a (1); those based on experience are followed by a (2). Citations supporting

the former appea rin Chapters 1 through 6. References to specific programs appear throughout
those chapters as well; Appendix B provides contact information for many of those model

programs.

Improving Transition to The Community
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Much of the responsibility for offenders moving from incarceration to the community lies with
community supervision agencies, known in many jurisdictions as parole or postprison

supervision. To reach the leve Is of system collaboration and services integration required, staffs
from criminal and juvenile justice supervision and substance use disorder treatment agencies

must reach beyond traditional roles and service boundaries by brokering services across

system s, sharing information, and facilitating the treatment process. (2)

Overcoming Obstacles to Successful Transitions

Obstacles to successful transition include the fragmented criminal justice system, the lack of
attention to offender issues by community trea tment providers, disjointed (or nonexistent)
funding streams, and the varying lengths of sentences. The following will help overcome those

obstacles:

e Fostering criminal and juvenile justice systems integration (for example, CSAT's
Juvenile/Criminal Justic e Treatment Networks Program)

e Educating and providing incentives for community service providers to meet
offender treatment needs

e Integrating funding streams and expanding the funding pool

e Coordinating sentencing practices with treatment goals

e Fostering institution and community agency coordination that promotes

continuity of treatment (2)

Case Management and Accountability

Case Management

Case management is the coordination of health and social services for a particular client. When
provided to offenders , case management also includes coordination of community supervision.
Because case managers work across many agencies to serve their clients, they are sometimes
known as boundary spanners . See TIP 27, Comprehensive Case Management for Substance

Abuse Trea tment (CSAT, 1998b), for more on case management.
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Models for coordinating services for transitioning offenders include institution outreach,
community r each-in, and third party coordination, in which a separate entity oversees transition.
Though any one is appropriate for different circumstances, the Consensus Panel recommends

combined models for optimal transition planning. (2)

Ideally, a single, full  -time case manager works in conjunction with a transition team of involved
staff members from both systems. However, if the infrastructure and resources do not allow for a
full -time case manager position, the treatment provider working with the offender or th e

supervision officer should take the lead in providing this function. (2)

Need for Assessments

To assist in transition planning, the Panel recommends the use of standardized, comprehensive
risk and needs assessment tools appropriate to offender population s. These instruments should
be "normed" for various populations, including women and racial and ethnic minorities. (1) The

instruments should be in the language of the client.

Assessments for offenders should be conducted within the institution as early an d often as

possible, and also 3 to 6 months before the offender's release. (2)

Multiple assessments of offenders having substance use disorders are necessary and should

examine

e Treatment needs

e Treatment readiness
e Treatment planning
e Treatment progress

e Treatment outcome

Risk and needs assessments are ideally conducted by a multidisciplinary team, with cooperation
among all players. Areas to be assessed include skills for daily living, stress management skills,

general psychosocial skills, emotional read iness for the transition, literacy, and money



management abilities. Criminal justice staff can contribute critical information on risk and

dangerousness. Assessment results should follow the offender through the system(s). (2)

Accountability

Violations of any aspect of the transition plan must be dealt with consistently, appropriately, and

in a timely manner. (1) Innovative sanctions should be developed to address violations. These

sanctions are best given in a graduated manner, with the most severe being a return to prison.
(1) The methods used should be understood and agreed upon by both the criminal justice and

substance use disorder treatment staffs.

There should be periodic reviews of the issues addressed in the transition plan, including legal
matters, appropriate placement in a level of care, the effectiveness of sanctions, and the extent
to which the offender is meeting expectations. Correctional and treatment personnel should

decrease levels of supervision as the offender takes on more responsibility

An individualized relapse prevention plan should be developed for each offender. It is often
developed as a standard form, written in simple, nonclinical language, with a checklist of
behavioral indicators that help predict the potential for relapse. Th e plan should be used by all

parties: the offender, treatment agency, supervising officer, and others. (2)

Treatment needs should be reassessed when there are problems (e.g., "dirty" urines, lack of

progress in treatment) and, if clinically appropriate, th e offender should be moved to a higher or
more intensive level of care. (1) The length of stay in the program should be determined by the
treatment provider who, along with the community supervision officer, can monitor the progress

of the offender.

Guidelines for Institution and Community Programs

Institutions



The term institution refers to prisons, jails, and youth detention facilities. Prisons are either
Federal or State facilities that usually house offenders for 1 year or more. Prisons represent the
end of the adjudication process, whereas jails contain offenders who have not come to trial as
well as those with short sentences. Jails are usually run by local governments, though some
States, such as Alaska, oversee a jail system. Youth detention facili ties provide temporary care
and restrictive custody for juvenile offenders (or juveniles alleged to be delinquent). Youth
detention can take place pre - or postadjudication, and facilities are usually under local
jurisdiction. Regardless of which level of g overnment is responsible for the facility, institution
programs should comply with State treatment standards to the extent possible, bringing those
programs into a larger context of community -based treatment. To that end, institutional
treatment should foc  us on preparing and motivating the offender for continued care in the

community. (1)

The Consensus Panel recommends that jail -based treatment be provided if an offender having a
substance use disorder is scheduled for confinement in jail for a period of t ime sufficient to
provide adequate treatment for the offender's needs. (1) Nevertheless, even brief jail

interventions should introduce treatment concepts to the offender and at least begin the process

of fostering treatment in the community. (1)

Treatment providers in prisons should take advantage of the longer period of incarceration to
engage in thorough treatment, including frequent reassessments, training in life skills, and
discharge planning. Providers should try to offset “institutionalization" by p reparing the client for

life in the community. (2)

Drug -involved youth in detention facilities should receive particularly thorough assessments, and

family involvement in treatment should be a strong consideration in transition services. (2)

Community Programs

Community programs should build on the achievements and progress made in prison or jail,

rather than starting over with the client. For example, an individual who completes 12 months of



in-prison therapeutic community (TC) treatment should enter a co mmunity TC program at the

commensurate level, rather than entering as if he had never received treatment. (2)

The Consensus Panel makes the following recommendations regarding the goals for
communication between the releasing agency and the community supe rvision and treatment

agencies:

e The community program and the releasing agency should discuss the roles of
each agency during the transition.

e  Community programs should become familiar with the forms and legal
requirements used by releasing agencies as we Il as the restrictions placed on
the offender returning to the community (i.e., parole, probation).

e Whenever possible, community programs and releasing agencies should
collaborate in designing forms to record offender progress.

e The community provider must find out what kind of therapeutic interventions
occurred in the institution and develop a plan for the community program to
build on these interventions. Specifically, the community agency needs to
determine whether there was

0 A comprehensive substance us e disorder assessment
0 A formal substance use disorder treatment program

0 An educational program

0 Vocational training

e Community treatment providers working with offenders should receive
education about the prison environment and structure, offenders with

subs tance use disorders, and the criminal justice system in general. (2)

Administrative Guidelines

The administrative meetings to establish a transition team should include a representative of
each agency who has authority to speak for the agency, make commitm ents on behalf of the

agency, and sign agreements or other official documents. Each agency involved in setting up the



team should have a working knowledge of every other participating agency's policies, internal

dynamics, service capacities, and legal resp onsibilities and authority in relation to the client. (2)

During the planning phase of a transitional services program, it is important to agree on goals
that are acceptable to each participating agency. The results of negotiating the key components
of a transitional services program should be documented in writing (e.g., an interagency

agreement). Interagency agreements should be renegotiated at least every 2 years. (2)

Policy and Procedures

During the planning phase of a transitional service program, it is important for each participating

agency to agree on a set of goals. The underlying philosophies of different systems must be
identified and discussed prior to program implementation. Failure to do so may foster

interagency mistrust, inmate manipulation , and dishonesty and can result in program failure.
Partnership goals and objectives must also be compatible with any legal conditions placed on an
offender by the releasing or supervisory authority. Other key components that should be
negotiated and agree  d on between agencies are a shared "vision statement"; each agency's
specific roles, expectations, and responsibilities; the timing of tasks; monitoring procedures;
information -sharing requirements; client confidentiality; program evaluation needs; who pay
treatment; and methods for resolving disputes. The results of such negotiations should be

documented in an interagency agreement. (2)

At the heart of effective transitional services is case management planning. Each participating
agency administrato  r must ensure that the agreements reached among the partners address the

timing, methods, and responsibility for case management.

Legislative Issues

Transitional service program administrators should be aware of how State legislatures can affect
their prog rams or larger policies. In response to the ever changing legislative climate, a

transitional services program administrator must educate the legislature on the necessity for

s for

these services, stay aware of opportunities to help develop new legislation, and identify the need



for changes in existing legislation which present obstacles to successful offender transition. The
three most important legislative opportunities to enhance transitional services programs for
offenders result from provisions made in (1) ¢ ommunity corrections acts, (2) structured

sentencing laws, and (3) truth in sentencing laws.

State legislatures determine which agency is in charge of parole, probation, and community
treatment. The legislature may also determine the agency in charge of tr ansition to the
community and/or community -based substance use disorder treatment. A transitional services
program administrator must be aware of the States' legislative position on these issues and the
current structure of these services to effectively na vigate the planning and implementation
processes. If there are obstacles, the administrator must be able to identify and work with those
obstacles. The kinds of legislative obstacles a transitional services program administrator might
expect to encounter a  re (1) determinant sentencing laws, (2) presumptive and mandatory

minimum sentencing laws, and (3) legislative treatment mandates.

Confidentiality

Client confidentiality and the offender's right to privacy must be balanced against the needs of

various agen cies for information. The extent of computerization and the security of client data

across agencies are areas of crucial concern in partnerships between various transitional

services. During the planning process for information sharing, these issues should be addressed

in great depth.

It is essential for the administrator charged with managing a transitional services program both
to understand confidentiality regulations and to work out methods by which clients are informed
of their rights. All staff member s involved with transitional services need training on the

parameters of client confidentiality. (2)

Program Evaluation

Because multiple agencies are involved in transitional services programs, certain evaluation

issues must be addressed at the planning pr ocess phase. These include what data will be used;



who will be responsible for collecting data; who will assist in data interpretation; and what, how,
and to whom data will be reported. Participation of the evaluator and the cooperation of partners
involve d in the evaluation must be obtained early in the process because successful program

evaluation depends on their full cooperation.
The many uses of information gathered from a program evaluation include

e Justifying program costs and identifying cost offset S
e Establishing program effectiveness or success

e Making program adjustments

e Assisting in legislative decisionmaking and funding allocation
e Serving as a basis for obtaining additional funding

e Serving as a justification for expanding services (2)

Process eval uation examines the implementation procedures and operations of a transitional

services program as it compares with the program's stated goals and objectives. Outcome

evaluation to determine effectiveness of a program can be conducted by comparing the grou p
receiving services to a control group that receives no treatment, an alternative program, or

standard treatment.

The focus of outcomes measurement should be on behavioral changes, such as reduced drug use
or abstinence, stopped or reduced criminal activ ity, compliance with supervision requirements,

and stability within the community.

Ancillary Services

Offenders with substance use disorders need certain basic services as they reenter the
community, including housing, employment, health care, and possibly family counseling. These
services are generally provided by a number of public systems that are not well -coordinated and,

because of the factors discussed throughout this TIP, offenders' abilities to access these services



are limited. However, efforts at treatment are unlikely to succeed unless these basic needs are

met.

Housing

Because safe, secure, and substance -free housing is so important d and often difficult to obtain
a housing plan should be in place before release from incarceration. (2) Offenders , along with

the transition team responsible for this service, should identify a living arrangement that meets
their needs and then arrange a linkage with the entity providing housing. Local housing agencies

can be brought into the team as partners in this effort.

Employment

Planning for employment should begin well before release. Close collaboration with the
welfare/workfare system is essential to avoid employment conflicts between the criminal justice

and local social service agencies, which both have au thority over the offender's fate. While still
incarcerated, offenders can benefit from prevocational and job training, job readiness

preparation, skills identification and assessment, role playing for future interviews and job

situations, and reach  -in prog rams that serve as quasi  -internships or offer transferable pre -
employment experience. Prior to release, case managers often develop a resource directory of
employers that will hire offenders and talk with probation and parole officers about employment

poss ibilities. The offender should be linked with employment services before release from the

institution. (2)
Family

To the extent the offender's family agrees to participate, a prerelease assessment of the family

environment should be conducted. This assessm ent should measure

e Whether other family members are using substances
e Whether there is domestic violence

e Criminal activity of other people living in the house



e The level of support for sobriety

e Hopes regarding family reunification

e  Current child care and ch  ild custody status

e The availability of family members in nurturing roles
e The family services already in place

e Areas of potential vulnerability (2)

Peers

Permanent sobriety often involves avoidance of people, places, and things that may trigger

relapse. The case manager (or those providing case management functions) can guide an

offender toward new contacts. Formal peer support groups are invaluable. (1) A directory of peer

groups and services can be maintained by the case manager, who should also identify w hether

support groups are open or closed, their focus, and where they are located.
Recommendations for Coordinating Ancillary Community Services

e Service providers in a community coalition should convene to promote access
to offenders as they make the tran sition into the community. This builds
linkages among different service systems and facilitates the job of the case
manager or boundary spanner.

e Representatives of all involved service agencies and programs should meet face
to face to explain what service s they have to offer and exchange phone
numbers and specific information about their programs (such as the name of
the contact person and how many slots are in the program).

e Service providers should create networks to link with the legal sanction agency.

e The corrections system should make contracts with community organizations
providing formal services, such as residential and outpatient substance use
disorder treatment services, job training, and life skills training.

e |f possible, and in partnership with other agencies, treatment providers should

endeavor to ensure substance  -free housing for offenders re -entering the



community. In addition to providing the obvious need for shelter, supported
housing arrangements provide a positive social setting because th e other
tenants, also in transition, can give support to one another.

e  Providers should modify conditions of community supervision to promote
participation in services (e.g., parenting classes, substance use disorder
treatment).

e Treatment managers should train corrections and supervision staff about

substance use disorder issues. (2)

Special Populations

Though treatment providers know that people with substance use disorders are extremely
diverse, offenders tend to be treated as a homogeneous population. T he effects of incarceration
are different depending on a client's gender, culture, background, or age, and their treatment

needs vary accordingly.

Furthermore, a higher proportion of offenders than of the population at large have mental illness,
mental ret ardation, physical disorders, or long -term medical conditions. (1) Effective care for
those with health problems must incorporate the care of these illnesses into the plan for

treatment of substance use disorders and criminality. To provide effective care for diverse
populations, assessment and treatment efforts must also acknowledge and incorporate cultural

differences.

Ideally, staffing patterns at all levels of the treatment system will reflect the population served,

from clerical staff through executive management. Specific efforts should be made to recruit and
maintain these staff members. Licensing, certification, and credentialing should support the use

of culturally competent staff & and support continuing education in the knowledge and skills

relevant to the population. Staff members should be able to communicate in local languages and
dialects, and published materials and consent forms should be available in these languages as

well. In -service training and ongoing staff development should include issu es related to specific

populations.



Women

Women offenders' unique issues include child care, health issues, lack of employment
experience, and possible victimization by their domestic partners. (1) Case management is
particularly important when the offende ris a mother. Parenting classes and quality child care

may be essential for some women to make a successful transition.

Counseling and testing for all sexually transmitted diseases should be available to female
inmates and be part of the transition plan. Because many incarcerated women have little or no
work experience, elementary and intensive job readiness training and job seeking assistance

should be available.

Many female offenders have been victims of physical or sexual abuse, and many may be
returni ng to abusive situations upon release. Case managers should explore this issue as a
critical part of the transition plan, and alert community treatment providers. If an offender has

no safe place to go, she should be directed to a women's shelter.

The Cons ensus Panel recommends women  -only programming wherever possible. (1)

Elderly Offenders

Older prisoners have more health problems and long -term medical conditions than their younger
counterparts. The stress of return to the community can be much greater for elderly offenders,
especially if they have been incarcerated for many years and have no family or familiar sources

of support.

There are a variety of services and entitlement programs that older offenders returning to the
community may need help accessing 0 Medicare, Social Security, or perhaps veterans' benefits.
Their transition plans are more likely to require a search for supported living arrangements, such

as nursing homes. It is especially important to have someone who can oversee medication

management on the transition team. (1)



Offenders With Mental lliness

Incarcerated substance -users have high rates of coexisting mental health disorders; it is crucial
for these offenders that medication orders and files are transferred. Careful reassessment of the

inmate's medication is required upon release to the community.

Case managers should foster intersystem communication, as the mental health and substance
use disorder systems are sometimes separate in prison and usually separate in the community
as well. The y also must work to identify funding to cover care for offenders with coexisting

disorders. In the current environment of managed care, advocacy for this population is essential.

Sex Offenders

Generally, it is useful to address the sex offender's behavior prior to focusing on substance use
disorder treatment issues. Because many States are now eliminating programs for sex offenders,

the substance use disorder treatment community may become the first line of treatment for

many of these individuals; this hig hlights the field's need for an indepth understanding of this

population.

Long-Term Medical Conditions

Tuberculosis, hepatitis, and HIV/AIDS are more common in prisons and jails than in the
community, so offenders are more likely to suffer from one or mor e of these problems. If
offenders have had their medical needs met in prison, it will help facilitate a smooth transition

back to the community. It is critical that there are no gaps in treatment or the receipt of

medications.

The Panel recommends the mai  nstreaming of those with HIV into treatment groups. (1) HIV and
other support groups within the community can enhance the effectiveness of substance use

disorder treatment.

Offenders With Disabilities



A balance must be struck between providing special serv ices for people who are disabled and
mainstreaming. Sometimes special treatment programs will be necessary. In other instances,
minor modifications can allow these individuals to participate in programs with the general

population.

A screening for disabili  ties, including traumatic brain injury or certain physical conditions, should
be conducted at intake into the correctional system. When the offender returns to the
community, all relevant medical information should be transmitted to the appropriate parties

medication is used to treat the disability, it is important that there is no gap in its use.

Many advocacy groups safeguard and promote the interests of persons with disabilities, who are
protected by the Americans With Disabilities Act. During the tr ansition period, contact should be

made with representatives of these groups. For more information on this topic, see TIP 29,

Substance Use Disorder Treatment for People With Physical and Cognitive Disabilities (CSAT
1998c).

Maintaining Sobriety

Release from incarceration is an extremely high -risk event for someone in recovery for a
substance use disorder. It is critical that treatment gains be maintaine d as the offender moves
into a new life with added responsibilities and stresses. Because offenders’ relapse to substance

use is so often accompanied by a return to criminality, maintaining sobriety is a public safety

issue as well. Ideally, the institutio nal treatment program and the community provider share

responsibility for the transition.

To help smooth the transition process, this TIP recommends ways in which those who work in

the criminal justice system and community treatment providers who have lit tle exposure to the
incarceration system can collaborate and complement one another's efforts. The Consensus

Panel that generated this TIP includes experts from across the substance use disorder treatment

and criminal justice systems. Dozens of additional experts reviewed the document. The

professionals who contributed to this book do not agree on every issue, but the TIP reflects those
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areas where consensus was reached. To avoid sexism and awkward sentence construction, the

TIP alternates between "he" and "she" in generic examples.

TIP 30: Chapter 1 d Introduction

On any given day, some 1.7 million men and women are incarcerated in Federal and State

prisons and local jails in the United States, and a recent study suggests that more than 80

perce nt of them are involved in substance use. In 1996 alone, taxpayers spent over $30 billion

to incarcerate these individuals -- who are the parents of 2.4 million children. Put another way,
one of every 144 American adults is behind bars for a crime in which substances are involved

(The National Center on Addiction and Substance Abuse at Columbia University [CASA], 1998).

By a variety of measures, it is cle ar that substance use disorders disproportionately affect

incarcerated Americans (  Reuter, 1992 ; CASA, 1998 ; Federal Bureau of Prisons, 1997 ). Yet this

population is significantly undertreated: Although p rison substance use disorder programs
annually treat more than 51,000 inmates, this figure represents less than 13 percent of the
offender population identified as needing treatment. Studies also indicate that (with the

exception of detoxification) most of fenders have never received treatment in the community

(Lipton et al., 1989 ; Peyton, 1994 ). Clearly, the majority of individuals in the criminal justice

system in need of substance use disorder treatment are not receiving services -- either while

they are incarcerated or after release to the community.

Providing substance use disorder treatment to offenders is good public policy. Recent research
shows that punishment is unlikely to change criminal behavior, but substance use disorder

treatment that also addresses criminal behavior can reduce recidivism (Andrews, 1994). Inmates

with substance use disorders are the most likely to be re -incarcerated -- again and again -- and
the length of their sentences con tinually increases. The more prior convictions an individual has,
the more likely he has a substance use disorder. In State prisons, 41 percent of first offenders

have used drugs, compared to 63 percent of inmates with two prior convictions and 81 percent
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of inmates with five or more prior convictions. Half of State parole and probation violators were

under the influence of drugs, alcohol, or both when they committed their new offense. State

prison inmates with five or more prior convictions are three times more likely than first  -time
offenders to be regular crack cocaine users (CASA, 1998). Offenders with substance use
disorders not only crowd the nation's prisons, they are also responsible for a disproportionate
amount of crime and for relatively violent crime. Compared to offenders who do not use drugs,

drug -using "violent predators" commit many more robberies, burglaries, and other thefts

(Chaiken, 1986).

However, offenders who have completed substance use disorder treatment during incarceration

are still at great risk for relapse and recidivism when re leased. They need a variety of services to
maintain sobriety during their transition from the institution to the community. This chapter

provides an overview of the benefits of those transitional services. It also discusses obstacles to
implementing such s  ervices and provides strategies for overcoming these obstacles. Finally,

models for transitional services are described.

Benefits of Offender Treatment

Treatment During Incarceration

Some incarcerated offenders enter treatment for the same reasons as thos e "on the outside":
They want to stop using substances and need help. Others, however, may have different

motivations: boredom, the desire to improve their chances for parole, a wish to escape the

violent culture of general population, or some combination of the above. Others may be
mandated to treatment by the courts. Surprisingly, research shows that once an offender begins

treatment, outcomes are not affected by the reasons for entering treatment (Leukefeld and

Tims, 1988). A certain proportion of those who undergo treatment within the institution will

succeed if supervised closely ( Anglin and McGlothlin, 1984  ; Petersilia et al., 1992 ). Other key
findings on the effectiveness of substance use disorder t reatment within correctional institutions

include the following:
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e Prerelease therapeutic communities have shown high rates of success among

inmates studied ( Wexler etal., 1988 ; Field, 1989 ).

e Involvement in substance use disorder treatment is associated with decreased
criminal recidivism. Improvements hav e been seen in rates of rearrest,

conviction, reincarceration, and time to recidivate ( Field, 1995a ; Inciardi, 1996 ;

Peters etal., 1993 ; Swartz etal., 1996 ; Wexler et al., 1990 ).

e |nvolvement in substance use disorder treatment is associated with decre ased

substance use and relapse and other health -related outcomes ( Inciardi, 1996 ;

Martin et al., 1995 ; Wexler etal., 1990 ).

e Duration of correctional substance use disorder treatment is associated with
positive treatment outcomes. Research has shown that, up to a point, longer
lengths of treatment are more effective than shorter lengths of treatment for

substance -using offenders ( Swartz etal., 1996 ; Wexler etal., 1992 ).

e Involvement in substance use disorder treatment, such as prison -based
therapeutic communities, is associated with successful parole outcomes

(including reductions in parole revocations) ( Field, 1989 ; Wexler et al., 1992 ).

e |nmates involved in substance use disorder treatment had reduced rates of re -
arrest and relapse when compared with inmates who did not participate

(Federal Bureau of  Prisons, 1998).

Treatment During Transition To the Community

Service systems should provide offenders with appropriate treatment, since no treatment is likely

to lead to continued drug use and crime. Treatment that stops when the offender is released,

how ever, may not be enough. Release presents offenders with a difficult transition from the

structured environment of the prison or jail: Despite the hardships endured "inside," they at

least knew what to expect. Many offenders are released with no place to | ive, no job, and without
family or social supports. They often lack the knowledge and skills to access available resources

for adjustment to life on the outside, all factors that significantly increase the risk of relapse and

recidivism (Leshner, 1997).  The positive effects of substance use disorder treatment within
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correctional institutions may diminish once the offender moves out of the institutional

env ironment unless followup care is provided in the community ( Martin et al., 1995 ; Peters et

al., 1992 ;; Swartz et al., 1996).

The benefits of treatment during the transition from incarceration to the community are

substantiated in several recent studies. In a study of drug offenders in Delaware, offender s who
participated in 12 to 15 months of treatment in prison and another 6 months of treatment in the

community were more than twice as likely to be drug -free 18 months after release as those who

had only the prison treatment. Those offenders were also arr ested much less in the year and a

half following release  (Inciardi, 1996). A similar study in California had comparable results

(Wexler, 1996). _ Continuity of care from the institution to the community is associated with

positive outcomes for prevention of relapse and criminal recidivism in other research as well

(Swartzetal., 1996 ; Wexleretal., 1990 ).

A demonstration program in the Oregon Department of Corrections reduced re -arrest rates and

conviction rates among inmates participating in a transition program (Field and Karecki, 1992).

This program emphasized transition from the institution and treatment in the community, rather
than providing intensive treatment within prisons and jails, along with a postrelease aftercare

program.

Why Continuity of Treatment?

Because substance use disorders are long -term, recurring illnesses, continuity of treatment is

important for everyone. Studies show that the most effective treatment lasts at least 3 months,

and outcomes improve with additional time in treatment . This is true for all treatment modalities
and particularly for treatment of offenders ( Hubbard et al., 1989 ; Simpson, 1984 ; Wexler et al.,
1988 ). Continuity is especially important for someone leaving a correctional institution. The

offender may be so acclimated to a highly structured correctional environment that everyday
decisionmaking in the community is overwhelming. Many addicted offenders, like individuals with
other disorders, have particular tro uble transferring learning from one setting to another, so that

many of the gains made in treat -ment are lost unless there is continuity of care.
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In short, the offender is vulnerable to relapse into a substance use disorder and crime during the

early relea se period. Without coordination between institutional treatment and community -based
treatment, offenders are likely to relapse and return to criminality. At the most basic level,

continuity of treatment consists of communication and information sharing bet ween institutional
treatment and release services personnel, community supervision staff (parole or postprison

supervision), and community treatment staff. This information sharing and planning needs to

take into account all the ancillary services the indi vidual needs.

Continuity makes sense not just for offenders being released from jails and prisons, but in the

context of the entire criminal justice system. The fragmentation of the various functions --
arrest, diversion, conviction, probation, revocation , jail, prison, and postprison supervision --
undermines the effects of treatment and of other aspects of offenders' rehabilitation. Offenders,
particularly repeat offenders, often have antisocial personality disorders and may exploit any gap

in supervisio n or monitoring. Any break between treatment in prison and treatment in the

community is an invitation to relapse for such offenders. Ineffective continuity diminishes

treatment gains, wastes treatment resources, and endangers the community.

Obstacles to Hfective Postrelease Transitions

Treatment continuity from the institution to the community can mean the difference between a
career criminal and a productive member of society. Despite its importance, the obstacles to
continuity of treatment are substant ial. Most barriers stem from the structure of public sector
systems, such as fragmentation of the criminal justice system, community providers' lack of
attention to offender issues, and funding barriers. To overcome these obstacles, corrections and
treatme nt systems need to clearly identify and understand them. Key obstacles are listed below;

recommendations for overcoming them are below.

Lack of System Coordination

The criminal justice system is not a discrete, well - coordinated system, but rather a cluste r of

independent agencies and entities with separate justice responsibilities. Of those entities o law



enforcement agencies, bonding authorities, jails, pretrial release agencies, courts, probation
agencies, community -based service providers, prisons, and pa role agencies -- some may
collaborate closely, while others function independently. Most operate under separate funding
streams, with differing organizational missions that may or may not share philosophical

orientations toward public safety and offender r ehabilitation.

An offender's tour through the criminal justice system may include encountering the police when
she is arrested, spending time in jail before or during trial, being reviewed for treatment needs
by the court before or after sentencing, being diverted from prison to probation, having
probation revoked and being sent to prison, and then being placed on parole following a prison
sentence. Each step may involve a different agency. The Criminal Justice Treatment Planning

Chart (Center for Substance Abuse Treatment [CSAT], 1993) provides a detailed guide to both

treatment intervention opportunities and places where an offender could fall between the cracks

within the typical criminal justice system.

This fragmentation inhibits transfer of information about the offender and results in duplication of
some services, such as assessment, and a gap in the continuity of other services, such as case
manageme nt and treatment service delivery. In many jurisdictions, institutional programming is

run by an executive agency, while probation may be part of the courts. Even when all

correctional interventions are part of the same administrative agency, the gaps betw een
institutional and non  -institutional services can be significant. Legal issues, particularly

confidentiality, may keep information out of some transition team members' hands.

Unfortunately, the gaps in information lead to a lack of accountability for th e offender upon
release or transfer. Both the criminal justice and treatment systems need as much information
as possible about an individual in order to ensure continuity of care; each should take advantage

of the increased technical capabilities for auto mated information systems.

As the number of substance  -using offenders escalates, and the health and social service systems
that must be accessed upon release become increasingly complex, interagency linkages between

correctional, health, and substance use disorder treatment systems are critical. Staff from all
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systems should look for opportunities to advocate for clients by brokering among different
systems, facilitating immediate treatment based on periodic assessments, and learning methods

for system col laboration.

Unclear lines of authority and responsibility

Every member of the transition team must understand the urgency of continuing treatment

immediately following release to prevent relapse or recidivism. Prison and jail officials should

coordinate release of offenders with openings in treatment programs so the offender has support

in the stressful period following release. Something or someone -- possibly an offender tracking
system or a boundary spanner (discussed below) -- is needed to ensure that the link between

treatment in the institution and the community actually takes place.

Treatment providers often deal only with substance use disorder issues, but may not play a role

in other practical needs, such as facilitating the offender’s relationsh ip with the probation or
parole officer. If an offender misses a curfew because a group program runs long, and if the
treatment provider does not understand the supervision conditions, she may be unwittingly

involved in the offender violating parole. Joint staffing, collaborative planning, and policy

development as well as staff cross -training can minimize these kinds of problems.

Different expectations

Significant differences in philosophy and approach between treatment settings in the institution

and in the community can make transition to community treatment very difficult. The treatment
approaches and client expectations of a community -based system may differ dramatically from a
residential treatment program in a prison, jail, or other institution. Off ender clients who are
newly released from incarceration may be seen as noncompliant, when they are actually

confused about expectations in the new setting. Offenders may not have much recent practice in
personal accountability or decisionmaking because the y were so strictly controlled in the
institution, and many offenders have trouble generalizing coping skills learned in the institutional

setting. They also may take advantage of service providers. While no generalization applies to



every person who isinc  arcerated, a major part of jail and prison culture is "working the system."
Community providers should not prejudge offender clients, but they should be alert to the

possibility that the client may well manipulate and lie to them.

Lack of Attention to Offe nder Issues by the Community Service System

The criminal justice population contains many who need substance use disorder treatment, yet
within most community programs few specialized staff are assigned to meet offenders' needs.
This is in part due to the fact that State and local substance use disorder treatment agencies
have not always identified offenders as a priority population, and those agencies that provide
community supervision do not always fund treatment services during probation or parole.

Thou gh offenders remain an underserved population, national, State, and local efforts have

improved community treatment responsiveness to offender populations during recent years.

Another problem area may be that program licensing and State credentialing stand ards do not
take into account the needs of the offender population. Although recently, a criminal justice

treatment professional certification process was developed by the Certification Board for

Addiction Professionals of Florida and the International Cer tification and Reciprocity Consortium.
Counselors sometimes provide treatment services without appropriate supervision or monitoring.

One obstacle to effective treatment may be the policy of some programs to restrict the hiring of
exoffenders as treatment counselors. Such staff members can improve a program, because they

may relate more readily to the needs of these clients than those whose background differs

substantially from the population served.

Funding Complications

As with most systems relying on f unding from the public sector, both criminal justice and
substance use disorder systems experience financial difficulties due to disconnected funding
streams and competition for limited funds. Offenders making the transition from the correctional
system to substance use disorder treatment in the community face an additional obstacle, in that

they need services from both systems yet may not fit readily into either funding category.



Available dollars are earmarked for either institutional or community service s, but not for
coordination between the two. Funding streams typically flow to specific divisions of social

service agencies and are available only for a narrowly defined population. Prison services are

usually State -funded, while community services are of ten county -funded. Some funding sources,
including Medicaid, cease when the recipient enters prison. Ironically, funding available from

some Federal agencies is not used because the population defined as needing it cannot get

access in the current system.

Managed care organizations are increasingly involved in treatment decisions and may not agree

with the community treatment plans for the offender. Managed care representatives may regard

institution treatment as sufficient or assume that an offender who ha s been abstinent throughout
incarceration does not need treatment. Managed care decisionmakers also may simply opt for a

lower level of care than is deemed necessary by corrections or local treatment staff. New York

requires managed care organizations (MCO s) to cover court  -ordered offenders who may not

meet the "medical necessity" criteria of the MCO. New York is currently the only State with such

a law, even though many in the justice system consider public safety a more relevant treatment

criterion than m  edical necessity.

The lack of funding for institutional programs is particularly problematic in small, rural jails and
in some State prison systems. For example, a nationwide survey found that only 9 percent of
small jails (fewer than 50 beds) had a funded substance use disorder treatment program, as

compared to 60 percent of jails with more than 2,000 beds (Peters et al., 1992). Nor is there

enough fundin g to create the capacity for needed community and institutional services, or for

special populations such as women, women with children, and offenders with mental iliness.

Services are sometimes discontinued as offenders are released from jail or prison be cause there
is no case manager to advocate for the offender. Offenders are put on waiting lists or do not

receive appropriate treatment. This in turn leads to poor retention in treatment and negative

outcomes (e.g., relapse or recidivism).

Typically, the o nly treatment services that are reimbursable in the community involve direct

contact with the client, such as individual counseling, group therapy, and assessments. This is
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true whether the funding entity is a single State agency, a managed care plan, or M edicaid.
However, what will be paid for is not necessarily what clients need. Those services for which
community treatment programs are reimbursed, and areas that are the focus of performance
evaluations, are not necessarily the services needed by offender s making a transition from
institutional settings. For example, a significant amount of time must be spent interacting with

various agencies to create linkages on behalf of the offender, yet such case management

services often are not reimbursable.

Funds are rarely targeted specifically for transitional services, although innovative programs are

being conducted now in Texas, Delaware, Oregon, California, and New York. The Federal prison

system included a transition component in its 1989 program design, and Congress has funded
this national transitional effort. Clear articulation of the public safety benefits of specific

transition services helped the Federal system obtain this funding. Some jurisdictions are

beginning to capitalize on the investment made in institutional treatment by supporting specific

community -based services to promote continued or ongoing recovery.

For example, since August 1996, the New York State Division of Parole has channeled funding to

the State Office of Alcoholism and Substance A buse for contracts with local treatment agencies
which agree to admit offenders on a priority basis. Under the agreement, the agencies also

provide enhanced case management services to people released from the Willard Drug

Treatment Campus (DTC). Willard D TCis a State -run, 850 -bed, licensed treatment facility for

substance -using, nonviolent felons. Payments to providers are performance -based.

Coordination of Sentencing and Treatment

Whenever possible, treatment should be structured to fit within the sente nce imposed by the
court and, conversely, sentences should be structured to accommodate the treatment needs of

the offender. The latter requirement can take several forms: Sentences can be structured so that
assessments are ordered, and the defendant must follow the recommendations for treatment. In
some jurisdictions, the court will modify a sentence to accommodate treatment participation

after the initial imposition.



The legal system is structured to determine guilt or innocence and the primary emphasis o f the
court is on public safety 0 typical presentence and probation reports focus on risk to the

community and the legal issues surrounding the defendant. Although courts have no legal

obligation to attend to the substance use disorder treatment needs of off enders, some have
recently taken a proactive role, recognizing that addressing substance use disorders can reduce

further criminal activity and enhance public safety. The proliferation of treatment drug courts,

offender -dedicated treatment programming, and alternative sentencing that includes treatment

are examples of this trend.

For such programs to work, judges must be given the information they need to mandate

treatment participation, particularly the need for and availability of treatment. Prior to any

treatment mandate, the court should receive the results of a thorough substance use disorder

assessment of the offender, performed by a qualified professional. Mandating treatment without

such a qualified assessment may be seen (understandably) as retribu tion or punishment. Judges
will also need clinical guidance in order to shape the appropriate and specific treatment

interventions. Inappropriate placement in a jail or prison program, therapeutic community, or

community treatment program can contribute to dropout, lack of service provision, or wasted
resources. Judges also need to follow through with swift and certain sanctions for offender

noncompliance.

With the advent of new criminal justice initiatives such as the Treatment Alternatives to
Incarceratio n Program in Texas, judges can obtain more information to make treatment

recommendations in their sentences.

Judges can play a critical role in the treatment of offenders by crafting sentences that enable or

require treatment participation, by responding when there is a crisis or change in circumstances
that requires additional treatment or supervision interventions, and by making appropriate
accommodations when the offender meets treatment goals. Such judicial oversight is featured in
various treatment dr  ug courts and programs, such as CSAT's Juvenile/Criminal Justice Treatment
Networks, Birmingham's Breaking -the -Cycle, and Treatment Alternatives for Safe Communities

(TASC). In treatment drug court programs, supervision, treatment, and case management



serv ices are linked to the court, with individual oversight of each offender provided by a judge.
Depending on the jurisdiction, offenders participate in these programs in lieu of or as part of a
criminal sentence. In treatment drug courts, judges hold special "status hearings" to monitor the

progress of offenders in treatment throughout their stay in the program.

In New York, the Brooklyn District Attorney's office took a leadership role in 1990 by beginning a
program called Drug Treatment Alternative to Priso n for defendants facing mandatory prison
sentences, thus giving the prosecutors and judiciary a mechanism to sentence prison -bound
nonviolent drug offenders to residential treatment, usually a therapeutic community. The

program has been experiencing about a 70 percent retention rate in treatment since its

inception. Six counties in New York State are now using this model. TASC is also used in some of

these counties to assess, refer, and case manage.

Offenders are significantly more likely to continue in tr eatment after release if they are placed

under community supervision (Hubbard et al., 1989) with conditions specifying involvement in

treatment. While tr  ansition planning benefits all offenders, it is particularly important to

offenders who need substance use disorder treatment.
Recommendations for Overcoming Obstacles

Integrating systems

e View the offender's problems as the responsibility of both systems, and the
offender's success as benefiting both systems.

e Make planning systems -wide, in local jurisdictions as well as at the State level.

e Establish and maintain a cross  -system criminal justice/substance use disorder
treatment planning body.

e Initiate joint  case staffing.

e Establish protocols for sharing all information relevant to the offender's case
while meeting confidentiality and privacy requirements.

e Cross-train staff.
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e Create contract provisions that provide incentives for agencies to work together
towar d good outcomes (performance -based contracting).

e Coordinate systems that have supporting functions, such as welfare and family
services departments.

e Community treatment providers should establish contact with substance -using
offenders before they are relea sed to establish trust and rapport.

e Prepare individual contracts specifying treatment appointments, frequency of
meetings with the parole officer, frequency of urine tests, and vocational
expectations, so that all requirements and goals are stated in one w ritten
agreement.

e Establish criminal justice monitoring in the community through the use of split
sentences, work furlough programs, probation, or other options that create a
transitional setting before full re -entry into the community.

e Provide offenders w ith incentives to engage in voluntary treatment.

e Inthe absence of traditional parole, the jurisdiction and the State should
develop alternative strategies for providing structure, accountability, and
monitoring such as postprison supervision.

e Designate a case manager, mentor, or boundary spanner to oversee the
transition from the institution to the community. This person could perform a
range of duties, from acting as a liaison between systems to picking up the

offender upon release and taking her to a tre atment program.

Increasing awareness of offenders' needs

e Develop specialized services and programs serving the multiple needs of
offenders.

e Publicize the need for services at the State level and encourage their inclusion
in treatment, criminal justice, an d health and social services planning

documents at both State and local levels.



e Offer outcome research demonstrating the positive effects of transitional
services to funders.
e Recruit and develop staff with special expertise treating offenders.
e Examine Stat e licensing and certification processes/standards to ensure
appropriate staffing and programming models specific to offenders.
e Work toward more comprehensive system integration, including
0 Co-location of treatment and community supervision services
0 Joint planning

o Joint case management

Obtaining and simplifying funding

e Correctional institutions should fund, at a minimum, substance use disorder
screening, assessment, and prerelease planning, unless offenders are moved to
transitional institutions on the ba sis of treatment needs.

e The following agencies should consider sharing resources to provide transition
services:

0 Corrections and treatment
0 Probation, parole, and treatment
0 Child protective services and treatment
0 Social services and treatment
0 Treatment pro viders from different programs
0 Managed care plans
e These entities should look for nontraditional sources of funding, such as
0 Department of Housing and Urban Development
0 Department of Veterans' Affairs
0 Foundations
0 Department of Labor

0 Local monies



e Establish the activities of boundary spanners or case managers as a billable
service.

e Write performance -based contracts that base reimbursement on realistic
outcomes, such as engagement in transition services and successful
reintegration in the community. Other meas ures can include reduction of drug
use and criminal activity, financial stability, finding suitable housing, or

reaching a higher educational level.

Coordinating sentence and treatment

e Both the institution and the community should attempt to accommodate t
treatment needs of offenders, regardless of sentence length.

e Develop a variety of institutional treatment tracks for offenders with varying
lengths of stay.

o Keep treatment plans flexible enough to respond to offenders' needs; devise a
system for modifyi  ng a sentence based on treatment progress and other
compliance measures.

e Structure sentences so that services, supervision, sanctions, and rewards
encourage compliance.

e Encourage development of more court -based services, such as presentence
investigation s ervices through local probation offices, to help identify offenders
who would benefit from treatment services (both inside and outside the
institution), and to determine the duration of treatment needed and the type of
treatment setting needed.

e Educate jud ges, probation officers, and community supervision staff (in part
with pretreatment reports) about the use of split sentences that require both

institutional and community treatment.

Program Strategies



Three basic types of program models are used to provi de transitional services for offenders being
released: outreach , reach -in, and third party. In an outreach model, the correctional institution
designates staff to make linkages to appropriate services in the community, while a reach -in
model places the ini tiation of transitional services with the community programs. These models

are not rigidly structured, nor are they mutually exclusive. They have many elements in common

(see Figure 1 -2). The ideal program uses components of each, so that the institution can identify

services in the community at the same time the providers in the community initiate treatment

and transition services prior to release. A vari ation on these two options that works well in some
jurisdictions is contracting with a third - party entity to coordinate some or all transitional
services.

Institution Outreach

In this model, a member of the institution's staff initiates linkages with age ncies and services
beyond the institution. Among the services that require coordination are community substance
use disorder treatment and other social services, parole or postprison supervision, and work

release programs.

Key components

The primary respo  nsibility for success of the transition lies with the case manager (or those who
are collectively providing case management services). In an ideal situation, this function is
assigned to a designated staff person. That person is responsible for services as the client moves

from incarceration to the community.

The institution can support and foster outreach activities and prioritize followup of offender
services. Institution services can also provide resources to ensure that the offender is engaged in

treat ment and that the services being received are appropriate.

The case manager should not be confined to making phone calls and sending letters from the
institution, but should have face -to -face contact with the representatives of service agencies.

Although ¢ linical training is quite useful, other important skills for case managers include


http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54608#A54610

e Ability to leave the institution to develop community transition networks

e Familiarity with community resources and the systems within which they
operate

e Understanding of el igibility criteria for the services needed

e Ability to get the offender into the services

Equally important as these skills is a case manager's commitment to the continued recovery and
improvement of the offender. The case manager may wish to develop a comm unity resource
directory to describe the range of services available and which agency can be used to link the

offender to other services. He should also conduct orientations for community -based agencies in
which he meets with staff providing aftercare serv ices and describes the needs of the offender.

The case manager describes the nature and approaches used in the institution treatment

program. Open discussions about offender needs and the services offenders have used help gain

the local treatment agencies' trust and help them become more willing to accept corrections

clients.

In an ideal transition, the offender is an active participant in the entire process. Offender

participation helps teach the offender responsibility and secures her "buy -in" to the serv ices that
will be critical to her adjustment and continued success in the community. In situations in which

there are no resources for a dedicated case manager, a mentor or other volunteer can be

assigned to assist the offender and serve as a broker in fin ding services. This approach has been
used successfully in some localities. The relationship could begin while the offender is still

incarcerated and would continue upon release, at which time the volunteer would meet with the

offender and take him directl y to a treatment program or meeting. The volunteer could then

provide coordination functions on behalf of the offender with correctional and community staff.

An institution parole officer (available in some States), with training and agency support, may

also fulfill the case management function.

When is this model most effective?



Based on clinical experience, the Consensus Panel recommends the outreach model when case
management resources are available in the institution, including necessary funding and a

designated staff person to do transition planning. This model should be considered when there is

an infrastructure of well  -coordinated treatment services within the institution. If community

treatment providers are not able to perform transitional services, the institution should take the
initiative. The outreach model works best when the institution, community services, and the

residence of the offender (upon release) are all in close proximity.

Community Reach-In

Under this model, community programs assum e primary responsibility for initiating treatment
and transitional services before the offender’s release. Staff members from the community
agency "reach in" to the institution and begin the process of preparing the offender for transition

and establishing necessary linkages.
Key components

As with the outreach model, the case management function is critical; however, in this case the
person designated for this role is from the community agency rather than the institution. This

person may be from a communi ty treatment agency or may be employed by the community
supervision agency. Service providers may come into the institution and conduct prerelease

groups to describe the goals of treatment and the services they have to offer, both for the

benefit of the co rrectional staff and the offender. They may also provide an orientation for
offenders that helps with prerelease planning and educates the offender about what to expect.
Reach -in transition should include at least one face -to -face interview involving the o ffender and
both institution and community -based staff to determine the offender's plans after release. This
interview should yield an assessment of the extent of progress made during institution treatment
and the specific need for community treatment afte r release. These interviews should be

conducted at the same time that the risk and needs assessments (discussed in Chapter 2) are

completed. Given the potential conf lict of interest of referring solely to one's own community

agency, provider recommendations for an offender's continued treatment should be based on
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each client's individual treatment needs. Treatment providers should agree to utilize the full

spectrum of local treatment services.

The community provider needs access to information about institution treatment participation

and related activities so the foundation laid in the institution can be built upon (and not

duplicated) after release. The transfer of a ssessment information and any treatment/release
plans should occur during the prerelease planning stage. The offender's consent is needed to
transfer information about treatment participation. After release, a feedback loop can

communicate whether the offe nder made the link to treatment and describe the services being

provided and the attendance and progress of the offender.

The Federal confidentiality regulations (42 Code of Federal Regulations [C.F.R.] Part 2)

complicate this feedback loop, except in tho se instances where the feedback is to the criminal
justice agency that mandated the offender's participation in treatment. In other situations, the
offender must consent to the community provider sending the institution feedback. The ordinary

42 C.F.R. con sent form must then be used, which means the offender can revoke the consent

form (although he is unlikely to do so).

Reachin Model Program: Single Parent Resource Center's Healthy
Horizons Program

This New York State program helps female offenders in a number of prisons make the transition
into the community. The program sends a staff person into the prison to conduct a workshop

about issues involved in the transition process, including substance use disorder issues, housing,
income, and parenting. Once the women are released, the program provides them with

substance use disorder relapse prevention services, supportive group counseling, and case
management services. It also helps the women reunite with their children by hosting weekly

meetings where paren t and child can become reacquainted after a long separation in a pleasant,
nonpressured atmosphere and by arranging visits at its offices between mothers and children

(for those who lost custody).



When is this model most effective?

Based on clinical exper ience, the Consensus Panel has found the reach -in model most

appropriate when community providers are able and motivated to serve offender clients. Reach -
in case management is most necessary when the institution lacks transition staff or resources.

This mo del is especially appropriate for jails, because the shorter term makes rapid engagement

more critical. The treatment providers have the opportunity to conduct assessments and make
recommendations to the corrections staff concerning the offender's needs. | n jail and prison
prerelease situations, there are more incentives for the providers to reach in to the inmates, as

the inmate will soon be released into the community. This model may be more difficult to

implement in some prisons which have a population ¢ overing a larger geographic area. However,

some programs have found reach -in by telephone (case conferences) to be effective.

Third -Party Coordination

Third - party coordination can be a program model or a method of contracting for brokering and

coordinatio n of some or all services. It may be used with either of the models previously

described (or a hybrid model that includes elements of both). When a third party is used, some

coordination and case management functions are not performed by either the treatme nt provider
or the individual responsible for supervision. Rather, an independent agency or program (such as

TASC; see box below ) serves as a liaison and is responsible for identifying transitional service

needs, coordinating (not delivering) services, and matching offenders with these services. The

third party may be from either the public or private sector. It may be particularly useful to

broker for services in this way in more complex systems. Third - party models are more likely to

be helpful in coordina  ting large systems, including multiple programs and services.

Model Third Party Entity: TASC

Treatment Alternatives for Safe Communities (TASC) serves to integrate the separate systems of
criminal justice and substance use disorder treatment by identifyin g, assessing, and referring

offenders to treatment as an alternative or supplement to justice system sanctions. TASC



provides ongoing case management by monitoring the offender's compliance with justice system
requirements and progress in treatment. TASC t hen reports that progress (or lack thereof) to the
court or other supervision agency. TASC applies the leverage of the criminal justice system to
encourage retention and progress in treatment. By establishing structured relationships within

and between the treatment and justice systems and providing direct accountability to the court,
TASC ensures ongoing support and effective communication between treatment providers and

justice system professionals. The TASC "organiza -tional elements" provide a framework for
effective program configuration, support for treatment to retain offenders in programs and

maintain client motivation, and support for the justice system to have effective and meaningful

options that meet criminal justice goals and ensure public safety . TASC "operational elements"
inform meaningful and effective sentencing decisions and ensure the implementation of

individually tailored sentences that involve both treatment and sanctions. TASC's system of

assessment, referral to treatment, and case mana gement ensures that the powers of the legal
system are utilized to reduce both the drug use and criminal activity of drug -involved offenders.
TASC is a model that can be adapted to support corrections, the courts, including drug courts,

and treatment agenc ies. It has had success in demonstrating increased treatment retention for

offender clients, as well as improved communication and coordination among criminal justice and

substance use disorder authorities.

Key components

Rather than merely tracking the of fender, the third -party contractor can provide continuous,
ongoing case management to ensure that the offender enters and remains in appropriate
treatment. For example, the third party may be responsible for moving the offender out of a
treatment situation that is not working. This entity answers to both supervision and treatment
authorities and is responsible for reporting on the offender's progress to multiple agencies, such

as the court and parole authority.

When is use of a third party most effective?



Based on clinical experience, the Consensus Panel has concluded that a third party can be most
useful when there are fragmented, disjointed services, making it difficult for either the institution

or the community program to coordinate care. This approach to coordination of services is
effective in filling gaps when case management services are not available, when there are no
services within the institution to do transitional planning, and when little or no community

supervision is available.

Model Integr ated Program: Federal Bureau of Prisons

The Federal Bureau of Prisons residential substance use disorder treatment program is the
flagship of the Bureau's treatment strategy. Currently, 42 Bureau of Prisons institutions operate
residential treatment progra ms, with a combined annual capacity of nearly 6,000 inmates. The
programs are 6, 9, or 12 months long and provide a minimum of 500 hours of treatment. The
Bureau has a three -phase treatment curriculum that is followed in every residential program.

The thir d phase of this treatment is the beginning of the inmate's transition from the program.

An Integrated Transition Approach

Although each program model has its strengths, transition planning ideally involves both

institution and community services in a "mix ed model." Such an integrated approach provides
opportunities for effective collaboration and more readily unites systems because they are

forming an alliance to reach mutual goals. The systems gain a greater understanding of each

other, learn a common ter minology, and develop trust in each other's work.

When systems integrate their functions to provide transitional services, there is enhanced
preparation for those offenders who are being released from jail. Critical service needs are more
easily identified , and the offender has a better opportunity to become engaged in community

treatment. Relapse prevention efforts are more likely to succeed.

Additionally, the mixed model allows systems to be more responsive to critical incidents, because

monitoring and su  rveillance are more coordinated, there is better communication across



systems, and sanctions are developed and enforced by both the criminal justice and substance

use disorder treatment agencies.

Model Integrated Program: Phoenix House, New York

Phoenix Ho use in New York is an example of the private and public sectors collaborating to offer

a full continuum of treatment services for drug offenders. Since 1990, the Phoenix House/Marcy

program has provided a continuum of care for drug offenders under contract with the New York
Department of Correctional Services and with funding from the State Office of Alcoholism and

Substance Abuse Services.

TIP 30: Chapter 2 6 Case Management and
Accountability

Coordinating systems to help the newly released off ender can seem overwhelming, due in large
part to the burgeoning caseloads carried by public sector agencies. Not only are the criminal

justice and substance use disorder treatment systems fragmented and sprawling, but the

offender will likely need ancilla ry services as well  (discussed in Chapter 5), which calls for case
management. As discussed in Chapter 1, case management can follow an outreach, reach -in, or
third - party approach, or some combination of the three. No matter what the model, research

shows cost benefits, through reduced recidivism, of cross -system integration for offender

transitional services ( Inciardi, 1996 ; Abt Associates, 1995 ; Swartz et al., 1996 ).

Case management is the function that links the offender with appropriate resources, tracks

progress, reports i nformation to supervisors, and monitors conditions imposed by the supervising
agency. These activities take place within the context of an ongoing relationship with the client.

The goal of case management is continuity of treatment , which, for the offender in transition,
can be defined as the ongoing assessment and identification of needs and the provision of

treatment without gaps in services or supervision. Accountability is an important element of a
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transition plan, and case management includes coordinat ing the use of sanctions among the

criminal justice, substance use disorder treatment, and possibly other systems.

Case Management in Transition Planning

Ideally, case management activities should begin in the institution before release and continue
witho ut interruption throughout the transition period and into the community. It is recommended
that transition planning begin at least 90 days before release from jail or prison. Early initiation

of transition planning is important because it establishes a lon g-term, consistent treatment
process from institution to community that increases the likelihood of positive outcomes. The

case manager's communication with other transition team members at an early stage supports

all aspects of the offender's recovery and rehabilitation (e.g., education, health, vocational

training).
|deal Array of Services

Certain services are integral to a substance -using offender's successful transition to the

community. Reassessments should be conducted at various stages throughout th e incarceration
and community release process. Similarly, offenders also need continued supervision after

institution release. Continued supervision also includes ongoing monitoring and assessment of

the offender's needs. These periodic substance use disor der and supervision assessments should
form the basis for ongoing case management and service delivery. However, additional

assistance is needed in a number of areas prior to and after release to prepare the offender for

the return to family, employment, a nd the community.

Often the offender needs help finding housing, since family and social support networks and
financial resources may be minimal. Other activities may include teaching basic life skills such as
budgeting, using public transportation, seeki ng and maintaining employment, and parenting.
Many offenders have a history of job instability, unemployment, or underemployment. Improving

the clients' likelihood of obtaining a job through general equivalency diploma (GED) preparation,



enrollmentin an e  ducational program, vocational training, or job -seeking skills class increases

their chances of success after release.

Many offenders need training to enhance interpersonal skills in both family relationships and with
peers. Training in anger management a nd in parenting groups can provide new methods for
resolving conflicts and facilitating reintegration into the family and community. If possible, the
family should be involved in case management and treatment services during the transition to

the community . Participation in self -help groups is an important adjunct to substance use

disorder treatment to engage the offender in the larger peer support community.

The array of services identified reflects the multiple psychosocial needs of offenders, and takes
into account the likelihood that offenders will have periods of backsliding requiring more

intensive levels of treatment and supervision.

An effective transition plan is dynamic and evolves as the offender accepts greater responsibility.

The offender shoul d be present at team meetings so that she can see accountability modeled as

she participates with team members in implementing the plan in the community. Being a part of

the planning process helps offenders begin to make their own decisions and take respon sibility
for themselves. Because of the clear system of sanctions and rewards, a sense of accountability

is reinforced.

The Role of the Case Manager

Continuity of care implies that the range of services needed by offenders are received, regardless
of the system. When the correctional system and the treatment system collaborate effectively,
there is an increased likelihood of treatment success and a reduction in the risk of relapse and

future criminal behavior.

Case management is a critical element underlyi ng continuity of care. Studies indicate that case
management improves shorter term outcomes of treatment for substance use disorders (Shwartz
etal., 1997 ). The case manager(s) links the offender with necessary resources, tracks progress,

reports information to supervisors, and monitors conditions imposed by the court. Systems differ
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widely in terms of which entity provides case management services, but th e necessary functions
are the same, whether this role is filled by one person, an interagency team, or a separate

agency. The case manager works directly with the client and collaborates with other criminal

justice and treatment provider representatives to ensure that the offender maintains abstinence

and avoids reoffending.

Case management functions typically include the following activities:

e Assessing an offender's needs and ability to remain substance - and crime -free

e Planning for treatment services and other criminal justice obligations

e Maintaining contact with the probation officer and other criminal justice officials

e Brokering treatment and other services for the offender

e Monitoring and reporting progress to other transition team members

e Providing cli ent support and helping the offender with all involved systems (i.e.,
treatment, criminal justice, and child welfare)

e Monitoring urinalysis, breath analysis, or other chemical testing for substance
use

e Protecting the confidentiality of clients and treatmen t records consistent with
Federal and State regulations regarding right to privacy (42 Code of Federal

Regulations [C.F.R.], Part 2)

Staff members of the program Treatment Alternatives for Safe Communities (TASC) begin case
management services for the offe nder as early as local jurisdictions permit -- pretrial,

presentence, postadjudication, or prerelease (Weinman, 1992).  In a model program in

Hillsborough County, Florida, a TASC counselor is assigned to each offender and conducts an

intake assessment for the community agency (Department of Justice, 1991). A plan used in Ohio

calls for case management activities weeks or even months prior to release, to set the stage for
successful reintegration in the community and to develop necessary linkages (Ohio Department
of Alcohol and Drug Addiction Services and Ohi 0 Department of Rehabilitation and Correction,

1997).


http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54834
http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54802
http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54802
http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54802

It is optimal to have a single, full -time case manager working in conjunction with a transition

team of highly involved staff members from both systems. However, if the infrastructure and

resources do not allow for a full  -time case manager position, the primary counselor working with

the offender should take the lead in providing these functions. In these cases, the Consensus

Panel recommends that this role be filled by the treatment provider. As the p rovider has clinical
and personal knowledge of the client, he can make appropriate referrals for ancillary services,

such as employment, vocational training, medical treatment, and support for strengthening

family relationships.

The increase in the use of the term boundary spanner to describe part of the function of a case
manager underscores the fact that all organizations have boundaries. In social service systems,

those lines are often unclear because of overlapping functions or gaps in functions. To av oid the
fragmentation of care that often results from uncoordinated systems, the Consensus Panel

recommends that a case manager or boundary spanner become the primary link between the

offender and all necessary social services. The Panel recommends that th e boundary spanner
come from the community -based treatment program, or the supervising agency, though she

may have a different "base" agency, depending on funding and other variables.

Ideally, the case manager assumes primary responsibility for identifyin g resources and helping
the offender learn how to access them. The case manager's duties include clear, concise, and

accurate documentation of the offender's progress, including development of transition plans,

legal status, program protocols, and assessme nt results. This information should be shared with
the treatment providers, supervising criminal justice agency, and other systems partners, as

appropriate, who are collaborating on activities related to the offender's transition plan. The case
manager nee ds a broad, in -depth knowledge of the programs, modalities, and services of the

providers in the community to ensure an appropriate match for the offender.

Based on the assessment, the case manager should have the authority to make
recommendations to the community supervision officer about the most appropriate treatment
options. This is particularly true if there was originally a mismatch between the client's needs

and the placement decision. It is important for the case manager to determine and document t



reasons for transfer when the offender changes programs. Information on success and failure

rates of placements can be useful when making future referrals.

The Concept of the "Boundary Spanner"

During site visits to jail mental health programs, one stud y noted that the most effective
programs included a core staff position of boundary spanner. This person managed interactions
among correctional, mental health, and judicial staff and enhanced the program regardless of the

incarceration setting  (Steadman, 1992).  The boundary spanner interacted on a daily basis with

representatives from all systems, and negotiated among these three (often competing) systems

A boundary spanner is especially useful for offenders in transition to the community, and should

be able to address different sets of legal, clinical, and social issues that arise at different points

in the criminal justice system. Depending on the poin tin the system(s) where the offender is
found, an entirely different set of legal, clinical, and social issues arise, and the boundary

spanner should have the capacity to address them all.

Boundary spanners must manage the sometimes conflicting interests of many organizations.
Therefore, those who perform this function should have an in -depth knowledge of the systems
with which they interact, which may require some years of experience. Individuals who perform

well in this role know both the formal and inf ormal norms of the organizations, as well as their

internal operations and politics (Steadman, 1992).  Boundary spanners must be respected and

have credib ility from all the organizations with which they interact. In an ideal situation, the

system supports the boundary spanner with a full -time position that pays a reasonable salary.
The job title and pay should be based on the functions performed, rather tha n on professional
degrees. It may be helpful to conceptualize the boundary spanner in the context of the provision

of case management. Although many systems find difficulty in financially supporting such a role,

the function of the boundary spanner is a us eful model that may be adaptable in local

jurisdictions.

Transition Plan Elements
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Responsibility for continuity of treatment and offender accountability will be shared across

systems. Below are elements that should be part of the transition plan.

Ongoing Comprehensive Assessments

The Consensus Panel recommends the development or identification and use of standardized,
comprehensive risk and need assessment tools appropriate to offender populations. Offenders
should be assessed as early as possible and thro ughout their involvement in the correctional
system. Risk assessments done at the time of release help determine the appropriate level of
supervision in the community (e.g., parole, postprison supervision). Needs assessments

determine and document the offe nder's medical, psychiatric, psychosocial, and family
circumstances, and help identify the appropriate level of treatment. Since the treatment needs of
addicted offenders change over time, there is a need for periodic, updated risk and need
assessments. Id eally, assessment information is part of a cumulative and automated assessment

management system.

Multiple assessments of offenders with substance use disorders are necessary and should

examine

e Treatment Needs -- to determine what types of treatment inte rventions,
services, and programs are appropriate

e Treatment Readiness -- to evaluate the extent to which clients are motivated
for treatment and whether they are likely to benefit from treatment

e Treatment Planning -- to determine how intensive the treatmen t should be
and on which areas it should focus

e Treatment Progress -- to periodically determine whether clients are
responding to treatment and whether treatment should be modified

e Treatment Outcome -- to determine the extent of behavioral change,

success, or failure (Inciardi, 1993)

Assessment for substance use disorders
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Assessment for substance use disorders is central, since it helps determine the leve | of treatment
services and type of treatment that can best meet the offender's needs. It may also help identify

barriers to treatment.

Assessments should be standardized, following accepted clinical protocols such as the Substance

Abuse Subtle Screening  Inventory (SASSI), the placement criteria of the American Society of

Addiction Medicine (ASAM), and the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM -1V). Since many factors associated with an offender's criminality will impact on his
treatment needs, wherever possible relevant information from the risk assessment should be

considered in evaluating the substance use disorder assessment. In New York State, the Division

of Probation and Correctional Alternatives is working with th e Office of Alcoholism and Substance
Abuse Services to create a uniform assessment protocol for use across the criminal justice

continuum, which addresses related risk elements in the substance use disorder assessment of

the criminally involved client.

The substance use disorder assessment can be conducted by institutional treatment staff or by
community program staff that comes into the institution or on site at the community program.

Staff members conducting assessments should be clinically trained and me et the licensing or
certification requirements of the jurisdiction. If an assessment is being conducted by a

community -based treatment provider, it is vital that the offender's complete treatment records

be made available to the treatment provider. The Con sensus Panel recommends that
assessments for inmates be conducted at entry to the institution and 3 to 6 months before

release, at a minimum. Prerelease assessments increase opportunities for the offender to

prepare for transition and allow institutional t ransition personnel and community providers to
plan for the offender's entry into a program. Careful planning of assessments across points in the
criminal justice system can help avoid duplication of effort and resources, preventing different

parts of the system from unnecessarily repeating assessments.

While there are different models for conducting assessments of offenders in prisons, the process
ideally is conducted through a multidisciplinary team approach. For example, in one approach,

the institutiona | treatment staff provides a treatment summary and referral form for offenders



who are in custody at a halfway house and participating in community -based treatment. In
another approach, the community -based treatment provider conducts the assessment in the
prison. Yet another approach has the offender, the corrections staff, the parole officer, and the

community treatment provider all contributing assessment information.

Assessment of life skills

When offenders leave institutional treatment, they are often thrust into environments that feel
utterly unfamiliar. Some say they feel like tourists in a culture they don't understand, with

foreign rules and expectations. Offenders who have been in prison for several years may become
disoriented and highly stressed and thus require counseling, while others may only need training

in a few basic life skills. It is important for the case manager as well as the community treatment

provider to understand the level of psychopathology that may be directly related to the dur ation

of the incarceration.

Offenders often have significant needs for basic life skills such as managing the tasks of

everyday living, responding to people who have biases about them, and coming to terms with
societal norms and expectations. Case manager s must ensure that these needs are met, since
many offenders are easily frustrated. Therefore, assessments of offenders' overall skills for daily
living should be conducted. For descriptions of various assessment methods, please refer to the

TIP 27, Compre hensive Case Management for Substance Abuse Treatment (CSAT, 1998b).

The goals of assessments are to determine specific strengths and weaknesses and to locate
opportunities for improvement in order to reduce the propensity for relapse. Critical areas to be
assessed include stress management skills, general psychosocial skills, emotional readiness for

the transition, and money management abilities. Other a reas to assess are problem  -solving

abilities, decisionmaking, and other cognitive behavioral skills.

A case management assessment should include a review of the following functional areas. These
items are not exhaustive, but demonstrate some of the major skill and service need areas that

should be explored. The assessment of these areas of functioning gives evidence of the client's
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degree of impairment and barriers to the client's recovery. The case manager may have to

perform many services on behalf of th e client until skills can be mastered.

Personal living skills

The client's ability to perform basic self -care functions and to meet personal needs is a critical
element in a case management assessment. Individuals with deficits in this area are most likel

to have serious cognitive deficits and are also likely to have coexisting severe mental disorders

or neurocognitive deficits secondary to trauma and/or substance use. The client should be

assessed for ability to perform the following activities of daily living:

e Personal hygiene and grooming

e Management of sleep/wake cycles

e Dressing, taking care of clothing

e Preparing basic meals or obtaining a nutritious diet
e Faithful and correct use of prescribed medications
e Money management

e Orientation and sensitivity to time

Social and interpersonal skills

Effective participation in the self -help groups often required of those with substance use
disorders requires some level of social ability. The case management assessment should

therefore include an evaluation of the ¢ lient's

e Conversational skills

e Respect and concern for others

e Appropriateness in varied social settings

e Attachments, ability to form and sustain friendships and relationships
e Constructive leisure and recreational activities

e Anger and conflict management

e Im pulse management



e Criminality and distorted thinking

Service procurement skills

While the focus of case management is to assist clients in accessing social services, the goal is

for clients to learn how to obtain those services. The client should thus be a ssessed for

e Ability to obtain and follow through on medical services
e  Ability to apply for benefits
e Ability to obtain and maintain safe housing

e  Skill in using social service agencies

e Skill in accessing mental health and substance use disorder treatment ser
Prevocational and vocation -related skills
In order to reach the ultimate goal of self -supported independence, clients must also have
vocational skills and should therefore be assessed for

e Basic reading and writing skills

e Skills in following instruct  ions

e Transportation skills

e Manner of dealing with supervisors

e Timeliness, punctuality

e Telephone skills
The case management assessment should include at least a brief scan for indications of harm to
self or others. The greater the deficits in social and int erpersonal skills, the greater the likelihood

of harm to self and/or others as well as endangerment from others. The case manager should
also conduct an examination of criminal records. If the client is under the supervision of a
criminal justice agency, s  upervision officers should be contacted to determine whether or not

there is a potential for violent behavior, and to elicit support should a crisis erupt.

vices



Assessment of literacy and employment

Assessment of literacy skills is another key component of the transition. Ideally, an offender who
needs basic literacy training will have received it while incarcerated. Many institutions that have

experienced funding reductions have successfully turned to local boards of education for funding

or attracted voluntee  rs to work with inmates. However, in many jurisdictions, the responsibility

for literacy training has shifted to the community because of reduced funding for educational

programs in prisons. Literacy training helps increase an offender's self -confidence in  participating
in society and dramatically increases the ability to seek and obtain employment. Offenders

should receive training in other aspects of job readiness as well. They will likely need help with

resume writing, interviewing techniques, and variou S reentry issues related to employment.

There are differences among States and systems with regard to employment following release.
Sometimes offenders are required to begin work almost immediately (for example, within 2

weeks after release from prison). Absent such a requirement, however, an assessment of the
relative priority of return to employment and treatment may determine that the latter is actually

a higher priority. In such situations, the offender can address treatment needs while preparing

for a return to employment. If the offender's emotional readiness to return to work is poor, the
offender also can be provided with services (e.g., self -help and empowerment workshops, job

readiness and skills training, mentoring).

Placement in an Appropriate Treatment Setting

Placement of the offender in a treatment program should be clinically appropriate and based on
the results of risk and needs assessments. In an ideal transition, the offender participates in
treatment planning and "buys in" to the progra m, internalizing accountability. Examples of
appropriate treatment settings include a licensed residential treatment facility, a residential
program with a licensed substance use disorder component, a licensed intensive outpatient
substance use disorder pr  ogram, a standard outpatient treatment program, a substance use

disorder awareness and education program, and an aftercare program. Placement planning may



also include linkages with and arrangements for participation in local self -help groups, including

information on times and locations of meetings or obtaining a sponsor.

The placement should reflect the risk presented by the offender, that is, the level of

responsibility and accountability that can be attributed to the offender. For example, a residential

program provides a higher degree of accountability than an outpatient program. As an offender

internalizes an accountability structure with the support of the treatment provider and the

community supervision officer, he can be placed in a less controlled environment. Eventually, the
community supervision officer may leave the transition team, and the offender may be supported

only by the treatment provider. In some cases, however, community supervision may extend
beyond the formalized treatment plan, and t he offender will exit treatment and still be

accountable to a legally mandated and enforceable period of supervision.

Relapse Prevention Plan

An individualized relapse prevention plan should be developed for each offender. This plan, which

can be brief, g enerally lists the behavioral "early warning” signs that can be useful signals to all
members of the transition team. It is often developed as a standard form, written in simple,

nonclinical language, with a checklist of indicators that help predict the po tential for relapse.
Examples of effective relapse prevention plans and their components are reviewed in the CSAT

publication, Relapse Prevention and the Substance - Abusing Criminal Offender (CSAT, 1993a).

According to Peters and Dolente, relapse prevention concepts are easily understood by inmates,
who generally have the ability to learn why prior attempts to stop using drugs were unsuccessful

and to anti cipate situations that threaten recovery (Peters and Dolente, 1993). An effective

relapse prevention plan involves self -help groups and peer support, as well as the community

treatment and criminal justice systems.

Duration of Treatment

Since offenders with substance use disorders have a chronic, relapsing disorder, a treatment

plan must be of appropriate intensity and duration. Findings of studies of the Amity Prison
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program in San Diego, the Key -Crest program in Delaware, and the Stay'N Out program in New
York demonstrate that longer duration of treatment 0 ofuptolyear -- is consistently associated

with better treatment outcomes among prison inmates (Lipton, 1995).  The Amity program

includes a1 -year residential aftercare component. The optimal duration for prison populations
has typically been found to be 9 -12 months. Recent findings of a Key -Crest study indicate that a
longer and more comprehensive regimen of treatment increases the likelihood that an offender

will be substance - and arrest -free inthe longrun  (Inciardi et al., 1996). Findings from the

Shwartz study previously cited, which describe outcomes from jail treatment to community

treatment, indicate that outcome improves when the course of tr eatment is at least 30 to 90
days, followed by continuing community treatment. These results provide clear support for a
comprehensive approach that includes jail or prison treatment followed by community aftercare

for offenders with histories of substance use disorder problems.

Support Services

The psychosocial and substance use disorder assessments described above will help pinpoint

offenders' needs for social services. Offenders may need help obtaining social services, especially

in light of recent cha  nges in welfare reform. They should receive, at the very least, up -to-date
social resource and referral materials. Support services are discussed in greater detail in Chapter
5.

Depending on the capabilities of offenders, the case manager may need to be assertive in

providing assistance, for example by helping offenders keep appointments, perhaps even by

driving them to their appointment sites. However, the ultimate goal of treatment during the
transition is to promote offender self -sufficiency. Though case managers may have to broker
services initially, they should encourage self -sufficiency by having offenders secure services

themselves.

Model Program: Women in Community Service (WICS)
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WICS is a national nonprofit organization founded in 1964 in conjunction with the Job Corps.

WICS consists of a consortium of women's groups that began a mentorship program which has

evolved into a life skills program as well. Althoug h not originally designed for offenders, the
Shelby County (Memphis, Tennessee) Division of Corrections and the Oregon Department of
Corrections have WICS programs for women inmates. These programs include a 10 -week job
readiness/life management program al ong with mentors from the community, many of whom are
professionals or managers. In a recent outcome study, women offenders who participated in

WICS were better able to find work and stay out of prison.

Transitional housing

Research demonstrates that exte nsive residential treatment following release or as an alternative
to incarceration can reduce the rates of rearrest and relapse and increase the rate of

employment ( Martinetal., 1995 ; Hilleretal., 1996 ). This suggests that appropriate housing is

an important aspect of positive treatment outcomes. A b asic requirement for a successful
transition is access to housing that is safe, free of substance use, provides a structured

environment, and supports treatment goals. When offenders enter a residential treatment

program, such as a therapeutic community, t heir housing needs and treatment needs will be met
simultaneously. Another option for offenders is going to a halfway house and working in a

furlough program.

Mentors and role models

Mentoring is an age -old practice that fosters growth and independence, often for the mentor as
well as the person mentored. The case manager or specific service provider can develop and

implement mentoring services to help promote successful reentry into the community. Currently

used primarily with women and youth, mentoring services involve an individual outside the
criminal justice system who provides personal support to the offender to help her access

community resources and to provide social support. In this context, mentoring can help

offenders raise their expectations an d hone skills like problem solving and interacting with

people.
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In some mentoring programs, the mentors meet with offenders while they are still incarcerated
and encourage them to set concrete goals, such as finding jobs, obtaining social services, and
fin ding housing. Typically, the mentor is a nonprofessional who listens, provides support, and

provides encouragement for life skills development.

Exoffenders who are no longer in the criminal justice system and have successfully navigated life

in the communi ty can become important role models in the lives of transitional offenders as

volunteers. They can help by driving offenders to treatment, bringing them to social service

appointments, helping them prepare for job interviews, sitting in on assessments with them, and
accompanying them to 12 - Step meetings and peer support group meetings. Both staff members

and volunteers can serve as role models. The Fortune Society in New York City, for example,

provides counseling, education, alternatives to incarceration, career development, substance use
disorder treatment, AIDS/HIV counseling, education, and referrals to offenders. The counselors

at the Fortune Society are exoffenders or recovering substance users and serve as role models,

tutors, teachers, and therapists . (See Chapter 6 for more on this program.)

Self -help groups

In addition to developing other role model concepts in treatment programming, transitional
programs can encourage interaction with 12 - Step programs, Rational Recovery, Project Smart,
Winner's Circle, and other self -help programs. In self  -help groups, sponsors generally mentor

newer members.

When offenders patrticipate in self -help programs such as Alcoholic s Anonymous (AA) and
Narcotics Anonymous (NA) during incarceration, they learn to talk openly about substance -use-
related challenges and successes in an emotionally safe environment. These self -help meetings
take place throughout the country and are often connected with community treatment programs.

As a result, offenders who participate in self -help groups in institutions have a ready -made and
familiar source of support in the community. When members of the 12 - Step community go to
institutions and run 12 - Step meetings, they provide personal linkages to the community and to

other 12 -Step groups in the community.
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Participation in 12 - Step groups provides peer support for remaining abstinent, handling daily

living problems, and developing a healthy social netwo rk. In addition, the self ~ -help approaches
and methods work well in combination with treatment: 12 - Step milestones can be used as
treatment objectives; educational sessions can incorporate the 12 Steps, and 12 -Step
philosophies can be incorporated into the overall treatment process. At the Interventions -Wilmer

program, for example, the eighth step, "making amends," is incorporated into the final 3 months

of treatment  (Barthwell et al., 1995). Institution and community programs can support the 12 -

Step process by providing the space for AA and NA meetings on site. Under the Bridging the Gap
Program in New York City, inmates receive and send letters to AA membe rs in the community.
Weeks before release, they are given the times and locations of AA meetings in their home

community, and may even be met and taken to their first AA meeting on the day of release.

In addition to 12 - Step programs, other self ~ -help groups can contribute to successful transitions.
Winner's Community is a developing national network of successfully recovering exoffenders.
This program has created a prosocial community among graduates of therapeutic community

(TC) and other substance use diso rder treatment programs.

Winner's Community, which encourages honesty, a work ethic, personal accountability, economic
self -reliance, caring/concern for others, family responsibility, community involvement, and good

citizenship, operates both in the instit ution and in the community (De Leon, 1995). The

therapeutic peer support network in the community is called Winner's Circle; members engage in
frequent c ommunity meetings and activities. Winner Circle is the institution -based meeting for
offenders participating in drug treatment in prisons and jails, preparing offenders for the

challenges on the outside when they are released. This gives transitioning offe nders a ready

support network upon release.

Family involvement

Many offenders do not have intact or available families, and many offenders' families pose a risk

for substance use or recidivism. Nevertheless, if they can provide positive support for the go als
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of the treatment, family members should be involved in the assessment, planning, and

treatment of transitioning offenders.

Ideally, family education efforts should occur before the release of the offender. Significant

others and family members should receive information about what to expect when the offender
makes the transition to the community. They should also understand the nature of the treatment
program in the incarcerated setting, the substance use disorder, the transition plan, and

resources fo r the offender and the family. If appropriate, family members may be asked to

provide collateral information about the offender's situation, but offenders should always be

asked if they want their families involved in their treatment and give formal consen t.

If assessment and treatment planning meetings are conducted in residential treatment or

halfway houses, family members can sometimes participate in meetings and meet with parole

officers. Some prisons permit family members to participate in prison -based meetings prior to
the offenders' release. In fact, some prisons allow extra family visits contingent on the family's

willingness to participate in treatment meetings.

To be a positive support for the offender and to participate in the reintegration proce ss, family
members may benefit from social and self -help resources, such as Al -Anon and Toughlove
groups. Another support group is Prison Families Anonymous, for families with members who

have been involved in the corrections system. This valuable resource can address such issues as
guilt, responsibility, owning one's behavior, detachment, and control. This group also has a

referral service to help families locate other resources.

Model Program: Providence House

Providence House in New York is a sanctuary o f six transitional homes committed to providing
drug -free shelter and support to homeless, abused, and formerly incarcerated women and their
children in a hospitable, compassionate, and communal atmosphere. Volunteers who work

outside the houses live perma nently in the houses, creating a core community, providing stability

and supervision. In addition, trained staff members provide case management within the homes.



Fostering Accountability

Offender accountability is demonstrated by responsible behavior tha t helps an offender build a
crime -free and substance -free lifestyle. It includes the fulfillment of commitments to legal

authorities, to the substance use disorder treatment plan, the community, and to oneself.

Accountability develops when an offender inte rnalizes the structure learned within a program and
applies it to life after incarceration 0 following rules, adapting to a work culture, and adopting
community norms. When an offender demonstrates the need for fewer external controls on his

behavior and les s supervision, he is rewarded with more life choices and greater freedom.

Four interlocking components can help ensure offender accountability and continuity of care
during transition from incarceration to the community. They are criminal justice supervisi on,

sanctions for violations, rewards for progress, and treatment with ancillary services.

Model Program: WomenCare, Inc

WomenCare, Inc., is a private not -for - profit mentoring program in New York City that recruits

and trains volunteer mentors to help wom en released from prison adjust to life outside. Mentors
receive ongoing training emphasizing problem -solving technigues and skills to enable the

offender to take personal responsibility and make independent life decisions. Three months

before an offender's  discharge, a mentor begins visiting the incarcerated woman to formulate

realistic goals and mutual expectations. On the day of the discharge, the mentor is waiting for

the offender to help her make the initial transition to the community. The mentor can o ffer moral
support and concrete help. WomenCare has a working relationship with more than 80 service

providers assisting in areas dealing with housing, employment, treatment, health, parenting,

legal assistance, and education.

Community Supervision

Offen ders with substance use disorders should have some form of community supervision
stipulated upon release to help maintain treatment progress. However, some States cannot

stipulate the continuation of treatment upon release. In the State of California, for example, an



offender has a right to challenge parole recommendations and reject substance use disorder
counseling, even if recommended by a transition team or parole officer. In most cases, however,

mandated treatment supports the work of the transition te am by lending the authority of law.

The Use of Incentives and Sanctions

The use of incentives and sanctions is an integral part of community supervision, although

sanctions are generally less powerful than incentives in changing behavior (Gendreau, 1996).

However, sanctions are often essential in fostering accountability in offenders.

Sanctions, or responses to noncompliant offender behaviors, help hold of fenders accountable and
protect public safety. Offenders should be told exactly which sanctions will be used in response

to particular noncompliant behaviors at orientation. Sanctions are most effective when applied in

a graduated or "tourniquet" manner. A ppropriate sanctions include either punitive or supervision
oriented responses (such as increased urine testing) as well as therapeutic responses (such as

increased treatment level). Effective sanctions are matched to specific behaviors by severity. For

instance, the first missed appointment should not result in a return to prison, but a fourth "dirty

urine” calls for more than a verbal warning. Finally, the parties responsible for services to the

offender should be involved in applying sanctions. In other words, sanctions are most effective

when applied by a team approach.

Innovative and creative sanctions should be developed to address violations. The methods used
should be understood and agreed upon in advance by both substance use disorder treatment and
community supervision staff. Sanctions should be swift and certain or the credibility of the

system and accountability are greatly reduced. On the other hand, the sanction system should
include a mechanism to lessen the intensity of requirements for those making measurable

progress in both the legal and treatment requirements.

Examples of sanctions typically provided by the criminal justice and the treatment agencies are

shown in Figure 2 -3.

Periodic Reviews of the Offender's Progress
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The transition team  should conduct periodic reviews of the issues addressed by the transition
plan, including legal requirements, appropriate placement in a level of care, the effectiveness of
sanctions, and the extent to which the offender is meeting expectations. Risk and needs

assessments can help determine the level of supervision required.

During periodic assessments, supervisors should look at concrete measures of accountability,

such as a progress report detailing treatment attendance and progress, and patterns of rel apse
and urinalysis results. A protocol should be established to make urinalysis an accountability tool

that can be used randomly, for cause, and by program design throughout the transition period. A

baseline urine test should be administered on the first visit to the criminal justice authority after

release. The results can then be used as a measure against subsequent tests.

Violations of any aspect of the transition plan must be dealt with consistently, appropriately, and

in a timely manner. A lax attitud e will jeopardize the individual offender's accountability, as well
as public safety and the integrity of the program. In some cases, the decision must be made for
offenders to return to prison or jail. The case management team must continually balance the
conflicting needs of flexibility through individualized treatment planning with the consistency

needed for personal accountability, treatment integrity, and public safety.

Discharge and Safety Issues

Treatment discharge must be planned with community sa fety as a central issue, and criminal
justice discharge procedures are determined by law. However, criminal justice and treatment

staff can work closely together on discharge and related issues until termination of supervision. A
discharge team should incl  ude someone from the releasing institution, a community supervision
officer, a treatment provider, and, if available, the case manager. The treatment discharge

summary is completed by the treatment provider.

Treatment staff receives information on complian ce from criminal justice staff who, in turn, is
informed of treatment progress. If the offender commits a technical violation after discharge,

supervision may be extended, even if the infraction is not substance related. Any behavior issue



is also consider ed a treatment issue. Depending on the type of discharge required by law or
recommended by the treatment provider, an offender should always be made aware that

treatment is available.

The length of stay in the program should be determined by the treatment provider who, along
with the community supervision officer, can monitor the progress of the offender. In some cases,

the treatment phase may end, but a criminal justice agency maintains supervision authority over

the offender. In those cases, if a treatmen t reinoculation is needed, the mechanism for it should

be built into the system.

States should consider developing jail and prison diversion programs as graduated and

intermediate sanctions for technical violators so that the offender can move from commun ity -

based treatment back to short -term services, maintaining continuity of care. A complementary

system of incentives can also help prevent violations by rewarding and encouraging

accomplishments and achievements. Programs of this nature can help decrease criminal activity,
ensure continuation of treatment, and prevent relapse. For example, the Stay'N Out program at

the Arthur Kill Correctional Facility at Staten Island, New York, has a special relapse prevention

program. The Amity Program at the Richard J. Donovan Facility uses a30  -day "dry -out" prison

program as an intermediate sanction. The Willard Drug Treatment Campus in New York State

provides parole violators with an opportunity to enter a 90 -day corrections -based treatment

program without returning to jail or prison.

The Transition Planning Process

Successful transition from criminal justice institutions to community treatment is almost always

the result of purposeful and careful planning. This planning must take place at both the State

level and i nstitution level for prisons, as well as the many agencies and programs involved in the
transition. Coordinating information exchange and training will produce a more efficient and
efficacious planning process. This transition or follow up planning is requ ired by the various
standards of correctional health care. In the National Commission on Correctional Health Care

standards, for example, the issues are addressed under a separate continuity of care section.



The Flow of Information

The transition team sh  ould clarify the sources of information necessary for the transition plan.

For example, interagency and intersystem agreements should be clearly defined early in the

planning process so that roles, responsibilities, and policies can be clarified; confident iality issues
can be addressed; and means of covering treatment costs can be identified. Once confidentiality

issues are addressed, data maintained in management information systems (MIS) can be shared

to promote interagency communication, increasing the | ikelihood of successful transitions. An

MIS can provide rapid access to information across agency lines.

The transition plan for an individual should increase the quality of information transferred from
staff in the institution to providers in the communi ty, decreasing problems caused by
miscommunication about the offender between the community supervision officer and treatment

staff.

Cross-Training

Parole officers, institution treatment providers, community treatment providers, and corrections
release ¢ ounselors should be cross -trained to improve appropriateness of placements. Cross -

training builds trust and reduces conflicts between staff members from different systems.

Immersion training may also be an appropriate intervention that ensures better refe rrals and
that fosters a systemwide understanding of the offender. The goal of immersion training is to

provide an intense educational experience for all system representatives (judicial, corrections,

probation, parole, clinicians, and other community repr esentatives) about the transition process.
The Texas Commission on Alcohol and Drug Abuse and the Texas Department of Criminal Justice
provide immersion training to familiarize system representatives with their Criminal Justice

Treatment Initiative, which provides different levels of treatment to inmates, parolees, and
probationers. The Texas training is a 3 -day session that includes role -playing and other
interactive exercises to help increase the sensitivity of various players toward the offender's

proble ms, obstacles, and challenges in transition from prison to the community.



TIP 30: Chapter 3 0 Guidelines for
Institution and Community Programs

Transition plans should be collaborations among providers both inside and outside the institution.

For that reason, Chapter 2 outlined the elements of a treatment plan without specifying

particular roles for institution and community providers. Although flexibility is key, treatment
providers in the community will emphasize different aspects of transition planning. Transition

planning also varies from institution to institution and for different types of offenders. This

chapter provides guidelines tailored more spec ifically to providers on both sides of transition.

Reaching Out From the Institution

The focus of institution treatment should be preparation for continued treatment on the outside.

The message to the offender is that this is the beginning of the treatment commitment, and that
continuing care will be arranged upon release. Institution treatment emphasizes this readiness

message in all treatment phases, underlining a strong motivational and relapse prevention

message.

Ideally, the institution's treatment pr ogram is part of a system that includes community -based
services, rather than disconnected from the community. The institution's program should strive

to exemplify innovative treatment practices and obtain licensing from the State authority.

Treatment pro grams within prisons and jails can encourage participation of community programs

in the transition process. However, prisons and jails by their nature limit outsiders' access to the
institutions, making it a challenge for community -based social service and  treatment providers to
serve incarcerated people. However, institutions can be community -friendly and invite social
service agencies into the institution to work directly with offenders being prepared for release.

The community agencies could provide cont act information and written literature about services

to both staff and inmates. Community treatment providers that contract to deliver institution -
based treatment are in an ideal position to also help with transition efforts. Similarly, corrections

agenci es can enlist contractors to provide case management and other transitional services.
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One of the goals of the transition from institutional treatment to community -based treatment is

to make better use of institutional treatment as a stepping stone to help offenders become self -
sufficient, productive members of society. In the short term, the intent is to help offenders move

from an institution - based treatment program to a community -based program with a minimum of

disruption in services.

Special Considerations by Type of Incarceration and Population

Jalils

Several differences between prisons and jails affect the way treatment services and transition to

the community are delivered. The most significant is length of incarceration. Because jails are

used as pre trial facilities for pending court actions, it is often unknown how long an offender will

be held, making treatment planning difficult for many jailed offenders. The policy in some States

is to provide substance use disorder treatment if the offender is se ntenced to jail for 60 days or

more.

It is difficult to maintain continuity of treatment in a jail setting, because offenders move in and
out of court. Incarceration often creates a crisis that ripples throughout an offender's life,
affecting family, lega |, and other matters. Children may be placed outside the home, and
offenders may be in the process of detoxification. Because jail experiences can cause instability

on so many fronts, social service delivery and crisis management are especially important.

The Consensus Panel recommends that treatment be provided if a substance -using offender is
scheduled for confinement in jail for a period of time sufficient to provide adequate treatment for

the offenders' needs. Inmates with shorter sentences can be place d in alcohol and drug
education or other treatment readiness programming. Results from a recent evaluation of the
effectiveness of a jail -based treatment program suggested that optimal treatment length is a

period of 3 to 5 months followed by immediate pla cement in a community treatment program

(Swartz et al., 1996).



http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54824

Despite the problems, treatment in jails has some advantages, especially for transition w ork. The
Cook County Jail Day Reporting Center, for example, trains offenders in life skills. More than a

dozen social service providers in the community staff the reporting center and conduct trainings

on rites of passage, violence prevention, parenting, and relationships. This program also has a

training program for offenders who are drug dealers but not drug users.

Jailed offenders often have opportunities to receive substance use disorder assessment and

treatment planning from community providers who co me into the jail. Assessment or treatment
planning that prepares the inmate for more structured treatment on the outside has the benefit

of priming the inmate for more intensive treatment in a controlled environment that provides for

public safety. Treatme  nt units in jails also have less infractions and violence than other units in

the institution.

Furthermore, the sentencing decision may be affected if a local treatment provider involved in

the pretrial or presentence phase determines that the offender ha s demonstrated a willingness to
participate in the treatment process and develops a treatment plan. Judges may even consider

treatment as an alternative to incarceration. This option provides a strong motivation for many

offenders.

A number of studies hav e shown that treatment effects on recidivism do not appear before about

90 days of treatment, and that treatment effects improve with time in treatment ( Hubbard et al.,

1989 ; Simpson, 1981 , 1984 ). Time i n treatment, whether in the institution or in the community,

is a critical factor. Because jail sentences tend to be short, good jail -to - community continuity of
treatment is essential for a longer singular treatment episode. Thus, the Consensus Panel

recom mends that the shorter the jail program, the more obligation the program has to ensure

continuity of service. Even inmates leaving jail without a community sentence should receive a
community treatment referral. Likewise, if the offender is sentenced to pr ison, a treatment plan
should follow the offender to the designated correctional institution. If funding is limited, local

Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) meetings can be supported in the jail

several nights a week. Those incarcerated hear "leads" from previous offenders, find sponsors

and mentors, and become less resistant to community -based treatment.
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Model Program: Probation Detention Program

One potential model for other jurisdictions is found in the Wayne County, Michigan,

Compreh ensive Corrections Plan funded under the State's Community Corrections Act. The
program, called the Probation Detention Program, serves both probation violators who would
otherwise be sentenced to jail or prison and graduates of the State's boot camp progr am, the
Sentencing Alternative to Incarceration Program (SAl). This program provides an example of the
institution reaching out to a community program to arrange for transitional services. The

program is centered at a facility that provides assessment, ref erral, and residential treatment.
Failures are met with "swift and certain" sanctions. Specific services for each offender are

determined by an individual risk/needs assessment and implemented by means of a subsequent
individualized case management plan. P rogramming includes 10 areas: orientation and
assessment, substance use disorder counseling, life skills counseling, education, employment
preparation, vocational training, employment, community service, physical training, and

cognitive skill training. The movement of offenders from one phase to another (incarceration to

residential programming to community) includes reincarceration when appropriate.

Prisons

In contrast to jails, prisons house offenders whose sentences are generally longer than 1 year.

Since offenders will be in prison for a substantial period of time, many prison -based treatment
programs are able to provide extended treatment. Research demonstrates that longer treatment

length can be associated with positive treatment outcomes including r eductions in substance use,
substance use severity, substance -related problems, predatory illegal acts, and increases in

posttreatment employment and earnings ( De Leon, 1984b ; Gersteinetal., 1994 ; Hubbard et al.,

1989 ; Simpson, 1981 , 1984 ; Walker et al., 1983 ; Wexler etal., 1992 ).

Because they work  with longer term offenders, prison treatment programs can conduct
substance use disorder treatment well past detoxification or even long -term withdrawal 9 while
community programs must often address these issues while trying to rehabilitate. In prison,

asses sments can be more thorough, and there is time for reassessment and program adjustment
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to meet individual needs. The extended time frame also allows for practicing new life skills, as
well as early and complete discharge planning. Basic education and mento rship programs often

augment treatment in prison as well.

There are also disadvantages to prison treatment as it relates to continuity. The primary problem

is "institutionalization." Learning to live in, and accommodating to, an institutional setting may

m ake it more difficult for the client to readjust to community living. It is often difficult to

maintain positive family involvement during long incarcerations. Also, while jails are located in

the community, prisons are often geographically remote from the inmate's home or postrelease

community.

In some jurisdictions, moving inmates from institution to institution because of limited bed
capacity can be disruptive to programs. Some programs have agreements with institutions that if
the risk status of an inma  te in a treatment program changes (e.g., due to a disciplinary report),

the offender can stay and continue treatment.

Boot Camp Programs

Boot camps, also known as shock incarceration programs, are based on a military model, and

usually compared to basic military training. Boot camps are generally secure facilities

characterized by a barracks  -type living arrangement and significant physical exercise and

discipline. One intent of military drills is for boot camp graduates to develop the self -discipline
and pride to avoid future substance use. This is the theoretical underpinning of the boot camp

discipline -training approach. The boot camp population generally includes

e Youth offenders

e First-time or early offenders, without a pattern of violence (i.e., offend ers who
have committed crimes against property or drug offenses, rather than crimes
against persons)

e Probation violators (may be technical violations or new offenses)



Unfortunately, research indicates that most early boot camps fell short of their goals to reduce

recidivism (Mackenzie et al., 1993). Several studies from 1990 to 1994 show that impact and

recidivism were not significantly lower among prison -bound offenders sent instead to boot
camps. The studies also indicate that treatment interventions and aftercare followup are
important factors in actually reducing offenders' propensity to commit crime once released from

boot camps ( MacKenzie, 1990 , 1993a , 1993b ; MacKenzie and Piquero, 1994 ; Parent, 1993 ).

The extent of substance use disorder assessments and programming varies from boot camp to
boot camp, but many programs have recently developed more intensive programming, including

substance use diso rder treatment. The Lakeview program in New York (see box) has been a

model for many of these program -oriented boot camps.
In recent years, many boot camps have evolved away from punishment and military -style
behavior change toward a greater emphasis on (r e)habilitation. Surveys of boot camps indicate

that apart from physical training, half of the program time is focused on substance use disorder

treatment, education, and vocational skills (MacKenzie, 1993a).

Model Shock Incarceration Program: Lakeview

An example of a successful program is New York's Lakeview Shock Incarceration program, which

has served as a model for many other jurisdictions. The State o f New York provides a strong
linkage between incarceration and aftercare for offenders having a substance use disorder.

Lakeview is an example of a transitional program that reaches out to the community 0 it is highly
structured, with a continuum of care tha t includes institutional and community components. The
aftercare model combines intensive supervision, education and/or vocational training, job

development and placement, a continuing program to maintain cognitive and behavioral changes

initiated during i ncarceration, and continued substance use disorder prevention or treatment.

Youth Detention Facilities

Youth detention facilities provide temporary care of juvenile offenders (or juveniles alleged to be

delinquent) who require secure, physically restricti ve custody pending other action in the juvenile
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justice system. Youth detention can take place pre - or postadjudication, and facilities are usually
under local jurisdiction. Offenders are generally detained for relatively short periods of time with

the goa | of determining their needs and quickly moving them back into the community or into a

less restrictive setting. Often, disposition of an offense will include a term of probation with a

variety of conditions, including substance use disorder treatment.

Youth detention facilities differ from youth correctional facilities, which are usually under the

jurisdiction of the State. Generally, correctional facilities have a higher level of security,

offenders have longer sentences, and the facilities are mandated t o provide education and other
rehabilitative services. Although this section focuses on youth detention facilities, many of the

same transitional issues are applicable to youth correctional facilities.

For youthful offenders, the period of community superv ision is generally longer than the term of
detention. This is particularly true for the very young offender. For example, a 13 -year -old may
spend only several months in detention but may remain under the jurisdiction of the juvenile

justice system until he  r 18th birthday. The authority to apply sanctions to youth until they reach

the age of majority is one of the factors that distinguishes the youth from the adult justice

system.

There are many other differences between the adult and juvenile justice system s, including basic
goals. The goals of the adult system include deterrence (both individual and general),

punishment, incapacitation, and rehabilitation. The juvenile justice system generally does not

emphasize punishment  -- although this is changing in re sponse to public concerns about youth
violence. As the juvenile offender has most of his life ahead of him, the intent of the juvenile

justice system is to correct youthful behavior through rehabilitative means, even if those means

are coercive. Rehabilita tion efforts are often extensive. Legal sanctions and mandated

participation in treatment may be imposed for those youths assessed with substance use

disorder problems. The goal is to bring as much leverage as possible to the child and family in

order to a chieve successful outcomes.



The temporary duration of juvenile detention, the age of the clients, and the responsibility of the
juvenile justice system to act in a parental capacity make the transition and treatment needs of
juvenile offenders unique. Addi tionally, some juveniles are held as "status" offenders; that is,
certain behaviors are legally forbidden only because they are juveniles, such as truancy or

running away.
Juvenile justice system goals emphasize

e A balanced approach to juvenile court inter ventions
e Community protection

e Accountability

e Competency development

e Individualized assessment

e Due process protection for youth involved with the court
e Manageable caseloads

e Appropriate dispositions

¢ Involvement of the juvenile's family

e Community -based interv entions

e Victim involvement

e Meeting the needs of youth from special populations
Model Program: Office of Juvenile Justice and Delinquency Prevention's
Intensive Community -Based Aftercare Programs (IAP)

The IAP program is a model program emphasizing the val ue of aftercare for youth offenders
(Altschuler and Armstrong, 1996). Implemented in 1995 in four sites (Colorado, Nevada, New

Jersey, and Virginia), the IAPs provide

e Prerelease and preparatory planning during the confinement period
e  Structured transition with institutional and aftercare staff involvement through

the community re  -entry period



e Long-term reintegrative activities emphasizing service delivery and social

control

Assessment and disposition of juvenile cases

During assessment, public safety shoul d be a major consideration along with rehabilitation of the
juvenile offender. Risk management may be handled informally: The youth could be remanded to

the custody of parents with the condition that the family undergoes family counseling, or he

could be p laced in a foster or group home. Addressing offender needs will help ensure public

safety by lowering the likelihood of crime and relapse to substance use.

The assessed risk and needs of the individual juvenile offender should drive the case

management pl an. Questions to ask include, "Does the juvenile need substance use disorder
treatment? Residential services? Mental health services? What educational services are
necessary?" Generally, transitional programming begins at the disposition stage for youngste
juvenile detention. Disposition may be long - or short -term, or may be an informal adjustment

handled in or outside of the court system.

Model Program: Trans House

One component of the treatment program run by the San Francisco Juvenile Probation

rsin

Dep artment is Trans House, a halfway house for youth convicted of substance -related offenses.

Most of the youths in this program were involved in the sale and distribution of controlled

substances; few had severe addiction problems. The focus of the residenti al transition program is

to rechannel leadership abilities through a mentorship program that allows the clients to work
with younger children and make presentations in schools. The mentors are paid $10 an hour for

up to 20 hours a week, providing them with a financial incentive.

The role of the family in treatment

When a child or teen leaves a youth detention facility, there are a number of options for

placement and treatment. In most instances, juveniles will be released to the custody of parents.



Howeve r, there is sometimes a need for an out -of-home placement. Charges or suspicion of
abuse, neglect, or exploitation on the part of the parent(s) or caretaker(s) must be investigated

before placement.

For the youthful offender, transitional and treatment ser vices may involve not only the behavior
of the offender, but that of other individuals as well, including the parents. It is not unusual for

parents or guardians of young people in juvenile detention to need ancillary services such as

substance use disorde r treatment, social services, or vocational rehabilitation. A composite
assessment of the whole family opens up the possibility of the need for many treatment and

ancillary services.

Whether the family needs direct services or not, family involvement is cr itical for the success of
substance use disorder treatment for a juvenile, since the family is an integral part of the

transition and rehabilitative process. Effective parenting and support can provide positive

influences on the substance  -using youngster;  conversely, if parents or other family members are
themselves substance users, this can exacerbate the problems of the child. Case management

for the youth is actually total family management and may include parent education and family

therapy.

The recent advent of pilot family drug courts shows considerable promise in dealing with

substance use disorder issues of parents and providing for support services and permanent

placement of children involved in neglect and abuse cases. Such courts are now operating in
Jackson County (Kansas City), Missouri; San Diego County; New York City; Reno, Nevada; and a

handful of other jurisdictions.

Model Program: Denver Juvenile Justice Integrated Treatment Network

The Denver Juvenile Justice Integrated Treatment Network mo del coordinates State and local
entities to provide a comprehensive continuum of care to 500 juvenile offenders with substance
use disorders and their families each year. The Network is composed of over 200 public and

private systems, including every State and local juvenile justice agency, the Denver public school



system, State departments (e.qg., child welfare, human services, substance use disorder

treatment), treatment providers, and community -based organizations. During the development
stage of the netw ork, representatives from these various organizations met to identify obstacles

to effective service delivery and created strategies to overcome them. A Local Coordinating

Committee oversees the network process, and the Denver Juvenile Court serves as the lead

agency.

Guidelines for Community Programs

Community treatment programs providing services to offenders in transition from institutional

settings must be prepared for certain complications. Offenders have ongoing responsibilities to

the supervision age ncy. Thus, community programs must be prepared to report offenders'

progress to supervising agencies, as well as address motivational issues associated with

mandated treatment. In addition, many offenders in transition lack such essentials as housing,

empl oyment, and family support. The successful community program will have realistic

expectations of offenders who are entering unfamiliar territory in life following release.

Community treatment providers must also examine their own preconceptions about "ex -cons" to

make sure they treat offender clients fairly.

This section is for those community programs that provide substance use disorder treatment to

offenders, including licensed residential treatment facilities, residential programs with a licensed

treatme nt component, outpatient programs, intensive outpatient programs, substance use

disorder awareness and education programs, and relapse prevention programs. Depending on

the type of facility or program, there are variations in terms of the comprehensiveness of the
assessment, extent of case management planning, levels of care, and availability of resources. In

all settings, a variety of legal mandates and community supervision requirements will apply.

Identifying the Role of the Releasing Agency During Transition

Community programs should determine the degree to which the releasing institution has

addressed the key components of a successful transition: assessment, case management



planning, and identification of the community resources necessary to support a djustment in the

community. The community program should ask:

e How does the releasing agency determine the offender's needs after release
and the appropriate level of supervision?
e What kind of case management planning is conducted to respond to those
need s?
e What documentation is available to describe the results of these efforts?
e Isinformation maintained on treatment summaries and recommendations,
consent forms, and assessments of medical, family, psychosocial, and mental
health status?
e Willthe agency re lease the offender's records in a timely manner to the
community supervision authority and community treatment provider?
e |f the releasing agency addresses transitional planning, what are the
components of the transition plan? What other agencies should par ticipate in a
transition team to plan case management and implement tasks during the
transition period?
e To the extent that transition planning is not performed by the releasing agency,
how can another agency or agencies address the delivery of community -based

services?

The Consensus Panel makes the following recommendations regarding the goals for

communication with the releasing agency:

e The community provider and the releasing agency should discuss the roles of
each agency during the transition.

e Communit y programs should become familiar with the forms and legal
requirements used by releasing agencies. They must also be aware of the
restrictions placed on the offender returning to the community, and the ways in

which these restrictions affect the treatment process.



e Whenever possible, community agencies and releasing agencies should

collaborate in designing forms to record offender progress.

Building on the Treatment Provided in the Institution

The community provider must find out what kind of therapeutic i nterventions occurred in the
institution and develop a plan for the community program to build on these interventions.

Specifically, the community agency needs to determine whether there was

e A comprehensive substance use assessment
e Aformal substance use  disorder treatment program
e An educational program

e Vocational training

The range of possible approaches to treatment in the institution and the offender's response to

them can vary greatly. One individual may be released from a boot camp in which he interna lized
a great deal of structure and is therefore very compliant. Another individual may have been

incarcerated several times and may have "failed" in six or seven treatment programs. These past

failures may make the offender more difficult to engage in tre atment, and the community

provider must be prepared for this.

If formal treatment took place, there must be a clear understanding of what it entailed and the

best method for building on it. Information on the components of the program and its duration is
necessary to determine appropriate followup services. For example, if a long -term treatment
goal is to promote self  -sufficiency, to what extent were these skills developed in the institutional

setting?

There are also negative behaviors learned in institutio nal settings. Community agencies need to
be aware of the offender's disciplinary issues, substance use within the institution, and the other,

more subtle influences of institutional life that may result in offenders attempting to deceive or

mislead treatme nt providers. Unless they ask about these issues, community agency personnel

may not receive this information.



Community providers should be particularly prepared for two behaviors that offenders may learn

in institutions, both of which can make treatment extremely problematic. First, offenders learn
that showing tender feelings or weakness in an institution is very dangerous and places one at

great risk of emotional and physical assault. Second, they often become "institutionalized"; that

is, they become h  abituated to institutional norms and control -- from getting up in the morning
until lights out at night. If an offender has been in an institution for a long time, it will be very

difficult (and scary) for him to learn to take responsibility for his daily activities. These two

behaviors reinforce each other in ways that can undermine treatment.

The most successful programs work on issues directly related to the factors that lead to
criminality rather than on general life enhancement. Such issues are best a ddressed by methods
that make use of reinforcement, graduated practice, modeling, and cognitive restructuring --

particularly with higher risk cases (Holt , 1998).

Training Counselors To Work With Offenders

It is important for community -based treatment providers to understand the emotional and social
needs of their clients. Without this understanding, the offender and the treatment provider will
not have shared expectations, goals, and objectives, and offenders in transition are not likely to

become or remain engaged in treatment.

Community treatment providers working with offenders should receive education about the
mores of the criminal subculture, the p rison environment and structure, offenders with substance

use disorders, and the criminal justice system in general. The Center for Substance Abuse

Treatment (CSAT) and Virginia Commonwealth University have developed Criminal Justice -
Substance Abuse Cross  Training: Working Together for Change (Virginia Addiction Technology
Transfer Center, 1996), which addresses such issues. This 15 -module training manual provides

instruction on the ways in which treatment and corrections systems can work together
effectively. This curriculum was designed to be adaptable for different audiences and is available
from Virginia Commonwealth University Addiction Technology Tran sfer Center. Similar training

programs have been developed and implemented by the New York State Office of Alcoholism and
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Substance Abuse Services and the Oregon Office of Alcohol and Drug Abuse Programs. The
training explains the criminal justice system t o counselors, and helps them recognize and

respond to offender clients' cognitive distortions that support both criminality and addictions.

Model Program: Washington County, Oregon

The Parole Transition Demonstration Project of Washington County, Oregon, i s designed for
offenders who will be paroled to the county upon release. This project involves the following

elements:

e Providerreach -in -- Counselors from the county meet offenders months before
their release and conduct group counseling.

e Multiagency pla nning -- The release planning process involves institution and
county staff and the offender.

e Intensive supervision  -- Parole officers have frequent contacts and monitoring.

e Treatment continuity -- Group counseling in the community is provided by the
same counselor who conducts groups in the institution.

e Careful management of incentives -- Participants in the project receive special
incentives in the community, including housing and employment. They are
more closely monitored than other offenders and lose p rivileges and incentives

as a result of rule violations.

Voluntary Versus Mandatory Treatment

Community programs must understand how substance use disorder treatment fits with the legal
and supervision requirements on the offender. The provider must be sur e that the client is aware
of any mandatory requirements for treatment. While the offender may not agree with these

requirements, he must be aware of them and understand them.

Even the client who wants to work with the treatment provider is often motivate d by the desire
to complete a specific supervision condition, rather than by a long -term rehabilitative goal. In an

institutional setting, offenders may be motivated to enter treatment for incentives such as early



parole or improving their security classif ication. For female offenders, one motivating factor
might be the possibility of regaining custody of children. In some cases, treatment is offered as
an alternative to incarceration or as a condition of release. At its best, the treatment process
changes the negative attitudes and limited goals. As the client becomes engaged in the
treatment process and sees the possibility of change, there is usually more investment in the

process and an internalized motivation for self -improvement.

Even if the offender e  nters treatment merely to fulfill a condition of probation, this does not
mean that treatment is of no value. In fact, studies indicate that coerced treatment is as
effective as voluntary treatment, in part due to the fact that clients remain in treatment

and a longer length of stay is associated with reduced rates of relapse ( Weinman, 1992

longer,

; Young,

1995 ; Inciardi, 1996)

Model Program: Texas

In Texas, the Department of Criminal Justice includes th e Parole Division, the Institutional
Division, and the Community Justice Assistance Division (i.e., the probation authority). Because
these divisions receive funding from the same source and answer to the same authority, the
offender client receives consis  tent, ongoing care under a uniform treatment philosophy. States
whose criminal justice systems are configured this way can better provide consistent funding and

treatment to offenders moving through the criminal justice system.

TIP 30: Chapt er 4 6 Administrative
Guidelines

The development and implementation of transitional programming for offenders requires an

effective partnership among diverse criminal justice, substance use disorder treatment, and

social services agencies. The designated tra nsitional program administrator must be thoroughly

knowledgeable of the obstacles inherent in launching such a collaborative effort. As each agency
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brings its own culture, agenda, and operational differences to the planning process,
administrators from eac  h of the participating agencies must work together to establish
compatible goals, policies, and procedures. At the outset of the planning process, the need for
individual and organizational flexibility and genuine cooperative effort should be emphasized to

all participants.

The role of the administrator of a transitional services program is critical. This individual

shoulders the responsibility for managing complex interactions among all agencies and
institutions involved in criminal justice accountability and service provision. Therefore, the
administrator must be thoroughly familiar with the environments in which participating agencies
operate and lead the effort to unify policies so that communications with other organizations and
with offenders served ar e consistent. Knowledge of each agency's administrative environment

and procedures improves the likelihood of an effective collaboration.

At the beginning of the planning process, the transitional program administrator and the
participating agency represe  ntatives should focus attention on several issues that, if left
unaddressed, will have a serious impact on the success of offender transitions and the transition

program itself. Key issues for consideration are discussed below.

Building an Effective Partnership

Selection of Appropriate Representatives From Each Agency

Ideally, each agency's representative should be a senior staff member who has authority to

speak for the agency, make commitments on behalf of the agency, and sign agreements or other

officia | documents. Final sign  -off authority is extremely important. The transitional services

program administrator should resist any attempts to assign staff members who do not have such
authority. However, since partial authority is better than none, accepting representatives who
can approve some elements of the transitional program may be necessary if that is the only

alternative.



Including other stakeholders (e.g., judges, legislators, advocates) may prove beneficial to the
success of the program. For example , If legislators become part of the planning process, they
may become advocates for funding. Support at this level can be essential to program

implementation and long  -term funding.

Knowledge of the Partners and Their Histories

Each participating agency sh  ould have a working knowledge of every other participating agency's
policies, internal dynamics, service capacities, legal responsibilities, and authority in relation to

the client. This knowledge is essential for the development of mutual respect among th e
partners. Additionally, familiarity with the organizational history of each agency, including

success in collaborative or partnership efforts is important to the planning process. Agencies that
have had difficulty sharing authority or yielding control ma y need to be treated with special

sensitivity and attention.

Awareness of Obvious Conflicts in Operations, Policies, and Procedures

Each agency representative should take responsibility for determining how collaboration on
transitional services may affect the internal operations of his agency. Coupled with this analysis
is the need to make adjustments to ease service planning and program implementation. For
example, an agency headed by a board of directors that must approve changes in operations or

policy will need extra time to obtain approval.

Recognition of the Partnership as a Hybrid yet Single Entity

The nature of transitional service programs is complex in that several service providers must

function as one. Therefore, the organizational goals and ¢ ulture of each agency must be blended
with the others. Differences will exist in professional jargon, organizational structure (including

chain of command and identity of the official invested with authority for various programming

issues), and the amount of time each agency will need to obtain approval. To mediate these and
other differences, the transitional services program administrator can remind the participating

agencies that the goals and objectives for each agency and for the partnership are the sa me.



Education of the Partners

An educational effort may be required to align the partner agencies in an understanding of client
characteristics and the diverse agency planning, processes, and programming that may be at

play. Agencies that have not worked with offenders will need training on the kinds of issues
these clients bring to service providers and on the community concerns that may surface. They

will also need to develop an understanding of criminal justice processes and the operating
principles tha t govern community -based organizations and other groups in the partnership, as
well as the political forces that shape each agency's agenda. For example, jails and prisons have
been under enormous pressures to reduce their populations through the targeting of specific
offender populations for diversion. Identification of these target populations will generally include
determinations regarding substance use disorder histories. For planners of transition services,

this is an important opportunity, as it provi des the political motivation to move offenders from

jails and prisons into community programs under a carefully designed transition process.

A delicate balance must be reached in order to reconcile differences in policy and procedures
among the partnershi  p agencies. Differences left unaddressed at the organizational level can
prevent effective service delivery and undermine the program. Figure 4 -1 present s a brief

developmental scenario of a successful transitional services program.

Policy and Procedural Issues

Administrative Goals and Obijectives

During the planning phase of a transitional service program, it is critical to agree on goals that

are accepta ble to each participating agency. For example, a treatment provider may see a

decrease in substance use as a measure of success. The criminal justice agency, however, may
believe that abstinence is the only acceptable outcome. Such issues highlight the und erlying
philosophies of different systems and must be identified and discussed prior to program

implementation. Failure to do so may foster interagency mistrust, inmate manipulation, and

dishonesty, and can result in program failure. Partnership goals and objectives must also be
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compatible with any legal conditions placed on an offender by the releasing or supervisory

authority.
Treatment Improvement Protocols (TIPs) 17, Planning for Alcohol and Other Drug Abuse
Treatment for Adults in the Criminal Justice System (CSAT, 1995c), and 12, Combining

Substance Abuse Treatment With Intermediate Sanctions for Adults in the Criminal Justice

System (CSAT, 1994c), describe basic differences in the criminal justice and substance use

disorder treatment systems, and the use of sanctions in coordination with substance u se disorder

treatment.

Interagency Agreements

When possible, the results of negotiating the key components of a transitional services program
should be documented in an interagency agreement. All policy and procedural decisions reached

during planning mee tings should be included in this agreement. Such decisions include

The development of a shared "vision statement”

e Goals and objectives of transition programming

e Each agency's specific roles, expectations, and responsibilities
e Timing of tasks

e Monitoring pr ocedures

e Shared information requirements

e Client confidentiality

e Program evaluation needs

These agreements serve as a written reminder of each agency's responsibilities, describing which

agency takes the lead and which staff member is responsible for carry ing out each task.

It is important to realize, however, that interagency agreements must be renegotiated at least
every 2 years, and that multiagency planning requires flexibility -- particularly during initial

implementation  -- which should be viewed as a period of "testing the theories." A more thorough
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discussion of the process of building an interagency agreement can be found in TIP 12 (CSAT,

1994c).

Effective Communication

Because transitions involve multiple systems and agencies, policy issues inevitably arise:
disagreements about treatment methods, differing philosophies, conflicts about who should take
responsibility for resolving problems, and di sagreements over roles. To minimize conflict, there
should be intersystem and interagency agreements at all levels within the corrections system,

the supervising authority, and the treatment system. These agreements should specifically

describe roles, resp onsibilities, confidentiality issues, and policies on the transfer of records, who
pays for treatment, the structure of communications, program implementation, and methods for

resolving disputes.

A primary goal of such agreements is to help each partner u nderstand the roles of both the
criminal justice agencies and the treatment providers by holding these discussions early in the
planning process. Policies must be developed at the highest levels, and vigorous efforts must be
made to promote and ensure comm itment among staff members, including administration,

management, and staff.

There are times when effective interagency coordination is less a result of established policies

and practices and more a result of good personal working relationships and a visio n shared by a
few front -line staff. In some instances, when the group membership changes, the interagency
coordination may fail if new team members do not support the vision. Therefore, interagency

coordination should be institutionalized and maintained by senior administrative personnel.

Highly motivated front line staff members who volunteer to take these administrative positions

are often invaluable in promoting and sustaining interagency coordination and partnership.

Coordinated public policy

State and local policies related to substance use and its treatment for offenders are often in a

state of flux, even in the short term, with leadership from administrative agencies and the
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different branches of government sometimes following different 0 and occasiona lly conflicting -
visions of what is in the public interest. Policies on offender rehabilitation and the impact of

treatment are part of this policy debate. Ideally, the vision of offender rehabilitation and

treatment should be coordinated at the highest levels of State government, starting with the

governor and State legislature. Legislative support is crucial, especially with regard to funding

and other critical policies. To enlist legislative support, State decisionmakers and policymakers

must be appris ed of research demonstrating the impact and cost - effectiveness of offender
treatment and the significance of the transition period. (More detail on legislative issues is

provided in a later section of this chapter.) Once sufficient agreement among key poli cymakers is

reached, policy statements should be developed that apply to all partners.

For example, resistance to offenders' return to the community should be addressed as a matter

of public policy. Upon release, offenders should be able to remain in or go to a different
community to participate in treatment, even if the program is not in the county of last

commitment or location of last residence. This can be especially important if the last place of
residence was a high -risk area for the offender who want s to avoid these risks. Therefore, the
Consensus Panel recommends that States, counties, and other jurisdictions develop policies that
permit offenders who are being transferred from prison to community treatment to go into a
community other than that of | ast commitment or last residence. A system should also be
established that allows the client to move up or down on the treatment intensity scale and to be
placed in the least restrictive setting required. That is, a client with a number of positive urine
tests could move to a more intense level of treatment rather than automatically being removed

from the program and placed back in the general population.

Other offenders, however, may want to return home but the community resists -- a"notin my
back yard" syndrome is especially virulent with regard to specialized housing for offenders. Many

of these public fears are related to misconceptions about criminality and substance use

disorders. Yet research demonstrates that providing treatment and transition serv ices reduces
the risk of criminality and substance use disorders among offenders. Providers of transition

services should accordingly promote community buy -in for transition efforts. This can be



accomplished through public education, public relations, and media campaigns. The general
public, community decisionmakers, and politicians should be educated about the fact that most
offenders are going to be returned to their home environments or communities and should

receive rehabilitation services in orderto b e successful there.

Clarification of Roles

Unless one individual has been designated as the lead for transitional program planning and

administration, the individual and organizational roles and responsibilities within each agency in

the partnership must be delineated. These decisions should be made as early as possible in the
planning phase. The establishment of a distinct, but interdependent role for each collaborating

agency is fundamental to success. Agreement must be reached on specific issues, such as who
takes the lead, who will schedule meetings, who records and distributes drafts of meeting

minutes, and how meetings will be run.

Since administrative support functions of a transitional services program are critical to its

success, decisions about r  esponsibility for these functions should be made carefully. If no one

person has been designated as administrator for the program, each partner should participate in

determining how staffing should be handled. There may be a position in one of the agencies that
can be reassigned to this effort, or tasks may be added to an existing position. In some cases, a

new position must be created, which requires a funding commitment and supportive personnel

policies.

In addition, because staffing will cross agency li nes, agreement on cross  -training is strongly
recommended to increase the knowledge of all staff members and to foster a comfort level that

facilitates communication. Cross -training should focus on the philosophy, goals, semantics, and
operations of each pa rtnering agency. Cross -training reduces intra  -agency personnel problems,

distrust, and the potential for offender manipulation.

Case Management Planning



Case management planning and its implementation are at the heart of effective transitional
services. E ach participating agency administrator must ensure that the agreements reached
among the partners address the timing, methods, and responsibility for case management.

Administrators also need to be aware that case management planning for transitional servi

unique and influenced by several factors:

e Ateam approach to case management planning is often required, since
supervision and service delivery will include a variety of community agencies.

e The releasing agency and the community -based agencies must

the transition process.

e Cross-training in case management planning should be conducted to ensure

that all personnel follow the same planning procedures.

e Policies or agreements on risk assessment and needs assessment instruments

ceis

be invested in

should be mad e during the case management planning phase. Existing means

for assessment must be reviewed to decide their applicability to the transition

program (see Chapters 2 and 3 for descriptions of comprehensive assessment).

e Within the case management plan, policies on postrelease supervision of

offenders must include the full range of responses to offender behavior, such as

the response to relapse. Will a relapse lead to increased supervision or

treatment? At what state will relapse be grounds for parole or probation status

violation or revocation? The responses for other offender beha

include increased intensity of treatment, community service work, short

detention, or jail.

Recommended administrative strategies for improving transitions

The National Task Force on Correctional Substance Abuse Strategies (1991) makes the

recommendations on linking corrections and community resources:

viors could

-term

following

e  Cumulative information -- with the offender's consent -- should follow the

offender from the earliest impact point throughout the entire process.
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e Assessment and treatment informati on -- with the offender's consent -- should
be shared with all programs providing treatment services to the offender.

e Continuing care plans should be developed prior to transitions between and
from correctional facilities and agencies.

e Formalized agreement s should be developed among State and local agencies in
the correctional system and treatment community to detail areas of
responsibilities, services provided, and mechanisms for exchanging information.

e Combined case planning should be accomplished among ¢ orrectional and
treatment agencies when working with the same substance -using offender and
when transferring the offender from one agency to another or from one part of
the correctional system to another.

e Cross-training across disciplines and agencies shou Id address a wide array of
treatment techniques, case management issues, and criminal justice concerns,
and should be conducted on an ongoing basis for professionals and
paraprofessionals working with substance -using offenders.

e A management information sys tem (MIS) should be established and used
within and across systems to monitor the delivery of appropriate substance use
disorder programming to offenders, collect data for program evaluation, and

establish a rationale for additional interventions and staff

Information Sharing

During the planning phase, types and amounts of information to be shared must be considered a
central issue, and the resulting decisions should be clearly defined. The individual(s) responsible
for information transfer and the timefr ames to which these are bound should be specified for

each partner.

During planning discussions, each agency should be prepared to contribute its lists of the types
of information (such as databases) that are available for the information sharing process. Every
effort should be made to avoid requesting data that are not being collected or asking some

agencies to find or create information that is needed for the transitional services program only.



Acceptable substitutes should be discussed. For example, if 9 0 percent of the data needed for
the partnership's purposes exists in one agency's client discharge summary, that form may be
acceptable even without the additional information. Once existing data have been identified, the
partnership should discuss the ne ed to generate "new" data that are not currently being

gathered in any system. These plans should include funding for the development of adaptations

to each agency's MIS.

One way to generate data for all parties is to use automated MIS, which also are valu able
mechanisms for promoting interagency cooperation and increasing the likelihood of successful

transfers. These systems can permit all players to have rapid access to the same information,

provided the Federal confidentiality regulations limiting access to information about offenders in
treatment are followed. They help promote consistent and multi -use forms that can be used by
multiple agencies. An MIS can help decrease resource duplication and enhance consistency of
information. Also, such systems can have important roles in conducting quality assurance

checks. If possible, an automated MIS should be established and used within and across systems

to monitor the delivery of appropriate substance use disorder treatment to offenders, collect data

for progr am evaluation, and establish a rationale for additional treatment and staff (National

Task Force on Correctional Substance Abuse Strategies, 1991).

Inte grated information systems are beginning to be developed to facilitate the ongoing

communication, data collection, and evaluation of cross -system programs. A shared data system,
with data elements and security issues delivered by the partnership, is develo ped either using
existing data systems or creating a new system that replaces existing systems. One example of

this is the Baltimore/Washington High -Intensity Drug Trafficking Area (HIDTA) Project. The
Delaware drug court is beginning to design a system to draw data from the courts, Treatment
Alternatives for Safe Communities (TASC), and providers into a separate system for use by all,

as well as feed new data into the existing systems. This approach comes from a recognition that

all involved agencies have a stake in the entire case.

Each partner may have data that cannot be shared. Strict monitoring and oversight

responsibilities should be clear to ensure that the information sharing process occurs as originally
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specified, without compromising client confi dentiality or data integrity. This topic is also

addressed in the section on confidentiality below.
Information sharing plans should address the following points:

e Appropriate oversight should be provided to ensure that necessary information
is being obtai ned. A data manager could be designated to handle information
on the transitional services program.

e When existing databases will be used, their data elements, software formats,
update schedules, and general availability for use should be determined. The
possibility of using a shared MIS across systems should be investigated.

e Information needed for monitoring program performance and conducting
evaluation should be included.

e The basic process for information sharing and the appropriate conduits for this
acti vity (hard copy, special forms, disks, etc.) must be identified and explained.

e A method or policy should be developed to ensure that information follows a
client to the next provider, especially information on treatment intensity and
the extent of clients' program participation.

e Commitments should be made in writing from each agency in a letter of
agreement, interagency agreement, or cooperative agreement describing

specific information sharing requirements.

Procedures for Monitoring

Once representatives  have agreed on the policies and procedures needed to ensure complete
transitional planning and services, they must then agree on the measures by which

implementation will be monitored. For example, if agencies agree that offender assessment is to

be comple ted within 30 days of release and that case management plans are to follow within 7
working days, data showing compliance with this agreement must be maintained. Similarly, if
agencies agree that positive drug tests will result in program referral and enro liment, data

related to these incidents must be tracked. Participating agencies can increase cooperation with



contract provisions encouraging the agencies to work together toward improved client outcomes.
Mutually beneficial goals and outcomes should be se t and agencies held accountable for reaching

these goals and outcomes.

Legislative Issues

States have historically legislated policy for correctional programs. In recent years, program

policies have increasingly been tied to costs, with delegation of auth ority placed where legislators
see fit. Some lawmakers have advocated alternatives to incarceration for treatment purposes.

Other legislatures have created situations that negatively affect the linkages between criminal

justice and substance use disorder t reatment systems. Legislative attempts to regulate offender

substance use disorder behavior have led to the imposition of several new sanctions:

e New laws mandate subsidiary offender punishment, such as revoking convicted
drug felons' rights to receive ben efits from entitlement programs such as
welfare.

e Additional penalties are imposed on offenders by agencies other than
corrections. For example, public housing authorities may evict a substance -
involved tenant who does not provide a copy of her treatment re cord. Or the
child welfare system may be more likely to take away custody of children.

o With reforms of the welfare and health care systems (e.g., Hatch Amendment),
funding for offender treatment and eligibility for public assistance and Medicaid
must be mo nitored for individuals with felony convictions.

e Other types of sanctions against substance -using offenders have been imposed,
including ineligibility for loans, professional licenses, research grants and
fellowships, and federal contracts and purchase ord ers; denial or revocation of
passports; and suspension of driver's licenses or occupational licenses (Bureau
of Justice Statistics, 1992).

e The "get -tough" stand is eliminating the treatment alternative for many

convicted of a violent offense, those who ma y have longer substance use



disorder histories and greater criminal histories -- those who will need

treatment the most.

Legislative mandates on institutional and transitional programming can also be positive, creating
the opportunity for offenders to rece ive treatment or promising service improvement. For
example, some legislation requires the creation of separate treatment facilities or programs
within the jail or prison system; other regulations require that current institutional treatment

programs condu ct transition planning and services.

State legislatures have a tremendous capacity to shape policies, organizational structures,
resources, and programs related to the transition of offenders from institutional to community
based treatment. For example, Ne w York's Managed Care Law sets an important precedent:
Managed care organizations must pay for treatment, up to the limits of the plan, if the court

orders such treatment.

Transitional service program administrators should have a keen awareness of how Sta te
legislatures can affect their programs or larger policies. Changes in mandatory sentencing or

drug laws can have a major impact on who comes into institutions, how long they stay, and the
conditions under which they are released. In response to the cont inually changing legislative
climate, a transitional services program administrator must educate the legislature on the

necessity for these services, be aware of opportunities to help develop new legislation, and

identify the need for changes in existing | egislation that presents obstacles to successful offender
transition. This can be accomplished in part by working with individual representatives who are
interested in or have responsibility for regulating substance use, criminal justice, or health

issues. Legislative briefings with all agency partners in attendance are also very effective. The
administrator has the responsibility to develop programs that are compatible with current

legislative mandates and requirements. Examples of legislative opportunitie s and obstacles are

described in the following sections.

Legislative Opportunities to Support Transitional Services



The three most important legislative opportunities to enhance transitional services programs for
offenders result from provisions made in ( 1) community corrections acts, (2) structured

sentencing laws, and (3) truth in sentencing laws.

1. Community Corrections Acts  : Increasingly, State legislatures are passing laws that create local
planning boards charged with responsibility for comprehensi ve planning for local corrections
systems. Among other objectives, these boards help develop jail -based treatment programs and

aftercare. Community corrections acts generally reduce prison admissions for nonviolent
offenders, who are instead sentenced to | ocal sanctions and services and have increased
opportunities for treatment, often with State subsidies. Such laws may also provide sentencing
alternatives, such as "split sentences" that begin with treatment during jail time and continue

with community tre  atment options following release. In Oklahoma, community correction boards

must include not only justice representatives, but also treatment and social service agencies and

community members at  -large.
2. Structured Sentencing Laws: Such laws generally redu  ce judges' sentencing discretion by
mandating prison sentences for some high -risk offenders and community -based sentences for

low -risk offenders. Other offenders may not receive prison sentences. These laws may expand
the population of offenders for whom ¢ ommunity treatment may be expected following a period

of incarceration.

3. Truth in Sentencing Laws : These laws provide an opportunity to mandate treatment as a

sentence for offenders who commit low -level crimes. Mandated treatment may assist in

reserving prison space and allocating more funds for the institutional treatment of serious

offenders. In the case of more serious offenders, these laws sometimes mandate that the actual

time served in institutions closely approximate the amount of time ordered by a judge. Truth in

sentencing laws may compel certain offenders to spend long terms in prison.

Legislative Obstacles to Effective Transitional Services



State legislatures have the authority to determine many issues critical to the successful

transition of  offenders from institutional to community treatment settings. Legislatures determine

which agency is in charge of parole, probation, and community treatment. The legislature may

also determine the agency in charge of transition to the community and/or comm unity -based
substance use disorder treatment. A transitional services program administrator must be aware

of the States' legislative position on these issues and the current structure of these services to

effectively navigate the planning and implementatio n processes. If there are obstacles, the
administrator must be able to identify and work with those obstacles. The kinds of legislative

obstacles a transitional services program administrator might expect to encounter are described

below.

e Determinant Sent encing Laws: These laws establish absolute terms of offender
confinement and abolish early release through parole. Instead of parole, these
laws may mandate a term of community supervision. From an administrative
perspective, there is a custodial concern t hat the removal of the motivation
provided by early release may lessen offender involvement in institutional
treatment and rehabilitative programming. In such situations, there is a
stronger need for transitional services following release.

e Presumptive and Mandatory Minimum Sentencing Laws: Such laws reduce or
eliminate judicial sentencing discretion, particularly for substance -related
crimes, and compel judges to incarcerate offenders. Transitional services
program administrators must be cognizant of the i ncreased incidence of prison
admission for certain substance -using offenders and realize that once they are
released, this subpopulation will need a higher level of transitional services
than other groups of offenders.

e Legislative Treatment Mandate s: Stat e legislators may unwittingly hinder
treatment services by mandating the level of treatment and/or creating specific
treatment termination criteria (i.e., three dirty urine tests result in termination
from treatment). Under such circumstances, treatment is not driven by

individual offender needs or treatment progress. Legislators should be educated



that regulations of this type negate the effectiveness of treatment and thereby
increase the burden of transitional services programs. Supplying cost/benefit
inf ormation to legislators may help convince them of the overall savings in tax

dollars gained from reduced recidivism through effective treatment.

These and other legislative obstacles require the transitional services program administrator (and
each partner 's administrator) to take responsibility for shaping legislation by providing

information on transitional service needs to legislators whenever possible.

Funding Transitional Programs

Agencies involved in planning for transitional programming face the ch allenge of finding the
resources needed to complete the planning process and support ongoing operations, monitoring,
and evaluation of the programming once it is implemented. Several specific areas of need were

identified by the Consensus Panel and are dis cussed in the following sections.

Planning Activities

Planning is an intensive and time -consuming activity. If staff members involved in planning are
unable to focus on their planning because of other job responsibilities, or lack the expertise to
organiz e, create, and plan transitional programming, it may become necessary to identify new

resources to support the planning process.

New funding or resources may be available from Federal, State, or local agencies, or from
foundations, which often fund new ser vices or programs. Support for planning activities can also
come from reallocation of resources within participating agencies. Reassignment of staff

members may facilitate some planning or program development activities.

Operational Activities

Support fo r ongoing transitional program operations may be generated from reallocation of

existing resources within collaborating agencies or the reassignment of personnel. To create the



necessary array of supports and services, programs can attempt to combine exist ing but
separate funding streams from welfare, housing, primary medical, substance use disorder,

mental health, and justice budgets. Reallocation of funds from these sources may be justified

because front -end investment in transitional programming can ulti mately produce long -term

savings for most of these agencies.

Often, however, transitional services program administrators must identify additional sources of
funding for ongoing operations or assist partnership members in doing so. Within the

partnership, agencies can work together to seek additional funding from Federal, State, or local
government authority. Partnerships of several agencies can leverage State money with Federal

or local funding. It is critical that those agencies work collaboratively, rat her than competitively,
to generate funding in order not to undermine the entire process. Foundations may be willing to
support model transitional programming for a demonstration period. Finally, agencies may need

to find other, more creative sources of fu nding; some jurisdictions have tapped into resources
recovered from confiscation and forfeiture of offender assets. Consideration should be given to
accessing different funding streams for different groups of offenders. For example, offenders in
transition al services programs for a certain period of time may become eligible for government

benefits, including public assistance.

Evaluation Activities

Existing evaluation resources, brought to the table by each participating agency, can be
combined for more e  fficient use (see the section on evaluation later in this chapter). A
partnership can approach Federal, State, and local funding agencies to support evaluation
research essential in documenting the effectiveness of transitional programming. Foundations
may be interested in supporting the effort to document the efficacy of model programs that can

be replicated in other jurisdictions.

Managed Care



Currently, the typical resources for funding transitional service programs are State budgets.
Increasingly, howe ver, treatment services and, as a result, transitional services, are funded
through managed care organizations and discretionary funding. The obstacles these funding

sources pose for transitional services are discussed in Chapter 1 of this TIP. It is essential for
administrators to understand how funding streams and managed care initiatives operate within

their community and to be involved in planning and contract neg otiations of such funds.

Funding Following the Client

Funding identified for offenders having substance use disorders should be driven by client needs

and should "follow the client" rather than be preallocated to specific systems or agencies. As

populatio n needs change, funding changes should follow. For example, the agency most
available to provide transition services should receive the funding. When institutional
treatment is available but community -based treatment is not funded, continuity of care canno
occur. Treatment providers often struggle with funding issues in relation to offenders who are

mandated to treatment by the courts when there is no funding to support it.

Confidentiality Issues

Confidentiality issues affect the structure and operations of transitional services programs
offered by a collaboration or partnership. As always, the central issue is balancing protection of
client confidentiality and the offender’s right to privacy against the needs of various agencies for
information. Itis cri  tical to this goal that all partners understand the limitations on sharing of
information by substance use disorder providers and the importance of safeguarding any
information received from a treatment provider about a client from further disclosure to or

sharing with others.

It should be noted that several other TIPs have presented information on a variety of
confidentiality issues; some have done so at great length. Therefore, this TIP does not offer
comprehensive information on the topic. Instead, this section describes the types of

confidentiality issues that must be addressed by a transitional services program administrator
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and the agencies involved in a transitional program partnership. For more information on many

aspects of confidentiality, the Cons ensus Panel refers the reader to the TIPs listed in Figure 4 -4,

Additionally, the CSAT Technical Assistance Publication (TAP) 18, Checklist for Monitoring Alcohol

and Other Drug Confidentiality Compliance (CSAT, 1996a),  contains valuable information for

determining whether confidentiality has been violated after the fact.

Confidentiality Issues for Transitional Services Partnerships

The confidentiality i  ssue of greatest concern to a transitional services partnership is the security

of client data within and across all agencies. During the planning process for information sharing,

this issue should be addressed in great depth. A full discussion of electron ic data confidentiality
can be found in TIP 23, Treatment Drug Courts: Integrating Substance Abuse Treatment With

Legal Case Processing (CSAT, 1996b).

Other issues that should be brought to light when developing confidentiality procedures for a

partnership -based transitional services program are

e The use of consent forms, including revocable, nonrevocable, limited, and other

types of forms (see TIP 23 [CSAT, 1996b))

e How to handle information that is not protected by confidentiality, as this
differs by program type or setting
e Appropriate confidentiality s pecifications for conducting program evaluation
e Procedures and rules for sharing information between service providers in the
partnership
e Methods for handling disclosure of criminal acts (e.g., the variations that exist

in different jurisdictions)

Confidentiality Guidelines for Administrators of Transitional Services
Programs


http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54735
http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54736
http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A54708#A54736

For the administrator charged with managing a transitional services program, it is essential both

to understand confidentiality regulations and to create methods by which clients are informed of
their rights. There should be clear agreements concerning confidentiality within the various

components of the criminal justice system and with each of the partnerships' service providers.

All staff members involved with transitional services n eed training on the parameters of client
confidentiality. To ease the development of the procedures and forms associated with

maintaining confidentiality, the transitional services program administrator needs to

e Be aware of the differences between terms o f consent for offenders who are
mandated to treatment by the criminal justice system and those who enter
treatment voluntarily

e Have a clear understanding of information redisclosure issues, the need for
separate consent for followup, the right to revoke c onsent, and the expiration
of consent

e Recognize the need to comply with other programs' consent requirements

e Have a clear understanding of differences in consent for clinicians,
administrators, clerical staff, and other types of service providers

e Develop a checklist of consent and confidentiality issues (i.e., clarification of
what, when, how, to whom information can be given) to review with the
partnership members

e Assign a designated confidentiality expert to the task of preparing materials
and procedures

e Understand the implications of confidentiality as it pertains to case
management, including issues of consent that affect the disclosure of
information from several agencies, the extent to which disclosure is legal and
ethical, the issue of disclosure with out consent, and differentiating between
case management and qualified service agreements

e Understand the implications of confidentiality as it pertains to interagency,

cooperative, and other agreements



When developing transitional services programs, it is also critical to maintain client confidentiality

at all levels of planning and implementation.

Program Evaluation for Transitional Services Programs

Evaluation of transitional services programs is much like that of other programs. There are,

however, som e unique evaluation issues, because services are provided by different agencies,

and each has its interests and concerns to protect. It is essential that the planning process

address evaluation issues, including what data will be used; who will be responsi ble for collecting
data; who will assist in data interpretation; and what, how, and to whom data will be reported.

In addition, a program evaluator must be identified during the early part of the planning phase.

This section provides a basic overview of th e evaluation of transitional services. Additionally, the
Consensus Panel recommends the in -depth discussion of evaluation and monitoring found in TIP

14, Developing State Outcomes Monitoring Systems for Alcohol and Other Drugs Abuse

Treatment (CSAT, 1995a).

Evaluation can be conducted by the participating agencies as a collective effort or by a

designated third party. When transitional services in a juris diction are provided by many
agencies, the Consensus Panel recommends the use of a third - party program evaluator. This
person should clearly understand each participating agency and have access to the information

necessary to conduct an evaluation.

Partic ipation of the evaluator from the inception of the program lays the foundation for the

evaluation effort, because the data elements and issues affecting program evaluation will then be
identified and included. The cooperation of all partnership administrat ors and agency staff
involved in the evaluation must also be obtained early in the process because successful program
evaluation depends not only on good design and an adequate number of subjects, but also on

the cooperation of staff and others involved in the intervention. This cooperation can be expected
in a research environment, but in settings such as prisons, jails, probation departments, and

community treatment programs, the evaluation can place demands which staff may be reluctant

to assume. Itisi mperative, therefore, that an evaluator gain and maintain the cooperation of
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program staff. This can be facilitated by explaining the purpose of the study, sharing data
collection instruments with staff, listening to concerns about the study, giving the st aff feedback,

and making them aware of time constraints.

Purposes and Uses of Evaluation Information

There are many uses for the information gathered from a program evaluation. Evaluation not
only documents program implementation but helps to guide it. Pr ocess and outcome evaluations
are also used to improve implementation of subsequent programs by identifying strengths and

weaknesses. Evaluation provides data to

e Justify program costs and identify cost offsets

e Establish program effectiveness or success

e Make program adjustments

e Assist in legislative decisionmaking and fund allocation
e Serve as a basis for obtaining additional funding

e Serve as ajustification for expanding services

Process Evaluation

Process evaluation examines the implementation procedures and operations of a transitional
services program as it compares with the program's stated goals and objectives. Process

evaluation can be used to determine whether the people studied actually received program

services and measures the intensity and durati on of services provided. Unless evaluation
describes what happens during a program, its strengths will not be known, and necessary

changes in program design will not be identified. A good process evaluation suggests ways in

which a program can be improved and serves as a management tool for further program

development.

Many treatment efforts have been ineffectual, misunderstood, or misinterpreted because the
program was not implemented as it was described in the original design. Process evaluation can

be us ed to assess whether the program that was originally designed is the program that is being



tested. A process evaluation can also help interpret the results of an outcome evaluation by
providing a description and assessment of the services provided and the population receiving

them.

Because several agencies are part of the service delivery continuum, process evaluation of
transitional service programs requires a great deal of effort. To conduct a comprehensive process
evaluation, the participating agencies m ust each undertake comparable process assessments,
which means they must be willing and able to assess the implementation of their service

components.

Outcome Evaluation

Outcome evaluation determines the effectiveness of a program when comparing the group
receiving services to a control group receiving no treatment, an alternative program, or standard
treatment. Outcome evaluation measures a program's ability to produce expected changes in the

clients who are part of the program.

Types of Evaluation Designs

e Posttest: In a posttest -only design, data are collected from patients at some
point following treatment and then analyzed to determine if certain groups of
patients have had better outcomes than other groups that did not receive the
same services.

e Pre/Post Intervention:  This design balances scientific rigor with practicality in
that it allows for a measure of change over a period of time. "Pretest" and
"posttest” are analogous to "before” and "after" or "baseline" and "outcome."
However, this designis  limited because it does not prove a causal relationship
between patient outcomes and treatment.

e Quasi-experimental (comparison group): In this design, patients are randomly
assigned to two or more groups. One group receives the conventional

treatment, whil e the other receives the experimental treatment or no treatment



at all. This is the strongest type of research design because of its capacity for

demonstrating causal relationships between interventions and outcomes.

Of the three types of evaluation design s, the use of aquasi  -experimental approach is preferred.
Care must be taken to ensure that the comparison group selected is truly comparable to the

client population by client profile, risks, and needs, and that data on these characteristics are

available . The Consensus Panel suggests the use of a pre/post intervention design if a quasi -

experimental design is not possible.

As mentioned, evaluation of transitional services poses unique challenges. First, data from

several agencies must be collected. Second, attributing client outcomes to a specific agency is
difficult. Third, each agency may focus on a slightly different or very different measure of client
success. A consensus on measures of successful outcomes must be reached in consultation with
the progra m evaluator prior to initiation of services. The focus of outcomes measurement should
be on behavioral changes, such as reduced substance use or abstinence, stopped or reduced

criminal activity, compliance with supervision requirements, and stability withi n the community.

Evaluation Reporting

The individual selected as the program evaluator will be responsible for coordinating the

evaluation effort with each participating agency. Therefore, each agency should The individual
selected as the program evaluato r will be responsible for coordinating the evaluation effort with
each participating agency. Therefore, each agency should designate a staff member to help the
evaluator compile that agency's information for the report. As evaluation activities are being

planned, agreement should be reached among participating agencies concerning the frequency of
evaluation reporting, the data elements required for the report, and those who will receive

reports. The format, length, and breadth of detail reported should also be determined. The
program evaluator should ensure that the final report addresses any concerns raised by

participating agencies and is written in clear and concise language. Ideally, evaluation data

should be collected at 3 months, at 1 year, and later, if possible. Since offender clients are often

on extended probation or parole, they may be easier to track than traditional clients.



TIP 30: Chapter 5 d Ancillary Services

Offenders with substance use disorders need certain basic services as the y enter the community.
These services are provided by a number of public systems that are generally not well

coordinated, and because of the factors discussed throughout this TIP, offenders' abilities to

access these services are limited. However, efforts at treatment are unlikely to succeed unless

these basic needs are met. Foremost among these needs are

e Housing

e Employment

e Family support
e Peer support

e Transportation
e Education

e Primary health care

Many offenders lack more than one item on this list, and serv ices must be prioritized for each
individual. Safe housing is the paramount need for most inmates leaving custody, yet other

needs can be almost as pressing for some. For example, transportation to secure housing may

be needed, or planning for medication d elivery might be crucial to avoid a health or psychological

crisis.

Continued recovery requires that substance use disorder treatment remain a high priority during

the transition period, but treatment will almost certainly be undermined in importance if a ny of
the supportive components is lacking. Furthermore, public safety is at risk when offenders do not

receive necessary supports because they are at greater risk of relapse and a return to criminal

activity.

The complexity of accessing services creates many barriers for the offender. The offender must
be vested with primary responsibility for meeting her needs, but the stresses of finding housing,

employment, and perhaps child care, in addition to requirements for supervision and treatment,



increase the potential for relapse. Treatment schedules may conflict with parole mandates, and
job -seeking or work may compete for the time allocated for therapeutic needs. Coordination of
these supports based on an individualized transition plan helps keep the client from being

overwhelmed.

To ensure that each offender has basic needs met when returning to the community, an effective
prerelease assessment is essential. The results of the assessment shape the transition plan, and

the transition team has the responsibili ty to integrate service delivery as much as possible.

The difficulty of coordinating services is not the only roadblock to a successful transition. Some

service providers do not consider released offenders their responsibility, particularly if they

cannot be easily reimbursed for treatment. Once the offender is no longer within the custody of

the criminal justice system, services previously available through that system may be

unavailable. This adds to the challenge for case managers or others responsible f or brokering
care. Returning offenders must often contend with reluctantly given support and a lack of

funding for health care and substance use disorder treatment services that were previously

received in the correctional institution.

Certainly the offend  er retains primary responsibility for his own coordination of services, yet the

overlap among services and service providers can be confusing and overwhelming. If no entity is

required to provide assistance, service providers may "pass the buck," leaving t he responsibility
for the offender to some other system. Without integration of services, the offender has no

access to other systems and is left without resources. This chapter presents the critical elements

of a variety of social supports and suggests me thods for obtaining services within each system.

Relevant examples from model programs or approaches are highlighted throughout.

Housing

It is very difficult for a substance -using offender to make a successful transition to the
community without housing t hat is safe, secure, and free of substances. Upon release, many

offenders return to the environments that originally contributed to their drug problems and other



criminal activities. Therefore, making sure the offender has suitable housing should be one of the
transition team's top priorities. Ideally, substance use disorder treatment is integrated into the

housing situation in residential treatment or a halfway house.

Because safe, secure, and drug  -free housing is so important o and often difficult to obtain - a
housing plan should be in place before release from incarceration. The offender, along with the

transition team responsible for this service, should identify a living arrangement that meets his

needs and then arrange a linkage with the entity providi ng housing. Local housing agencies can
be brought into the team as partners in this effort. Working with publicly subsidized housing,

such as Section 8 housing available through the Department of Housing and Urban Development

(HUD), can be time -consuming a nd confusing.

Graduated levels of structured living environments are helpful in easing an offender toward

independent living. Community treatment providers can operate supportive living arrangements

for offenders engaged in outpatient care. These would be low - cost, substance -free housing
environments with a level of peer supervision and support for recovery. Some options are

residential treatment facilities, transition treatment centers (such as the Key -Crest program),
halfway houses, parole restitution ce nters, sheltered living situations (such as Oxford House; see
box above), and the offender's own home. Special populations, such as mentally impaired or

juvenile offenders, may have available housing designed specifically for them.

Model Program: The Center on Addiction and Substance Abuse
Demonstration Program

CASA supports a national demonstration program that provides intensive services to offenders

who have received significant substance use disorder treatment in an institutional setting and are

returni ng to the community on probation or parole. The goal of the program is to sustain

treatment gains and facilitate a "positive reintegration into the community by providing a

package of aftercare services." The components of the package can include aftercare treatment,
training and employment, substance -free housing, primary and mental health care, and

parenting/family skills training.



Employment

Preparing an offender to seek and maintain employment is another key element of a transition

plan. Employment se  rves several significant purposes for the offender, in addition to providing a
source of income. Working augments self -esteem, provides the opportunity for socialization,
demonstrates accountability for self, and is an essential step toward entering mainst ream

society.

There exist considerable obstacles to employment for substance -using offenders. Many lack job
skills because they were unemployed or underemployed before incarceration. Offenders may also

lack the social skills necessary to seek and hold jobs . Training programs conducted in prisons or
jails can help offenders develop these skills and give them reasonable expectations of the types

of jobs they may be considered for. It is also important that offenders develop coping skills that

can assist them when they encounter negative attitudes in the community, such as the stigma
associated with having been incarcerated. Disclosure of the need for substance use disorder

treatment may also alienate some employers.

Planning for employment should begin well be fore release. While still incarcerated, offenders can
benefit from job training and job readiness preparation, skills identification and assessment, role

playing for future interviews and job situations, and reach -in programs that serve as quasi -
internship s or offer transferable pre  -employment experience. Prior to release, case managers

often develop a resource directory of employers that will hire offenders and talk with probation

and parole officers about employment possibilities. There are often many ava ilable partners in

the community ready to help with the employment component of transition.

Some correctional agencies conduct job fairs in which local businesses provide information on
available positions in the community. Staff and volunteers conduct th ese job fairs for inmates
who are about to be released. These events provide an opportunity for employers to visit the

prison units and conduct practice interviews, assist with resume writing, and conduct job skills

assessments. This has proven to be a "wi n-win" situation for employers and offenders. The



offenders are prepared to seek jobs that may be available in the community and the employers

fill their vacancies and network with other employers.

State and local entities have a large role in fostering jo b creation and placement. In Texas,
Project RIO (Re -Integrating Offenders) is geared toward helping inmates make the transition
back into the community. The Texas Department of Criminal Justice and the Texas Workforce
Commission collaborate to provide job skills training and job referral/placement services to
offenders prior to release. Often, Project RIO works with offenders to build on vocational skills to
obtain employment after release. The Project maintains relationships with various job training

progr ams and employers who are willing to hire offenders.

When an offender is offered a job, the case manager and/or community supervision officer

should determine whether the job provides a supportive environment for recovery. If substances

are available onth e premises, the placement is obviously inappropriate. The new employer may

be enlisted as a member of the community supervision team, serving as a point of support and
accountability. Some employers will help a case manager monitor an offender for signs of

relapse. Case managers and community supervision officers can help to coordinate the timing of

service appointments so that there is no conflict with the demands of job programs and

employers. It is critical that the offender satisfy both job requirements and treatment needs. For
more information on employment issues, refer to the forthcoming TIP, Integrating Vocational

Services With  Substance Use Disorder Services (CSAT, in press).

Model Program: Oxford House

Oxford House, Inc., is a group of self -run and supported substance use disorder recovery houses.
The underlying principles of the Oxford House program are similar to Alcoholics Anonymous and
Narcotics Anonymous groups. A supportive peer structure provides a substitute for substance
dependency on an on going basis. A new value system replaces the old, and new relationships

take the place of problematic friendships and lifestyles. Self -esteem is enhanced, and sobriety

becomes habitual and easier over time.



Family

Families and significant others can have both positive and negative roles in offenders' lives.
Some provide support for a successful transition to the community, while others may present
barriers to recovery because of their own substance use (or other problems). Prior to release, it
is important  to know whether the offender's family environment will be a source of strength or
an inducement to return to substance use and crime. Therefore, a prerelease assessment of the

family environment should be conducted. This assessment should measure

e Whether other family members are using substances
e  Whether there is domestic violence

e The level of support for sobriety

e Hopes regarding family reunification

e  Current child care and child custody status

e The availability of family members in nurturing roles

e The famil y services already in place

e Areas of potential vulnerability

Model Program: The South Forty Corporation

The South Forty Corporation in New York is a nonprofit criminal justice organization that helps

inmates and exoffenders make the transition to employmen t in the community. In several New

York State correctional facilities, South Forty offers prerelease service programs that include job
counseling and job readiness preparation, as well as education and general counseling. South
Forty also provides postrele  ase services during business hours at its central office. These
services include job development and job placement, vocational counseling, and educational
testing. Before individuals can receive employment placement, they must participate in a 4

orient ation and workshop. The 4 days are structured as follows:

e Day1l -- Clients are introduced to the South Forty staff and informed of
program requirements. Intake applications are completed, and eligibility status

with Department of Employment regulations is verified.

-day



e Day2 -- The Test of Adult Basic Education (TABE)is administered, in
accordance with Federal regulations. Job Developers use the results to
determine the appropriate type of work for each client.

e Day 3 -- Both classroom instruction and role play ing are used to help prepare
clients for job interviews.

e Day4 -- Clients are helped to prepare their resumes, assessments are

finalized, and job interviews for the next week are scheduled.

Sometimes it is difficult to enlist family members because they ar e unable or unwilling to
participate in rehabilitation efforts. If the correctional facility is far from the inmate's home, it

may be hard for family members to have regular contact. Paroled prisoners may not be able to

cross State lines to see loved ones. In some cases, families "disown" an offender because of her

criminal and substance -using behavior.

If, however, the offender's family wants to aid in the transition, the case manager should include

it in prerelease sessions. Families then become an active part of the therapeutic process. Family
members can benefit from support groups, such as Alanon, Narcanon, and Prison Families
Anonymous, which provide peer support. Some jail and prison treatment programs provide

groups for family members to help them id entify relapse issues and to develop strategies to

assist in the transition process.

Fostering communication among family members and probation officials and treatment personnel

is beneficial as long as it does not violate confidentiality. The offender's f amily can receive
ongoing information about ways to support, rather than undermine, sobriety and crime -free
behavior. They can also be educated to become wise consumers and help in obtaining the best

services for their family member. The family can also he Ip enhance accountability, but enlisting
relatives' help must be handled delicately. If a loving family member monitors for relapse and is

willing to report the offender to authorities, the offender may feel he has nobody he can trust. In

extreme cases, th e family member might be in physical danger if the offender reacts with anger

at being reported.



For women, family issues may be especially complex (see Chapter 6).  As a result of

incarceration, many women have had a change in family structure or relationship status. They
may have been abandoned by men; if they have children, the children may have been placed in
foster care or have bonded with another adult. The stres s for the woman attempting to re -enter

the family unit can be substantial.

The case manager can ensure that offenders with children have adequate parenting skills and

access to appropriate programs. If there has been a change in custody during incarceratio n, the
case manager may work with personnel in departments of child protective services to determine

the best interests of all family members. Churches and private groups can be useful for general

parenting support, and Parents Anonymous provides support f or families in which there has been

a history of neglect or abuse. When there is a child support obligation, the case manager can

help find a means for facilitating prompt and full payment.

Model Program: Children's Center Summer Program

At the Bedford Hil Is Correctional Facility in New York, the Children's Center Summer Program

gives inmates an opportunity to enjoy positive time with their children, maintaining and

improving family ties. Volunteer families are recruited to host inmates' children for a peri od of no
more than 1 week. The children spend days with their mothers at the prison in organized

recreational activities. Community members give substantial support, whether as host families,

providing day care, or helping with tasks as varied as making ph one calls or providing

transportation.

Peers

Peers can either inhibit or support the reintegration of an offender to the community. Many

offenders have friends from their pre -incarceration days who are substance users and therefore
represent a major thre  at to their sobriety. Because freedom from incarceration presents so many
changes, offenders will naturally be drawn to the familiar, including old friends. It may be

necessary to create an entirely new network of friends and to pursue new, substance -free,
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recreational pursuits. It is ideal to start contacts with mentors, role models, or sponsors prior to

release. ( Chapter 2 describes the roles of such individuals in the transition of the offender.)

Some States have laws that prohibit exoffenders and/or felons from associating with one
another. These laws can have a negative effect on recovery by inhibiting supportive peer

relationships after release.

Permanent sobrie ty often involves avoidance of people, places, and things that may trigger
relapse. The case manager (or those providing case management functions) can guide an
offender toward new contacts. Formal peer support groups are invaluable. A directory of peer
groups and services can be maintained by the case manager, who should also identify whether

support groups are open or closed to observers, their focus, and where they are located.

It is important to help inmates anticipate likely triggers for substance use on the outside so that
they can avoid them. The "Opportunities to Succeed" program in Tampa, Florida, funded by the

Center on Addiction and Substance Abuse (CASA) at Columbia University, is an example of an

aftercare group providing treatment following re lease from jail. Jail alumni meet in weekly

groups for 2 hours to review relapse prevention strategies. A case manager leads these groups,

and family members are encouraged to participate. A similar program is WomenCare, Inc., a

private not -for -profit ment oring program in New York City that recruits and trains volunteer

mentors to help women released from prison adjust to life outside.

Model Program: The Fortune Society

The Fortune Society in New York educates the public about criminal justice issues and th e causes
of crime. The organization also helps exoffenders and young people avoid repeated criminality

and incarceration. Because its counselors and many of its staff members are exoffenders and/or

in recovery, the Fortune Society offers a powerful opportu nity for offenders to interact with

positive role models; it also provides a variety of transition services, including

e A Career Development Unit offering job search workshops, individual

counseling, and job and vocational training referrals
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e Job retention services to develop necessary employment skills and attitudes

e Sobriety assistance through outpatient drug treatment and relapse prevention
programs focusing on behavioral change

e Educational assistance, including assessments, one -on-one tutoring in both
fun damentals and GED preparation, and training in skills such as typing and
software use

e HIV/AIDS awareness, education, and support programs

e Court advocacy and information about alternatives to incarceration

e Reach-in and outreach to both prisoners and their f amilies to share knowledge
and experience and encourage offenders to use the services of the Fortune

Society

Transportation

To successfully reintegrate into the community, an offender must be able to get to work, to
treatment meetings, and to appointments with parole officers, case managers, community
service coordinators, and others. The case manager must ask an offender about transportation,
because it may be a significant issue. For example, many offenders do not have a driver's

license.

Although a lack of transportation may sometimes be used as an inappropriate excuse for
noncompliance with treatment obligations, this is often a legitimate barrier, especially in rural

areas. The case manager should coordinate any options available and advocate for polic ies
ensuring that offenders are transported from correctional settings to community -based
programs. If the offender is being released into residential treatment or a secure facility in the

community, he will need transportation from the institution.

The tr ansportation needs in rural and urban communities are very different. In remote areas, the
case manager should be aware of programs that use satellite locations in churches and other
public buildings. This may affect the decision about the location of nonr esidential treatment.

Transportation requirements can be met by innovative means: Reconditioned bicycles have been



used in one area. Vans or car pools are another option. In more densely populated areas with

mass transit, some programs have provided bus to kens.

Transportation problems are not limited to the postrelease period. As part of prerelease planning,

reach -in efforts by family and peers may need coordination by the case manager if the institution

is far from the offender's home. A program in New Yor k provides transportation to visitors in 50
prisons in the State for a nominal fee. Since 1972, Operation Prison Gap has transported almost

2 million individuals to correctional facilities throughout the State. It was founded by a former

inmate who was con cerned about family members who had no means to visit their incarcerated

loved ones. Originally a small volunteer organization, it grew into a successful privately owned

business that meets a vital need for offenders and their families. Some States have im plemented

similar programs to address this need.

Education

Education is a building block for self -esteem and employability and is therefore of great

importance in aiding sobriety. Research has shown that treatment outcomes improve when

combined with educa tion programs. However, low educational attainment is common among

offender populations and even those who have a diploma may have poor reading and math skills.

Offenders often exaggerate or distort their background and abilities, so achievement and litera cy
testing should be conducted inside the institution prior to release. Some offenders try to hide

their lack of literacy or claim to have graduated from high school when they have not. Others

have graduated from impoverished school systems and cannot read or do arithmetic. Offenders
have higher rates of attention deficit disorder and other learning disabilities than the general

population. One -fourth of children with conduct disorders and attention deficit/hyperactivity

disorder (AD/HD) develop substance u se disorders and become involved in crime (Harvard
Medical School Health Publications, 1995). Many of these children grow up "self -medicating" their

cogn itive problems with substances, sometimes exacerbating their mental and physical health

problems. A proper assessment can help identify and remedy educational deficits and uncover
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special needs, such as dyslexia, AD/HD, or other learning problems. Incarcer ation is an optimal

time for these educational opportunities.

Offenders can be helped to develop not only basic skills but also a realistic plan for furthering

their education. They can be provided with continuing education opportunities and financial aid
information. If an offender is ready for college, grant and scholarship information is important.

Some jurisdictions charge a fee to give the GED; a case manager can help the client resolve this

and other barriers to continued education efforts (such as po or time management). After
release, the offender must avoid creating time conflicts among her various obligations, such as

job training or securing employment, treatment, and other services. In some cases, education is
mandatory, as some judges require off enders to take GED classes before community supervision

ends.

A number of individuals and entities may have roles in educating offenders. The Board of
Education in the locality for each prison or jail has responsibility for providing education leading
to a high school equivalency degree. Literacy volunteers, mentors from the community or tutors
(who may be other inmates) can also be helpful. Many colleges and technical schools hold

programs in correctional facilities.

Primary Health Care

The substance -usin g offender population suffers more health problems than the general public.
The sobriety achieved in an incarcerated setting may reveal medical conditions that were
formerly masked, so that incarceration results in diagnosis and treatment. Some commonly

found health problems are

e Communicable disease, including HIV, STDs, tuberculosis, and hepatitis

e  Chronic illness, including AIDS, diabetes, congestive heart failure, and asthma
e Mental illness

e Suicidal ideation

e Dental problems



e Organic deficits

A comprehensi ve health assessment is vital to the offender's well being and thus to a successful
transition. If medical problems have been identified, the case manager should ensure continuity

of medical care. In many locations, an exoffender is given a 10 -15 day suppl vy of prescription
medications upon release. The case manager should notify any recipient agency of the offenders’
medication needs. As discussed in Chapte r 5, the systems working with the offender need
complete transfer of medical records. Confidentiality issues must be addressed so that they do

not interfere with the receipt of records by the entities that need them. In some situations, the

case manager m ay have to deal with health -related obstacles to treatment. Contagious diseases,

for example, may preclude treatment participation.

Once an offender graduates to community supervision, correctional system responsibility for

health care usually ceases. Vari ous payment and eligibility options for health care may be

available, and the case manager should investigate these options prior to release. Offenders will

often need help applying for social security benefits, Medicaid, veterans' entitlements, and any

ot her benefits for which they are eligible. Applications for benefits can be filled out while the

offender is still incarcerated; advocacy groups may be of help in this regard. Health education is

a key service for special and general populations alike. This education should be conducted both

during incarceration and after release.

Substance use disorder treatment should be holistic, taking into account all aspects of a client's

life. Nowhere is this more important than with offenders undergoing the drastic c hange of
release from incarceration. This population will confront more triggers for use relapse than most

people as they try to learn how to live "on the outside" with the stigma of being criminals.

Without such basic supports as housing, employment, and health care, offenders have reduced

chances of becoming substance  -free.

Quality, comprehensive health services in the correctional setting form the foundation upon
which to build solid specialized treatment programs. Voluntary accreditation programs such a

that offered by the National Commission on Correctional Health Care (NCCHC) provide standards
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for health services that help ensure that necessary basic health services are being provided to

the facility's population.

A comprehensive health and mental he alth screen is vital to the offender's well being and thus to

a successful transition. In correctional health care, a screening is customarily done upon

admission. The people administering the intake screening should be properly trained in a manner

approve d by the institution's health authority. The screening should be followed up by a

complete physical exam performed by a State -licensed clinician. The NCCHC writes health

system standards for jails, prisons, and juvenile confinement facilities. They require that intake
screenings be followed up with comprehensive physical exams within 7 days in prisons or 14

days in jails.

Recommendations for Coordinating Ancillary Community
Services

e Various service providers can be convened in a community coalition to pro mote
access to offenders as they make the transition into the community. This kind
of effort builds linkages among different service systems and facilitates the job
of the case manager or boundary spanner.

e Face-to-face contact is important so that the mem bers of the team can explain
what services they have to offer and can exchange phone numbers and specific
information about their programs (such as the name of the contact person and
how many slots are in the program).

e Networks can be created that link ser vice providers and the legal sanction

agency (see the text box on the Criminal Justice Treatment Network

Demonstration Program in Chapter 3).

e Direct contracts can b e made by the corrections system with community
organizations providing formal services, such as residential and outpatient

treatment services, job training, and life skills training.
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e Increasingly, treatment providers are purchasing housing for offenders r e-
entering the community. In addition to providing the obvious need for shelter,
it provides a positive social setting because the other tenants, also in transition,
can give support to one another.

e Conditions of probation and parole can be modified where possible to require
participation in ancillary services (e.g. parenting classes, substance use

disorder treatment).

TIP 30: Chapter 6 0 Special Populations

It is well documented that the most effective substance use disorder treatment is multi faceted
and addresses many aspects of the substance user's life. This is particularly true for criminal

justice populations, yet treatment providers generally do not match offenders with substance use

disorders to services tailored to their needs. Effectiv e care for those with mental and physical
health problems, for example, must incorporate the care of these illnesses into the plan for

treatment of substance use disorders and criminality. Assessment and treatment efforts must

also acknowledge and incorpor  ate the offenders' differences in culture, gender, age, and type of

criminal offense.

People with mental and physical health problems constitute a major category of special needs
populations. Society's failure to provide appropriate options for them contri butes to
disproportionately high numbers of these individuals who eventually find themselves under

criminal justice supervision -- and many of these offenders, particularly the mentally ill, cycle
through the criminal justice and social services systems re peatedly because their problems are
not fully addressed in any system. For example, once individuals with mental illness are

incarcerated, short -term goals of controlling undesirable behavior and a reliance on medication

often take precedence over more com prehensive approaches to treatment.



Upon release, offenders with multiple problems suffer from an additional stigma and may be
denied services because community providers lack training to deal with their problems. For
example, providers who do not understa nd the issues for those with mental illness or mental
retardation may believe that these individuals cannot benefit from treatment and are dangerous.
Part of the case manager's job is to add to the transition team those specialists who can correct

such mis information.

However a population is defined (e.g., by a health problem or cultural background), it is

important to know the substances of choice, types of crime, and other life patterns. Elderly

people, for example, abuse prescription drugs and alcohol, b ut rarely use illicit drugs. People
with mental retardation are often arrested for nuisance offenses and may be manipulated into
criminal activities. Women's substance use is often woven into their intimate relationships; many

are incarcerated for possessi  on of a drug that their significant others are selling. These substance

use patterns have significant implications for treatment.

Cultural sensitivity and cultural competency, important in all treatment, are particularly essential
with offender populations  , because minorities are notoriously overrepresented in incarcerated

settings. For example, 40.5 percent of the prison population is African -American (Dep artment of

Justice, 1998), even though African Americans make up only 12.7 percent of the general U.S.

population according to September 1998 census data (U.S. Census Bureau, 1998). For some

offenders, such as those of African -American and Latino heritage, the family and extended family
should be specifically included in the transition plan because of the importance those cultures
place on family relation  ships. Self -help models of treatment may need adaptation for different

cultures and for women.

Ideally, staffing patterns at all levels of the treatment system should reflect the population

served, from clerical staff through executive management. Specifi c efforts should be made to
recruit and maintain such staff members. Licensing, certification, and credentialing should

support the use of culturally competent staff, and support continuing education in the knowledge

and skills relevant to the population. Staff members should be able to communicate in local

languages and dialects, and published materials and consent forms should be available in these
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languages as well. If this is not possible, staff members should find creative means to
compensate for this  deficit, although family members, especially children, should never be used
as interpreters. Incentives that encourage culturally sensitive client interactions should be woven

into the employee performance evaluation system.

Whether the differences are cu Itural, medical, age -, or gender -related, it is important to
remember that offenders are not a homogenous population. This chapter will help community
treatment providers and correctional workers deliver effective transitional services to groups with

speci al needs.

Women

In 1997, slightly less than 8 percent of those incarcerated were women 0 6.4 percent of the
prison population and 10.6 percent of the jail population (Bureau of Justice Statistics, 1998), but
that percentage is rising. Women are substantial ly more likely than men to serve time for a drug

offense rather than a violent crime.

Compared to men, women are more heavily drug -involved (Drug Use Forecasting, 1997), and

are often polydrug and intravenous drug users, though they use less alcohol than men. Women
in prisons in 1996 were most likely to be black (46 percent), ages 25 -34 (50 percent),
unemployed at the time of arrest (53 percent), and never married (45 percent). In State prisons

in 1991 more than 75 percent of the women had children; two -thirds had children under the age

of 18 (Bureau of Justice Statistics, 1994).

Incarcerated women and women with substance use disorders are more likely to have suffered

physical and sexual abuse (Hein and Scheier, 1996; Miller et al., 1993; CSAT, 1998a ).

Incarcerated women's physical health profiles include a high incidence of HIV/AIDS and other

STDs, pregnancy, and certain types of coexisting mental disord ers. The most common mental

health disorder among female offenders is depression. At the Turning Point Alcohol and Drug

Program for women in Oregon, approximately 50 percent were diagnosed with depression (Edens

etal., 1997) (see box). Another commonly found disorder is post traumatic stress disorder, not
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uncommon in victims of physical and sexual abuse. The importance of addressing women's

health care in  correctional settings is spelled out by the National Commission on Correctional

Health Care's (NCCHC) position statement on Women's Health Care in Correctional Settings. In

it, NCCHC recommends, among other things, intake procedures that include gynecolog ic history
and nutritional intake, pregnancy tests, tests for STDs, and available counseling for depression,

substance use disorders, and other disorders common to incarcerated women (National

Commission on Correctional Health Care, 1994).

Until recent years, substance use disorder treatment programs for women have been slow to
emerge in correctional institutions and in the community, and many institution s still have no
women -specific treatment services. Those services that are available often evolved from models

developed for men.

Incarceration disrupts relationships with children, as well as with a spouse or partner. If a
woman is a single parent involve d in drugs and criminal behavior, a child protective service
agency generally steps in after the arrest to take control and custody of dependent children. A
high percentage of mothers have their children permanently removed from their custody as a
result o ftheir incarceration. Parental rights for mothers (perceived as chief caretakers) are
scrutinized closely by social services and foster care workers. In some jurisdictions, women have

been increasingly criminalized for using drugs when pregnant.

Model Program: The Turning Point Alcohol and Drug Program

The Turning Point Alcohol and Drug Program at the Columbia River Correctional Institution in
Oregon is a50 -bed therapeutic community for women housed in a minimum security State
prison. Originally designed to provide only substance use disorder treatment, high program
dropout rates due to mental health problems led to the integration of mental health services.
About 60 percent of the women in the program are dually diagnosed. Of those, approximately 70
perc ent have been diagnosed with post traumatic stress disorder, 50 percent with depression,

and 15 percent with bipolar disorder.
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Transition Issues

When the transition is made to the outside, problems that were temporarily left behind must

again be confronted . Domestic violence was a reality for many female offenders before they were
incarcerated, and may well be a risk for them when they return to the community. Probation

reports may fail to identify this problem, and substance use disorder staff may not be s ensitized
to it. Case managers should explore this issue as a critical part of the transition plan, and alert

community treatment providers. If an offender has no safe place to go, she can be directed to a

women's shelter. Some women may resist going to a shelter, because they fear that their

children will be taken from them if they do so. Many shelters accept children, however, and a

safe environment is of primary importance.

Women may lack social support for spending time on their treatment needs. Drug -involved
significant others can pose a significant barrier to a woman's recovery. Making time for

treatment sometimes means putting one's own needs first, which can be difficult if a partner

opposes the change, or if a woman is the primary caregiver or suppo rter responsible for minor
children. Economic self  -sufficiency is a challenge for those who have never held a traditional job

or developed employment skills, especially for those faced with supporting their children and
themselves. Educational opportunitie s and job training may differ in men's and women's

facilities; it is essential that women are given an adequate chance to prepare themselves for the

return to the community.

Transition Services Needed

As with other populations, women should have an effecti ve and realistic transition plan based on
a comprehensive biopsychosocial assessment. The plan should consider obstacles, including child

care, economic responsibilities for children, and current or prior abuse that are relevant to

women and that could pre  clude or inhibit successful participation in treatment. When possible,
women should be referred to programs designed specifically for women. If this is not available,

providers should be encouraged to develop same -sex programming. Case managers and



counsel ors should receive training around women's issues and strategies for working effectively

with women. Women need positive role models in treatment, both male and female.

As women have distinct medical needs, it is important to address gynecological and repr oductive
health issues and to provide HIV/AIDS education and services. Women with depression can be

linked with women  -specific group programs that use medication in combination with cognitive -
behavioral treatment. There are also other specialized mental he alth groups for women offered

both in the institution and on the outside.

Because women so often have principal child care responsibilities, and because those
responsibilities can be overwhelming, it is important to help women meet their family obligation s
as they return to the community. Parenting classes can be of help and quality child care may be

essential for some women to make a successful transition.

For many women who have not had their children returned to them upon release, family

reunification is an important goal. Case management is essential when dealing with a wide

variety of issues and public agencies; legal advocates can be of great help in facilitating this

process. Special programs may ease the transition. Hour Children, based in Queens, New York, is
an agency providing assistance for mothers and children both before and after release. It has

advocates for children who transport a child who is in placement to visit the parent or will

intervene on behalf of the mother to assist with parenta | rights issues.

Women may need more job readiness training and job -seeking assistance than men, because
many incarcerated women have little or no legitimate work experience. Before they return to the
community, it is important that they be given as much preparation as possible. Although
assertiveness training generally addresses a wide range of life situations, it can be of particular

help preparing women for job -related challenges.

Peer support for substance  -using offenders often includes 12 -Step program s. Specialized 12 -
Step groups exist for women, but some controversy exists regarding the appropriateness of

traditional 12 - Step groups for this population. Some criticize the requirement that women submit



to a "higher power" as disempowering to women, who may need to be more assertive, not less.

Kasl has developed an alternative 16 -step program for women that downplays Alcoholic

Anonymous' concept of powerlessness (Kasl, 1992). Kasl replaced the concept of surrendering

with one that emphasizes accepting, affirming, and trusting oneself. The support offered by 12 -
Step self -help groups, especially those designed specifically for women, can be essential to

wom en during transition and recovery (Covington, 1994).

The Institutional Substance Use Disorder Program Discharge Summary, included in  Appendix B,
is an example of a discharge plan used with incarcerated women in some jurisdictions. It is

completed in the last 3 -6 months of the sentence and asks questions concerning p ersonal goals
in many domains of life. The counseling staff guides the offender as she thinks through issues

surrounding abstinence, social plans, and physical and recreational goals. The form also includes

space to develop a relapse prevention plan. After release, the parole or probation officer receives
the completed form to help with transitional treatment goals. The summary plan is a very useful

tool, but only if it is shared by the members of the transition team.

Elderly Offenders

Elderly people are n  ow found in correctional institutions in greater numbers because of

mandatory minimum sentencing and longer sentences. These prisoners have more health

problems and long -term medical conditions than their younger counterparts. The stress of return

to the ¢ ommunity can be much greater for elderly offenders, especially if they have been

incarcerated for many years and have no family or familiar sources of support. See TIP 26,

Substance Abuse Among Older Adults (CSAT, 1998a) for more on elder -specific substance use

disorder treatment.

Transitional Issues

Older people have more chronic health issues and less family and peer support. In addition, they
may need h elp accessing a variety of services and entitlement programs 0 Medicare, Social

Security, or perhaps veterans' benefits. The geriatric population is more likely to need supported
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living arrangements, such as nursing homes. Time management may be more of an i ssue than
among younger people, in part because the elderly are less likely to be employed. The transition

team should include an expert in medication management.

Offenders With Mental lliness

Studies indicate that coexisting substance use disorders and me ntal health disorders occur in

approximately 3 to 11 percent of the prison and jail population (Peters and Hills, 1993). Jails

have particularly high rat  es of coexisting disorders. In 1995, urinalysis at booking indicated that

more than half of all arrestees tested positive for illicit drug use; 5 percent had both a substance

use disorder and a mental illness (National GAINS Center, 1997). Incarcerated sub stance users
have an especially high rate of serious mental iliness, as approximately 26 percent have a

lifetime history of major depression, bipolar disorders, or schizophrenia (Cote and Hodqins,

1990).

Often, correctional facilities merely stabilize acute conditions or may even overmedicate to

control behavioral difficulties. People with mental iliness are especially vulnerable to victimization
within t he corrections system, and often there is little family involvement or other outside

support. The coexistence of a substance use disorder and mental illness presents a diagnostic
challenge, as substance use disorders can mimic or mask underlying psychiatri ¢ conditions.
Additionally, these inmates are often reluctant to disclose their substance use history. A recent

cross -training curriculum instructs staff in both systems on working with offenders with

coexisting mental health disorders (Virginia Addiction Technology Transfer Center, 1996). (See

Figure 6 -1 for a review of treatment programs for this population).

Transition Issues

Professionals in the corrections or treatment communities sometimes have negative
preconceptions about this population. It is difficult for those with coexisting disorders to get
parole, because parole board members often have little understanding of these disorders or of

current treatment methods, and they are primarily concerned about community safety when
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considering release. Sometimes inmates refuse medication before an appeara nce before the

parole board so they can truthfully say they are not being psychiatrically medicated.

Transition Services

For many offenders who are mentally ill, maintaining a stable mental health status requires

careful monitoring and coordination. An im portant initial step to support the offender in transition
is to verify that medicines and files are transferred. Consistency in treatment and medication is

critical, but failures in continuity are common. Neglect of medications and treatment can lead to

a downward spiral toward relapse. In some cases, offenders are overmedicated at the time of

release to the community, because high doses of medication reduce disciplinary problems in the
institution. The transition team, especially the community provider, m ay be left to deal with

issues of disruption in medication or of over - medication.

Case managers should take an active role in ensuring intersystem communication, as the mental

health and substance use disorder systems are sometimes separate in prison and u sually
separate in the community as well. Some substance use programs in the community refuse to

treat the mentally ill, while some mental health facilities turn away those with substance use

disorder problems. Such actions violate the Americans With Disab ilities Act, which prohibits
substance use disorder programs from turning away people with other disabilities and social

service programs from refusing people with substance use disorder problems. Philosophical

approaches to treatment -- for example, medic al model versus self -help model -- may divide
providers and interfere with treatment. All parties treating this group of offenders should come to
agreement on a treatment approach and common terminology. Mistrust of the other system and

exclusionary polici es should be addressed and minimized.

Lack of insurance (or underinsurance) creates the potential for discontinuity of treatment
following placement in the community. Corrections agencies may discontinue mental health
services once the offender is released . Every effort must be made to identify funding for mental

health treatment. Greater duration and intensity of treatment improves outcomes, but may run



counter to current managed care strategies of reducing length of treatment. In the current

environment o f managed care, advocacy for this population is essential.

Services necessary for a successful transition for those with coexisting disorders also include

e Assertive outreach by the case manager to engage the offender in services

e Comprehensive assessments  of both substance use disorders and other mental
disorders followed by treatment plans designed to monitor and continue to
identify these disorders

e Tracking through the criminal justice system and into the community

e Cross-training of substance use disorder and mental health staff and
community correction/security staff about both types of disorders

e Atransition plan that takes into account mental illness as well as substance use
in relapse prevention efforts

e A sufficient supply of medication and careful med ication planning that is
coordinated among the offender and staff from all systems (i.e., criminal
justice, mental health, substance use disorder)

e The provision of structured daily activities, as those with mental illness may
need that structure

e Practical help with everyday tasks -- such as filling out forms to guarantee
eligibility for Federal programs (e.g., Medicaid, Social Security disability
benefits)

e Preparation of offenders for involvement in 12 - Step groups, as many self  -help
groups won't accepttho  se on medication (specialty groups such as Double
Trouble that offer support to those with coexisting disorders should be sought)

e Substance use disorder and mental health treatment that is provided by a

multidisciplinary staff

Offenders With Mental Retardation



The term "mental retardation" describes developmental disabilities that range from moderate to

very severe. In prisons, most inmates who are mentally retarded have compromised intellectual
functioning but are not profoundly retarded. Individuals with more severe disabilities are usually
housed in specialized State facilities separate from the criminal justice population. Those with

borderline IQs often are not eligible for services from State mental retardation agencies and end

up in the criminal justi  ce system.

A key issue for the mentally retarded in incarcerated settings is their vulnerability. Correctional

officers may unwittingly give such inmates directives they don't understand and berate the

inmate for disobeying. Because inmates with mental ret ardation may have poor judgment, they
are easily exploited or manipulated by other inmates. For example, they are often used in drug

trafficking -- and more likely to be caught -- because of their naivete.

Transition Services Needed

An assessment of intel  lectual level should be provided by the correctional facility prior to the
offender's return to the community. It is important to have experts in mental retardation

involved in the transition. Qualified individuals who can participate in the transition tea m can
often be found in area schools that receive funding for special education. Advocacy groups that

promote the interests of persons with mental retardation can also be of substantial help. Finally,

high functioning exoffenders with mental retardation ca n perform a valuable mentoring role.

llliteracy is an issue for many offenders with mental retardation, and treatment efforts must be
geared toward the appropriate level of comprehension. Help may be needed in basic areas such
as dressing appropriately, ma intaining proper hygiene, planning nutritious meals, and completing

paperwork and forms that will be required in the community.

Additional research and training curricula for treatment and criminal justice staff are needed on
the best methods for managing and treating individuals with both substance use disorders and
mental retardation. One helpful curriculum was developed at the State University of New York at

Buffalo (Posluszny et al., 1996).
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Sex Offenders

Because sex offenders have often served long sentences, they may experience significant

difficulties during transition because of the impact of institutionalization.

Treatment aimed at diminishing the impulse to commit sex offenses generally does not also
incorporate comprehensive substance use disorder treatment components for sex offenders with
substance use disorder histories. Sex offenders are often barred from substance use disorder
treatment both  while incarcerated and in the community. When they do receive treatment, it is
common for sex offenders to overreport their substance use so they can claim that their sex

offenses were caused by problems with substances. They may want to enroll in treatme nt

programs to impress a parole board rather than out of a genuine desire for abstinence.

Generally, it is useful to address the sex offender's behavior prior to focusing on substance use

issues. However, treatment must take into account both problems. As the relationship between
substance use disorder and violent offenses is complex, it is important that the treatment

providers who work with this population have a sophisticated understanding of the issues. As

many States are now eliminating programs for se x offenders, the substance use disorder
treatment community may become the first line of treatment for many of these individuals,

which highlights the field's need for an in - depth understanding of this population.

Long-Term Medical Conditions

Inmates ofte n have chronic and contagious medical conditions, so it is crucial to prevent prisons

from becoming incubators for disease. The fact that there can be long periods before a disease is
diagnosed makes the spread of disease more likely. Implementing universa | precautions against
blood contamination is in the interest of public health. Given the high numbers of intravenous

drug users in the criminal justice population, and the occurrence of unprotected sex in prisons,

the risk of spreading HIV is substantial. Adding to that risk, inmates who are aware that they are

HIV - positive may not want to disclose this information. Tuberculosis, other airborne diseases,



and hepatitis also flourish in the institutional setting. Hepatitis C, which is becoming more

common, is not currently treatable with antibiotics.

Health services accreditation programs such as that offered by the National Commission on
Correctional Health Care (NCCHC) disseminate standards that address these concerns. In
facilities that meet those standard s, the health services program functions as a "public health

department"” for a prison community.

Women often have long  -term health problems, and many have engaged in prostitution or other

risky behaviors. Female prisoners' rate of infection with HIV has be en increasing. This trend may
reduce access to general substance use disorder programs, either because the infectious

condition is used to exclude these individuals, or because their medical needs cannot be met

within the substance use disorder treatment p rogram.

In addition to preventing the acquisition of new health problems in prison, it is necessary to

ensure that preexisting conditions are adequately treated. For example, those with HIV should be
treated with an appropriate drug regimen to prevent full -blown AIDS from developing. Prisoners
needing dialysis or other medical services must have access to competent and sufficiently

frequent care.

Transition Services Needed

If offenders have had their medical needs addressed in prison, it will help facilitat e a smooth
transition back to the community. It is critical that there are no gaps in treatment or the receipt
of medications. The treatment schedule established in the institution should continue on the

outside without interruption.

Medical problems can b e potent relapse triggers, and depression can lead to renewed substance
use disorders. Resumption of substance use can harm the immune system, aggravating physical
problems. Community providers should be aware of the mental health risks associated with

par ticular diseases and work to forestall difficulties.



The Panel recommends the mainstreaming of those with HIV into community treatment groups.

HIV and other support groups within the community, however, can enhance the effectiveness of
substance use disor der treatment. TIP 15, Treatment for HIV - Infected Alcohol and Other Drug
Abusers, describes the linkages and social service needs for those with substance use disorder
problems and HIV ~ (CSAT, 1995). Legal issues, such as confidentiality considerations, are also

discussed in detail in TIP 15, which will be revised in 1999.

Offenders With Physical Disabilities

Physical disabilities take many forms. Some imp ede mobility; others limit sensory or expressive
capacity. The Americans With Disabilities Act (ADA), 42 U.S.C; Chapter 126, requires that State

and some private facilities be accessible and that programs accommodate those with disabilities.

Section 504 of the Rehabilitation Act of 1973, 29 U.S.C., Chapter 16, governs all Federal

programs and facilities. Reasonable efforts must be made to enhance or modify substance use

disorder treatment. Solutions go beyond merely removing architectural barriers. For exam ple,
blind prisoners can be given treatment materials either in Braille or on tape. Sign language

interpreters may be necessary for hearing impaired prisoners. Thoughtful logistical planning is

imperative in meeting the needs of this population.

Transition Services Needed

A balance must be struck between providing special services for offenders with physical disorders
and mainstreaming. Sometimes special units will be necessary; in other instances, minor

modifications can allow these individuals to particip ate in programs with the general population.

A screening for disabilities, including traumatic brain injury or certain physical conditions, should
be conducted at intake into the correctional system. When the offender returns to the
community, all relevant medical information should be transmitted to the appropriate parties. If

medication is used to treat the disability, it is important that there is no gap in its use.
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Many advocacy groups safeguard and promote the interests of disabled persons. During the
transition period, contact with representatives of these groups may be helpful. For more
information on this topic, see TIP 29, Substance Use Disorder Treatment for People With Physical

and Cognitive Disabilities (CSAT, 1998).
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TIP 30: Appendix B 8 Instruments

This appendix includes

e The Substance Use Survey (SUS)

e Adolescent Self Assessment Profile (ASAP)

e Institutional Substance Use Disorder Program Discharge Summary

e Transition Plan from the Pow  der River Alcohol and Drug Program

e Contacts Directory
Substance Use Survey (SUS)
Page 1 (50 Kbytes)

Page 2 (45 Kbytes)
Page 3 (35 Kbytes)

Page 4 (48 Kbytes)

Adolescent Self Assessment Profile (ASAP)



Page 1 (63 Kbytes)

Sample Substance Use Disorder Prgram Discharge Summary

Discharge Summary

DISCHARGE SUMMARY

DISCHARGE SUMMARY

DISCHARGE SUMMARY

Name SID # TDCJ #
Date of Entry Scheduled Release Date
County of Conviction County of Residence

Primary Counselor

Transitional Coordinator/Case Manager

Circumstanc es of Discharge
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DISCHARGE SUMMARY

Identified needs and problems (from Master Treatment Plan):

Progress and Prognosis:

Resident

Primary Counselor

Transitional Coordinator/Case Manager

Senior Counselor

What are you going  to do if a relapse occurs?

What type of support group(s) will you attend and where?

Will you have a sponsor? Who? Why that person?

Are you going to work the 12 steps?

Date

Date

Date

Date



DISCHARGE SUMMARY

How are you going to use your leisure time?

PERSONAL AFTERCARE GOALS AND OBJECTIVES

ABSTINENCE GOALS: What do | need to maintain my sobriety? (Basic Needs)

What do | need in order to continue to grow and strengthen my sobriety?

SOCIAL GOALS: What type of relationships with others do | need in order to feel |
have a healthy social life that will enhance positive feelings about myself and my

sobriety?

PHYSICAL GOALS: What are my specific plans for increasing my physical health?

What type of maintenance schedule will I need in order to continue the changes

initiated during my treatment?

RECREATIONAL GOALS: What do | plan to do to meet my needs for fun and frolic

that will not endanger my sobriety?



DISCHARGE SUMMARY

CREATIVE AND OTHER PERSONAL GOALS: In what areas am | creatively talented?

What are some specific projects | want to begin and complete after discharge (e.g.,

music, art, carpentry, auto mechanics, writing, and electronics)?

What are the steps | need to take in ord er to successfully initiate and complete a

creative project?

NOTES/COMMENTS:

Sample Substance Use Disorder Program Disc harge Summary

DISCHARGE SUMMARY -- CONT

i
H
[
i
L]

LT LT
it

DISCHARGE SUMMARY  -- CONT

Need No. Recommendations
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Substance Use Disorders

Self Help Gr oup

Housing

Educational

Vocational

Employment

Psychological

Medical/Dental

Legal

Other

Educational/Vocational
Programs Completed

(Dates) During Confinement

DISCHARGE SUMMARY  -- CONT

Proposed Residence
Address and

Relationship

Proposed

Employment



DISCHARGE SUMMARY  -- CONT

Staff comments

Resident Primary Counselor

Date Date

Transitional Coordinator/Case Manager

Distribution:

e Treatment
e Parole Officer
e Transitional Coordinator/Case Manager

e PD Case Manager

DISCHARGE SUMMARY - CONT

RELAPSE PREVENTION PLAN

1. Prepare list of personal early warning signs.
2. Develop new responses to those signs.
3. Prepare list of events and high risk situations.

4. Develop li st of significant others that are helpful in a relapse situation.

PREPARE AN EMERGENCY PLAN

Call Someone:

Go Somewhere:
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Keep an emergency plan in a convenient place with enough money for telephone calls, taxi fare,

gasoline money, etc.

Remember that relaps e is a process and not an event. The earlier that you interrupt the process,

the more likely you are to be successful.

STRESSORS:

Powder River Transition Plan

Transition Team Checklist Resident Chart

Transition Team Checklist Resident Chart

Name: CPMS #:

Admission Date: SID #:

Release Date:

Certificates:

Justification
Attendance Chart Copy
Form
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Justification
Participation Chart Copy
Form

Justification
Graduation Chart Copy
Form

Comprehensive Continuing Ca re Plan

Releases: Tele -conference Calls:
Family Family
Medical Parole Officer

Continuing Care

______DbocC
Provider

______ Continuing Care Provider _______Employer

____ Parole Officer ______ Other

______ (Cther)

___ Media

______Continuing Developing Recovery Plans



Warning Sign ldentification Card / When | experience this warning sign

Relapse Prevention Plan

Post Test

Criminal First Step

Mandatory Electives
Other

Step Work 123 45/ 678

Transfer Summaries:

Assessment

Treatment

Discharge Summary:

Transition

CPMS Termination Form



Chart Closure

Transition Team Checklist Resident Chart

Comprehensive Continuing Care Plan
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POWD ER RIVER CORRECTION AL
ALCOHOL & DRUG TREATMENTUNIT
3600 13™ Street

Baker City, OR 97814

Phone: (541)523-9894
Fax:  (541)3523-83067

Client: SID#: DOE:
é.dd‘“s' CPMS#: Admit Date:
ity
StiZip: Cnty. Of Conv.: Release Date:
Phane: ( ) Treatment Level: Steps Completed:
Cert.: O Attendance 0O Graduation Date:
Emp loyment: PPO:
C ontact: Contact Name:
Address: Address:
City: City
StiZip: StiZipe
Phane: ( ) Phane: ( )
C/C Provider: Date: Time:
Contact Name: 2
Address: No. of Weeks Times per week
City:
StiZip: Parole Stipulations:
Phone: ( b
Date: Time: Additional Type of Service:
: Contact Name:
N o. of Weeks Times per week i
City
Support System: AA S NA /S StiZip:
Date: Time: Phone: ( )
N o. of Weeks Times per week )
Ileeting Address: Date: Time:
No. of Weeks Times per week
Sponsor/Contact: CfCK Package Completed:
Address:
City
StiZip: : :
Phone: ( ) (Privary's sigratue) (Date)
{Residert signatwe) {Date)
e File DocC
Resident Primary
Admin. Other

P/PO AfC




Relapse Prevention Plan

Relapse Prevention Plan

A. List the behaviors you show as warning signs as you are moving closer to using

alcohol or drugs:

B. List the most effective actions you can take when these signs occur:
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C. People who know your warning signs, and who will strongly suggest actions you

can take to intervene in your relapse:

(Resident's Signature)

(Date)

(Counselor's Signature)

(Date)

Relapse Prevention Plan
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