




3 Triage and Placement in Treatment Services
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)Overview
Identifying offenders in need of substance abuse treatment is only the first step in providing help to these individuals. Because no single treat­ ment has been shown to be effective for all offenders, effective matching to individual needs such as vocational or employment skills, family counseling, and mental health services improves the likelihood that the client will successfully complete treatment. Matching to specific treat­ ment interventions also is cost-effective and improves the quality of ser­ vices within existing programs. For example, offenders appropriately matched to either a high-structure, behaviorally oriented program or a low-structure counseling program consistently have significantly less severe problems and lower rates of substance abuse than those not appropriately matched to treatment programs. Finally, with only a lim­ ited number of available intensive treatment slots (e.g., residential ser­ vices) in many criminal justice settings, offenders placed in these pro­ grams who do not need or desire intensive treatment may be disruptive or drop out of treatment prematurely, preventing others from benefiting from them.
This chapter provides detailed information on how to best use the infor­ mation obtained through screening and assessment in order to match the offender to appropriate treatment services. It begins by discussing three major treatment categories and outlines barriers to placement. A detailed discussion of triage and placement follows.

Treatment Levels and Components
The consensus panel believes that treatment matching in the criminal justice system is most effective when there is a continuum of services­ ranging from low to high intensity. This section provides a brief descrip­ tion of treatment levels that may be available in criminal justice set­ tings. The continuum of treatment levels includes three major treatment categories: pretreatment services, outpatient treatment, and inpatient treatment (including residential care). Several types of program services
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Effectiveness of Treatment Levels-Results From the DATOS Study
Results from the federally funded Drug Abuse Treatment Outcome Studies (DATOS) (Hubbard et al. 1997; Simpson et al. 2002) indicate that all major treatment levels (including long-term residential, short-term inpatient, outpatient, and outpatient methadone) are effective in reducing substance abuse and criminal activity. For example, reductions in weekly cocaine use from pretreatment to 1 year posttreatment followup ranged from 46 percent among short-term residential clients to 20 percent among outpatient methadone clients. Reductions in criminal activity from pretreatment to 1 year posttreatment followup ranged from 25 percent among long-term residential clients to 8 percent among outpatient clients.
Key findings and implications from the DATOS studies include the following:
· All substance abuse treatment modalities are effective in reducing substance abuse and criminal activity.
· Residential treatment programs of at least 3 months' duration are particularly cost-effective for use with criminal justice clients.
· Client readiness for and commitment to change and engagement and retention in treatment are important predictors of treatment outcomes. These factors, when routinely assessed by criminal justice programs, may be useful in targeting offenders who need more intensive services (e.g., intensive case management).
· Measures of client engagement and treatment progress are good predictors of dropout from treatment. When routinely assessed, these predictors can help identify clients who require specialized interventions (e.g., peer mentors, motivational enhancement therapies, individual counseling) to sustain their involve­ ment in treatment.
· Involvement in posttreatment peer support activities is helpful in preventing relapse. Clients are more likely to engage in ongoing peer support groups if they begin these activities during treatment.
· Among clients with prior treatment experience, outcomes are more dependent on the quality of relation­ ships with treatment counselors than are outcomes for first-time clients (Franey and Ashton 2002).
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often are available within each treatment level. As the text box above indicates, research suggests that all major treatment levels are effective. Nonetheless, the consen­ sus panel believes that clients should be matched not only on the intensity of services they need, but also on the particular compo­ nents that are responsive to their individual needs.

Pretreatment Services
Pretreatment services, which are not part of primary treatment, include primary preven­ tion, early intervention, and detoxification. Primary prevention and early intervention are not typically used in criminal justice settings.
· Primary prevention. These are services for people who have not used substances. Most

primary prevention programs are in schools or the community.
• Early intervention. This includes psychoed­ ucational programs for those who have used substances and are considered to be at high risk for substance-related problems or have a history of substance abuse. Other inter­ ventions include screening and assessment to identify substance abuse problems. Brief interventions also are appropriate for offenders who use substances hut who do not meet the diagnosis of having a substance use disorder. For example, ongoing evalua­ tion can help determine if referral to a more intensive level of care is needed. In some instances, early intervention can be used as short-term treatment for individu­ als with low-severity substance abuse prob­ lems.

• Detoxification. Medically supervised detoxi­ fication services are required for offenders whose alcohol or drug abuse has caused severe and life-threatening symptoms (e.g., acute intoxication, blackouts). Although detoxification typically is conducted prior to the onset of substance abuse treatment, it is important to provide a thorough assess­ ment during detoxification and to provide orientation to the recovery and treatment process. For more information, see chapter 2 of this TIP and the forthcoming TIP Detoxification and Substance Ahuse Treatment (Center for Substance Abuse Treatment [CSAT] in development a).

Outpatient Treatment
Also referred to as ambulatory care, outpatient treatment provides a broad range of services without overnight accommodation and includes nonintensive and intensive outpatient treat­ ment, methadone treatment, and day treatment or partial hospitalization. Some of these ser­ vices can be provided following inpatient or residential treatment, or as followup care after involvement in a residential program.
• Nonintensive outpatient treatment. This is substance abuse treatment that includes professional assessment and treatment involving less than 9 hours per week in reg­ ularly scheduled sessions. Nonintensive out­ patient treatment often addresses related psychiatric, emotional, and social issues, and offers a forum to explore issues such as the relationship between violence and men­ tal disorders. Nonintensive outpatient treat­ ment also can accommodate clients with job or family responsibilities, as treatment ser­ vices may be offered on weekends or evenings.
• Intensive outpatient treatment. This is sub­ stance abuse treatment with professional assessment and treatment from 9 to 20 hours per week in a structured program. These programs can be held on evenings or weekends. (For more information see the forthcoming TIPs Substance Ahuse: Clinical Issues in Intensive Outpatient

Treatment [CSAT in development d] and Substance Abuse: Administrative Issues in Intensive Outpatient Treatment [CSAT in development c].)
· Metl1adone treatment. This is a medically supervised outpatient treatment that pro­ vides counseling while maintaining the client on the drug methadone. This regimen is used primarily for heroin or other opioid addiction and provides a legitimate, closely monitored substitute for illicit drugs. The client must be able to document at least a 2- year history of addiction to qualify for a methadone treatment program. It is rarely used with those who are incarcerated. (For more information see TIP 43, Medication­
Assisted Treatment for Opioid Addiction in Opioid Treatment Programs
[CSAT 2005a]).
· Day treatment or partial hospitalization. This is substance abuse treatment with pro­ fessional assessment and treatment of more than 20 hours per week in a structured pro­ gram. This is the most intensive of the out­ patient treatment options and can be used for treating clients who demonstrate the greatest degree of dysfunction but who do not require inpatient or residential treat­ ment. Evening and weekend programming often is included.

Inpatient Treatment and Residential Care
Inpatient treatment options include intensive medical, psychiatric, and psychosocial treat­ ment provided on a 24-hour basis. The contin­ uum of residential care includes psychosocial care at the most intensive end and group living with no professional supervision at the least intensive end. It is unlikely that the full range of services will be available in any one commu­ nity.
· Intensive residential treatment. This long­ term treatment can be directed by a sub­ stance abuse treatment professional or could be medically directed. Intensive resi­ dential treatment is appropriate for people

with multiple problems, especially those with co-occurring mental and substance use disorders (COD). Psychosocial rehabilita­ tion is always a goal of treatment. The duration of treatment in this setting varies considerably, from 3 months to as long as 2 years.
· Therapeutic community (TC). The tradi­ tional TC is a long-term (15 to 24 months) rehabilitative model that is often staffed by recovering professionals, treatment and mental health professionals, and vocational and educational counselors. Therapeutic
 (
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)help from the resi­ dential community paves the way for residents to recover from their sub- stance abuse prob­ lems and to develop the vocational, edu­ cational, and social skills they need to become productive members of society. Most TC residents have been involved with the criminal justice system. The theory and practice of the TC have been detailed in the liter-
ature (De Leon 2000), and the effectiveness of these programs has been documented both in prisons and in community-based settings (Melnick et al. 2001). A 2-day train­ ing course offered by the Mid-America Addiction Technology Transfer Center in Kansas City, Missouri, is available. This course consists of lectures, small groups, and instructional materials on the TC model and how it works. For more informa­ tion go to http://www.attcnetwork.org/.
· Psychosocial residential care. This long­ term (6 to 24 months) psychosocial care model has elements similar to the therapeu­ tic community model in that it relies heavily on peer pressure as well as formal treat-

ment to shape behavior. It is appropriate for people with substance abuse problems and concomitant disorders that do not require acute medical or psychiatric inter­ vention. People compliant with psychiatric and other prescription medications are appropriate for this level of care. The focus of care is on psychosocial rehabilitation.
· Medically monitored intensive inpatient treatment. This level of care involves around-the-clock medical monitoring, assessment, and treatment in an inpatient setting, usually by a nurse or nurse practi­ tioner. It is used for clients who have acute and severe substance use disorders and who may also have a coexisting medical or psy­ chiatric disorder. Such treatment generally involves a short to intermediate length of stay (7 to 45 days) and may include non­ medical or social model programs with vari­ able lengths of stay.
· Medically managed intensive inpatient treatment. This level of care involves around-the-clock, medically directed evalu­ ation and treatment in an acute-care inpa­ tient setting, usually by a medical doctor. This level of care is appropriate for the treatment of medical and psychiatric prob­ lems that may require biomedical treatment (such as life support) or secure services (such as locked units). Such treatment gen­ erally involves a short to intermediate length of stay (7 to 45 days).
· Short-term nonhospital intensive residential treatment. This treatment is generally 21 to 45 days in length and is designed to teach the client how to live a substance-free life and to provide motivation for the mainte­ nance of such a lifestyle. Follow-up care on an outpatient basis and continued partici­ pation in peer support groups is recom­ mended to maintain the recovery process begun in the residential setting.
· Halfway house. Residents are expected to follow house rules and share house respon­ sibilities in a residential setting under staff supervision. Residents generally find their

own way to outside activities (e.g., work, court, counseling, vocational training, and schooling). The house sometimes offers treatment services. Length of stay is limited or unlimited depending on the attainment of specific progress goals.
· Group home. This refers to a residential, transitional living situation without any spe­ cific treatment plan and minimal staff supervision. It is sometimes known as a three-quarter-way house. Residents may work and receive education, training, or treatment in the community. House resi­ dents generally decide on admission of new residents. House responsibilities are
shared, and the house is governed and run by its residents. The length of stay is generally unlimited as long as abstinence from substances is maintained; the Oxford House model includes complete resident self-governance and self-sufficiency. The key to success in all such models is that the
living situation is substance free, which sup­ ports abstinence among residents.

Potential Barriers to Triage and Placement
Inadequate Screening and Assessment
Accurate screening and assessment are neces­ sary for effective placement. However, resources, adequate time to conduct compre­ hensive assessments, and trained staff are not always available in criminal justice settings. As a result, substance abuse treatment in criminal justice settings often is based on sparse and inadequate information (Knight et al. 2002).

Competing Demands in Institutional Settings
A challenge for substance abuse treatment programs in institutional settings is the com­ peting demands on offenders' time. For exam­ ple, a prison's need for labor to fulfill its con-

tracts and maintain itself can compete with an offender's needs for treatment. Or, inmates could be assigned to institutional education programs. In addition, there are also compet­ ing demands for treatment. Treatment service options often are limited and waiting lists exist for most services in community-based programs. The community-based system of care across the country largely is funded to provide services to a nonoffender population. In some cases, prioritization of community treatment services for offenders has placed a strain on the limited number of available treatment slots.

Information Flow
Issues regarding the transfer of information across different settings in the criminal justice system present a major barrier to effective placement in offender treatment services. For example, this might include a need for a cen­ tralized database that can be accessed by vari­ ous providers as offenders move through the system.

Creating a Triage and Placement System
The consensus panel believes that to ensure appropriate treatment for offenders who abuse substances, the offender's needs and available resources must be balanced.
Coordination of treatment matching within the criminal justice system can reduce the long-term costs of incarceration and other criminal justice functions only if adequate personnel and funding are available for case management. Ongoing planning and coordina­ tion among criminal justice staff, substance abuse treatment staff, and policymakers and other stakeholders is important to establish an effective treatment matching system.
Based on the experiences of consensus panel members, the optimal approach would be to assemble a team consisting of correctional/ supervision and clinical staff to develop a triage and placement system and to assume

responsibility for compiling and processing treatment matching information. Once the triage and placement system has been devel­ oped, the team can review cases referred to treatment, transfers, and placement in high intensity or specialized treatment programs (e.g., co-occurring disorders services).
This coordinated approach also can ensure that ongoing troubleshooting occurs to adjust eligibility criteria, to check admission and transfer procedures, and to monitor reentry to the community. Although triage and place­ ment teams do not necessarily meet on a daily basis, they are regularly involved in reviewing offenders' placement status and decisions to place or transfer offenders to different pro­ gram settings. Scoring criteria for assigning offenders to different levels of treatment often are developed by clinical staff with significant involvement and review by criminal justice staff (e.g., classification officers). Use of scor­ ing criteria and development of a triage and placement database are useful for document standardization and treatment provision across different groups of offenders.
Following are key triage and placement activi­ ties that the consensus panel believes can be jointly undertaken by a team of correctional and clinical staff:
· Developing a treatment placement database of treatment resources available in the com­ munity or correctional facility
· Defining key characteristics of existing treatment programs and the types of offenders and associated levels of treatment needs with whom the programs are most successful
· Documenting the referral process with appropriate timeframes and communication requirements for each system
· Outlining the information to be shared between agencies and developing proce­ dures for transfer of key information with­ out breaching confidentiality (for more information on confidentiality, go to

http://www.hhs.gov/ocr/privacy/ and see CSAT
2004)
· Describing offender treatment and supervi­ sion/management responsibilities for each organization to avoid duplication of efforts, interagency conflict, and lapses in monitor­ ing offenders
· Evaluating the effectiveness of treatment matching practices and placement criteria on an ongoing basis
· Determining offenders' eligibility for and access to health, mental health, and social services in the community

Triage and Placement Strategies
Triage and placement strategies for offender treatment programs depend on the range and type of services available, specific eligibility requirements attached to various programs, and the resources available to manage this process. In some criminal justice settings (e.g., jails) only limited types of services are available, such as 12-Step groups or a more intensive treatment program. In these set­ tings, elaborate triage and referral systems are unnecessary, and placement decisions are often based on a brief substance abuse screening and a brief risk screening (e.g., for violence, acute mental health symptoms) to determine eligibility for the program. This often is accomplished by a single staff mem­ ber and through a combination of self-admin­ istered tests, brief interview, and records review.
In settings that feature a range of treatment services, triage and placement are usually lengthier, often involving multiple staff and compilation of multiple sources of informa­ tion. These settings often use a scoring system or "algorithm" to determine which offenders should receive priority for available treat­ ment slots. The consensus panel recommends that in general, the sophistication of a treat­ ment matching system should reflect the

· Range of different levels of treatment intensi­ ty available
· Scope of information needed to determine eli­ gibility for admission to the various levels of treatment
· Consequences for '"mismatching" offenders to the different levels of treatment
Under most conditions, triage and placement decisions are guided by the need to reserve program slots for offenders with more severe substance abuse problems and who present at least moderate risk for criminal recidivism (see Figure 3-1, next page). Research indi­ cates that treatment programs targeting offenders with moderate to high risk for recidivism produce the greatest posttreatment reductions in recidivism and are more cost­ effective (Andrews et al. 1990; Bonta 1997; Gendreau 1996). However, research does not support placement of moderate- to high-risk offenders in minimally intensive treatment services (e.g., educational groups, 12-Step groups) unless additional, more intensive ser­ vices are also provided. In summary, offend­ ers with more severe addiction problems and more significant risks for criminal recidivism do not experience positive treatment out­ comes unless they are placed in highly struc­ tured and intensive treatment programs.
Conversely, assigning low-severity offenders to these high-intensity programs often is inef­ ficient and counterproductive for people who use drugs casually, who are then
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)exposed to the corrosive effects of more seasoned offenders with pronounced criminal attitudes, beliefs, and lifestyles.

Compiling Information To Guide Triage and Placement Decisions
Screening and assessment are discussed com­ prehensively in chapter 2. This section outlines how to use information derived from screening and assessment to make triage and placement decisions.
As described in Figure 3-1, placement and triage strategies in criminal justice settings often use a tiered approach. In the first stage of this process (screening and assessment), attempts are made to identify major mental health problems or psychopathy that would interfere with involvement in substance abuse treatment. If one of these problems is identi­ fied, the offender can be directly routed to a specialized treatment or management unit/ program. This tiered approach enables crimi­ nal justice staff to quickly identify offenders who are not good candidates for substance abuse treatment and prevents unnecessary substance abuse screening and assessment for offenders who would perform poorly in exist­ ing substance abuse programs.
If a range of offender treatment options is available, placement in services usually is determined by the following factors:
· Risk for criminal recidivism
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)Level of offender needs for substance abuse, mental health and other psychosocial or med­ ical services, and employment
· Offender motivation and readiness for treat­ ment
· Other offender characteristics including cog­ nitive and intellectual abilities, abilities to read and write, and related abilities to com-

municate in individual and group settings and to withstand stress in highly intensive therapeutic communities
Research indicates that treatment programs that place individuals in services according to these areas are likely to enhance outcomes for offenders (Andrews et al. 1990; Gendreau 1996). The following sections discuss each of
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these areas in relation to triage and place­ ment services, identify information sources necessary for placement, and list instruments that can be used to compile the information. For more information on the instruments list­ ed, see chapter 2 and appendix C.

Risk for Criminal Recidivism
Assessment of the risk for future criminal and/or violent behavior is of vital importance in the process of assigning offenders to treat­ ment programs within the criminal justice system. Offender characteristics and environ­ mental factors used to estimate the likelihood of future criminal behavior are termed "risk factors." (See chapter 2 for information on identifying risk factors.)

Once criminal risk factors are identified, research indicates that structured and inten­ sive cognitive-behavioral approaches can address offenders' "criminogenic needs" related to their dynamic risk factors (those that are likely to change over time) (Andrews and Bonta 1998; Wanberg and Milkman 1998). Andrews and Bonta (1998) have identi­ fied several promising targets for treatment intervention based on dynamic risk factors:
· Developing and improving life management, problemsolving, and self-control skills
· Developing associations or relationships and bonding with prosocial and anticriminal peers and with prosocial and anticriminal role models
· Enhancing closer family feelings and com­ munication
· Improving positive family structures to pro­ mote monitoring
· Managing and changing antisocial thoughts, attitudes, and feelings

In general, offenders who are at high risk for criminal recidivism require more structured and intensive treatment interventions such as intensive outpatient treatment, day treat­ ment, residential treatment, or TCs, while low-risk offenders are better suited for low-

intensity interventions such as outpatient treatment, drug education, and peer support or 12-Step programs (see Figure 3-1) (Falkin et al. 1999).

Information needed for triage and placement
· Criminal history, including age at first arrest, number and type of prior arrests, history of violence and aggressive behavior, history of incarceration, probation and/or parole revocations
· Age, education, marital status, employment history
· Characteristics of psychopathy, including entitlement, impulsivity, superficial inter­ personal relationships, lack of empathy, sensation seeking, poorly controlled anger
· Nature of offender's family and social net­ work (prosocial versus procriminal)
· Other personality disorders, including paranoia

Instruments used to compile this information
Use of some of these instruments is described in chapter 2.
· Psychopathy Checklist-Revised (PCL-R) and the Psychopathy Checklist-Screening Version (PCL-SV)
· Psychopathic Personality Inventory (PPI)
· Level of Services Inventory-Revised (LSI-R)
· Millon Clinical Multiaxial Inventory-III (MCMI-111), Correctional Form
· Personality Assessment Instrument (PAI)
· Novaco Anger Inventory
· Jesness Inventory
· Paulus Deception Scale
· Inventory of Sensation Seeking

 (
52
) (
Chapter
 
3
)
 (
51
) (
Triage
 
and
 
Placement
 
in
 
Treatment
 
Services
)
Level of Substance Abuse Problems
Offenders with current alcohol or drug dependence and a history of chronic sub­ stance use generally require more structured and intensive levels of treatment (Knight et al. 1999b; Simpson et al. 1999a). There is some evidence that highly structured treat­ ment approaches that use a cognitive-behav­ ioral orientation are more effective for offenders with pronounced substance abuse problems, in comparison to less structured
client-centered approaches that use nondirec­ tive, supportive counseling strategies (Thornton et al. 1998). Offenders who have less serious substance abuse problems are likely to benefit from a variety of treatment options across a range of modalities and levels of intensity (Knight et al. 1999b; Simpson et al. 1999b).

Information needed for triage and placement
· Substance dependence symptoms
· Substance abuse-related arrests (e.g., driving under the influence [DUI]/driving while intoxicated [DWI], drug possession and sales)
· History of substance abuse (frequency, quan­ tity, type of substances, route of administra­ tion)
· Drug test results or other pre- or postsen­ tence information related to substance abuse
· History of involvement in substance abuse treatment services

Instruments used to compile this information
Use of these instruments is described in chapter 2.
· Addiction Severity Index (ASI)
· Simple Screening Instrument for Substance Abuse (SSI-SA)

•Texas Christian University Drug Screen (TCUDS)
· Alcohol Dependency Scale (ADS)

Level of Mental Health Problems
Offenders with co-occurring mental disorders have participated successfully in many sub­ stance abuse treatment programs in criminal justice settings, although they generally have more pronounced difficulties in employment, family relationships, and physical health (Peters et al. 1992) and sometimes have cogni­ tive deficits related to their mental disorders. Although offenders with co-occurring sub­ stance use and mental disorders present unique challenges, their ability to participate in treatment programs varies according to their functioning level in several key areas, including the ability to sustain attention and to participate in individual and group inter­ actions, their vulnerability to emotional con­ flict, and the presence of acute symptoms (e.g., paranoia, delusions). As a result, triage should include a mental health assessment to examine the potential effects of mental health problems on their participation in available treatment programs. Even moderate to high levels of mental disorders can be accommo­ dated in many criminal justice treatment pro­ grams, particularly those with mental health and other health services staff available, and that feature specialized treatment services for people with co-occurring disorders (Edens et al. 1997).

Information needed for triage and placement
· Acute mental disorder symptoms that can influence the offender's ability to partici­ pate in individual or group treatment set­ tings
· Suicidal or other violent behaviors
· Cognitive and interpersonal or social impairment caused by current mental disor­ der symptoms, specifically related to atten-

tion and concentration, problemsolving skills, interpersonal skills, and frustration tolerance
· Effects of stress and other environmental influences on mental disorder symptoms and related behavioral problems
· Likelihood of recurrence of mental disorder symptoms and behavioral problems given environmental conditions in available treat­ ment programs
· Accommodations available in existing treat­ ment programs to address mental disorder symptoms and behavioral problems

Instruments used to compile this information
Use of these instruments is described in chap­ ter 2.
· Minnesota Multiphasic Personality Inventory (MMPI)
· Millon Clinical Multiaxial Inventory-Ill (MCMl-111)
· Symptom Checklist 90-Revised (SCL90-R)
· Brief Symptom Inventory (BSI)

Offender Motivation and Readiness for Change
The offender's motivation and readiness for treatment is another key factor in triage for placement in substance abuse treatment.
Motivation and readiness for change are important predictors of treatment compli­ ance, dropout, and outcome, and this infor­ mation is vital (Ries and Ellingson 1990).
Treatment is likely to be ineffective until indi­ viduals accept the need for treatment of their substance abuse as well as other related problems.
An offender's motivation to participate in treatment is influenced by justice system sanctions and incentives, including court orders to complete treatment, probation revo­ cation, more intensive mandatory treatment,

"good time" credit for involvement in correc­ tional treatment, and incarceration in jail or prison. Offenders also may be motivated by negative consequences outside the justice sys­ tem, including threats to stable housing, employment, family, and marriage (Ziedonis and Fisher 1994).
However, the consensus panel cautions that assessments of motivation and readiness for change that occur outside clinical settings can misidentify signifi-
 (
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)cant numbers of offenders who could benefit from involvement in sub­ stance abuse treat­ ment. Many offend­ ers who initially appear unmotivated can quickly become engaged in treat­ ment through peers who are committed to recovery and who are actively involved in treatment.
Involvement in group counseling and contact with program partici­ pants and staff can
stimulate motivation for change in the previ­ ously unmotivated offender.
Motivation for treatment changes over time, and offenders often cycle through several pre­ dictable stages of change during the treatment and recovery process. The stages of change model has been developed to describe recov­ ery from various types of addictive disorders (Prochaska et al. 1992), and includes the fol­ lowing stages:
· Precontemplation (unawareness of substance abuse problems)
· Contemplation (awareness of substance abuse problems)

· Preparation (decision point)
· Action (active behavior change)
· Maintenance (ongoing preventive behaviors)

Offenders who are in the precontemplation stage of change have little awareness of sub­ stance abuse (or other) problems and have few intentions of changing their behavior.
Awareness of problems increases in later stages, as the individual begins to consider the goal of abstinence. However, due to the
 (
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)chronic relapsing nature of substance use disorders, movement through stages of change is not a linear process, and offenders often return to earlier stages of change before achieving sustained absti­ nence.
Assessments of offenders' motiva­ tion for treatment and their current stage of change are useful in matching to different types of treatment and to developing treat­ ment plans. For example, matching offenders to treat­ ment services that
are appropriate to the current stage of change is likely to enhance treatment compliance and outcomes. Conversely, for offenders who are in the early stages of change, placement in treatment that is too advanced and that does not address ambivalence regarding behavior change may lead to unsuccessful termination from treatment. For individuals in the later stages of change, placement in services that focus primarily on early recovery issues also may lead to unsuccessful termination from

treatment. Several considerations are provid­ ed in chapter 5 regarding matching treatment services to the offender's stage of recovery.
For more information, see TIP 35, Enhancing Motivation for Change in Substance Abuse Treatment (CSAT 1999b).

Information needed for triage and placement
· Perceived severity of drug and alcohol problems
· Interest in making changes in drug and alcohol use
· Steps that have been taken by the offender toward abstinence from alcohol or drugs
· Perceived importance of receiving sub­ stance abuse treatment

Instruments used to compile this information
· Circumstances, Motivation, Readiness, and Suitability Scale (CMRS) (De Leon and Jainchill 1986; DeLeon et al. 1994)
· Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES)
· University of Rhode Island Change Assessment Scale (URICA) (DiClemente and Hughes 1990)

Examples of Triage and Placement Approaches
The consensus panel thought that the following three examples demonstrated effective use of triage and placement strategies.

Florida Department of Corrections
The Florida Department of Corrections has operationalized a multilevel triage process to refer inmates to substance abuse treatment programs. This process involves the following steps:

· Review by classification staff to examine sentence structure, prior arrests, and cor­ rectional history.
· Brief screening for substance abuse prob­ lems and dependence symptoms using a modified version of the SSI-SA.
· Personal interview.
· Determination of the need for treatment based on the substance abuse screening, the history of drug or alcohol offenses, prior history in correctional treatment, recom­ mendations by drug courts or other sen­ tencing courts, and staff or self-reported referral for treatment.
· Assignment of a "priority score" for sub­ stance abuse treatment, based on the sub­ stance abuse screening score, the number of prior substance abuse offenses, number of prior correctional treatment episodes, posi­ tive drug test results, and counselor inter­ view results.
· Routine identification of inmates prioritized for substance abuse treatment through "flags" initiated within the computerized database.
Several of the components contributing to the priority score are weighted, including recom­ mendations for treatment from drug courts or other sentencing courts, DUI manslaughter convictions, and unsuccessful termination from community corrections residential treat­ ment programs. The inmate priority score is entered on a computerized database. Inmates with high priority scores are then transferred to facilities with substance abuse treatment programs, where an additional substance abuse screening and interview is conducted.
Priority placement in intensive treatment ser­ vices is provided for inmates with at least 12 to 18 months remaining on their sentence.

Megargee and Case Management Classification Systems
Correctional systems have long used a variety of typologies to match clients to treatment and supervision approaches in institutional and community settings. These typologies usually are based on a combination of crimi­ nal history variables and psychosocial char­ acteristics. One example of a multidimension­ al treatment matching system is the Megargee System, which is based on an extensive analy­ sis of Minnesota Multiphasic Personality Inventory (MMPI) responses given by a large sample of Federal prison inmates. Ten dis­ tinctive profile types have been identified, each with varying treatment implications that range from recommended placement in the least restrictive setting to placement in spe­ cialized mental health facilities (Vigdal and Stadler 1996).
The Case Management Classification (CMC) system was developed by the Wisconsin Department of Corrections. Based on an offender's responses to a 45-minute semistructured interview, four categories are used to determine treatment assignment with­ in the correctional system:
1. Selective intervention for offenders who have led relatively stable, prosocial lives. The current offense resulted from an isolat­ ed stressful event and represents a tempo­ rary lapse.
2. Environmental structure for offenders lack­ ing social and vocational skills who are typi­ cally led by others into criminal activity.
3. Casework control for offenders with very unstable lives who are actively involved with drugs or alcohol and have a number of prior arrests.
4. Limited setting for offenders with long-term criminal involvement and who are comfort­ able with their criminal lifestyle and strive for success through criminal activity.

ASAM Patient Placement Criteria
One approach that has been developed to assist in triage and placement decisions for substance abuse treatment services is the revised version of the American Society of Addiction Medicine (ASAM) Patient Placement Criteria (PPC-2R) for the Treatment of Substance-Related Disorders, Second Edition, Revised (ASAM 2001). These criteria provide guidance for substance abuse counselors and other treatment staff in deter­ mining the best "match" between client char­ acteristics and several levels of treatment ser­ vices. An interview format of the ASAM PPC- 2R is under development for use in clinical settings. Within the ASAM approach, treat­ ment matching is facilitated for several differ­ ent levels of treatment, including the follow­ ing:
· Level 0.5-Early intervention
· Level I-Outpatient treatment
· Level 2-lntensive outpatient treatment/par­ tial hospitalization
· Level 3-Residential/inpatient treatment
· Level 4--Medically managed intensive inpa­ tient treatment
Client characteristics are described across six dimensions for each level of treatment. Within each of these dimensions, the client characteris­ tics described are intended to reflect a good "match" between client needs and the treat­ ment setting. Dimensions of client characteris­ tics in the ASAM-PPC-2R system are
1. Alcohol intoxication and/or withdrawal potential
2. Biomedical conditions and complications
3. Emotional, behavioral, or cognitive condi­ tions and complications
4. Readiness to change
5. Relapse, continued use, or continued prob­ lem potential
6. Recovery environment

The ASAM approach, or similar dimensional matching strategies, may be useful for sub­ stance abuse treatment staff within criminal justice settings. Although the ASAM criteria have not yet been formally adapted for offender populations, the PPC-2R could prove helpful in providing a structured vehi­ cle for determining which offenders would benefit from different levels of treatment intensity, structure, and supervision. One additional dimension that could be useful to incorporate in criminal justice adaptations of the ASAM PPC-2R is the risk for criminal recidivism. Levels of treatment services speci­ fied within the ASAM criteria would also need to be tailored to specific types of criminal jus­ tice settings (e.g., drug courts, restitution or day treatment centers, in-jail and in-prison settings), with additional client-offender dimensional criteria developed for each of these new settings. Although this adaptation process would require some attention, there is likely to be significant overlap between
client-offender dimensional criteria for these new settings (e.g., drug courts), and existing ASAM criteria for various settings (e.g., intensive outpatient treatment, therapeutic communities).

Conclusions and Recommendations
The consensus panel recommends that several key points be considered when developing a triage and placement system for substance abuse treatment in the criminal justice system:
· An effective triage and placement system should be developed to ensure adequate training and availability of staff to conduct assessments.
· In general, offenders who have significant risk for substance abuse and criminal recidivism should be prioritized for initial placement in substance abuse treatment services, rather than in other institutional programs (e.g., educational or vocational/employment services). These offenders should be referred to intensive

treatment programs (e.g., day treatment, intensive outpatient, residential services).
· Mental disorder symptoms and impairment should be carefully considered in determin­ ing placement in substance abuse treatment services. The functional ability of inmates should be the central concern in triage and placement decisions, rather than mental disorder diagnoses.
· A centralized substance abuse treatment database should be created to organize results from screening and assessment, to help coordinate the triage and placement process, and to track offender progress in treatment.
· 
In addition to key information regarding substance abuse problems, risk for criminal recidivism, and mental health problems, triage and placement decisions also should consider the offender's motivation and readiness for treatment, the length of sen­ tence/incarceration, prior history in treat­ ment, violence potential, and other related security and management issues.
· A centralized database that provides timely information on offenders as well as the availability of services should be developed to improve triage and placement.
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)The good treatment plan is a comprehensive set of tools and strategies that address the client's identifiable strengths as well as her or his prob­ lems and deficits. It presents an approach for sequencing resources and activities, and identifi.es benchmarks of progress to guide evaluation.
-Center forSubstance Abuse Treatment (CSAT) 1994d, p. 21

Overview
While screening and assessment identify the offender's need for sub­ stance abuse and other treatment services, and triage and placement services match the offender to the proper treatment, the treatment plan is where the information gathered is used to put treatment into practice. A treatment plan is a map specifying where clients are in recovery from substance use and criminality, where they need to be, and how they can best use available resources (personal, program-based, or criminal jus­ tice) to get there. At a minimum, the treatment plan serves as a basis of shared understanding between the client and treatment providers.
Clients learn what is expected of them in program commitments and attendance.
There are many approaches to treatment planning, but they possess some basic commonalities; this chapter discusses each in further detail. The severity of substance abuse-related problems must be determined, since this is the basis for appropriate placement in a treatment pro­ gram. In addition, the presence of co-occurring mental disorders must be assessed because these may limit the type of treatment approach and identify the need for psychiatric care. Also important is assessing fac­ tors such as procriminal attitudes and psychopathy that may suggest persistent criminality unrelated to substance abuse. The degree to which the individual is motivated to change behavior and lifestyle is another critical factor that has a bearing on whether motivational enhancement interventions, sanctions, or more self-directed treatments are appropriate. Finally, offender-clients should be involved in develop­ ing their treatment plan so that they can be referred to appropriate ser­ vices in the community.
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Assessing the Severity of Substance Use Disorders
Treatment planning within the criminal jus­ tice system requires a comprehensive assess­ ment of an offender's substance abuse history and patterns of use, including drug(s) of abuse, chronological patterns of use, specific reasons for use, consequences of use, and family history of drug and alcohol abuse.
Often treatment involvement within the crimi­ nal justice system is based primarily on a con­ viction or plea to a drug-related offense.
Although the number and type of substance­ related charges is sometimes a fairly good indicator of substance abuse and related problems, the offense category alone is not a foolproof indicator of treatment need or of appropriateness of referral to a specific pro­ gram. The presence of intoxicants in blood or urine at the time of arrest is a better, albeit imperfect, indicator.
Using multiple indicators for assessing the severity of a substance use disorder is impor­ tant because individuals with few substance­ related problems typically do not respond favorably to intensive treatment and fail to identify with the process of recovery. Close association with more severely affected offenders can result in the less-severe offend­ er becoming socialized into a criminal and drug-oriented lifestyle through contagion of attitudes and introduction to a criminal social network. Minimally, an assessment of severity should focus on determining the impact of use on the individual's community adjustment.
Usually this also entails taking a drug history that inquires about the frequency, dosage, and types of drugs used. A drug history may also inquire about the times at which, or set­ tings in which, an offender uses.
Assessment of the severity of a substance use disorder may lead to an actual diagnosis of a substance use or dependence disorder.
However, most offender treatment programs consider routine use of illicit drugs without a diagnosable disorder to be a legitimate focus

for treatment, since any use is illegal and may result in arrest or violations of community supervision guidelines. Also, most settings lack the qualified staff and time required to make formal diagnoses, and clients are some­ times in the setting for too short a time to delay treatment while awaiting formal diagno­ sis of a substance use disorder. In these set­ tings, clinical impressions are more feasible than are formal diagnoses, and common sense, assisted where possible by standard­ ized assessment instruments, should prevail in deciding whether and how to provide treat­ ment services. Fortunately, several standard­ ized instruments with good psychometric properties are available in the public domain, or at low cost, for the purpose of screening and assessment of substance use severity (see chapter 2).

Assessing the Severity of Co-Occurring Disorders
Another important area to assess in develop­ ing a treatment plan is the presence and impact of psychological and emotional prob­ lems, particularly those that are not the direct result of substance abuse. Offenders with severe substance use disorders have rela­ tively high rates of affective disorders, anxi­ ety disorders, and personality disorders.
These disorders can contribute to the devel­ opment of substance use problems, or the emotional disorders may develop as a conse­ quence of the physiological effects of long­ standing drug use and the stressful or trau­ matic life events that are often experienced as part of a lifestyle in which drug use plays a central role. Some individuals have mental health problems prior to intake; others devel­ op them during adjudication, incarceration, or community supervision. Commonly encountered disorders include anxiety, depression, and posttraumatic stress disorder (PTSD) (Teplin et al. 1996). Developing pro­ grams to assist those with co-occurring mental and substance use disorders requires inte­ grating treatments and modifying commonly
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used interventions to take into account possi­ ble cognitive disabilities and increased need for support among these individuals. In addi­ tion, system-level barriers in funding, staffing, and training must be overcome (Drake et al. 2001). (See also TIP 42, Substance Abuse Treatment for Persons With Co-Occurring Disorders [CSAT 2005c].)
Although the treatment of co-occurring severe mental disorders and substance use disorders sometimes is provided in specialized, more intensive programs, less severe mental disor­ ders that do not cause major functional impairment can be treated and managed effectively within mainstream programs.
Moreover, not addressing these underlying problems can increase the likelihood of relapse. It is important to note, however, that the early stages of recovery often are marked by increases in depression and anxiety, due, in part, to residual effects of substance with­ drawal and also to the individual's recogni­ tion of consequences related to his substance abuse, including incarceration or other restrictions to his liberty. Likewise, substance abuse may mask an underlying mental disor­ der that may not become apparent until the offender is no longer using drugs or alcohol. Thus, assessments should be repeated regu­ larly during the treatment process.

Posttraumatic Stress Disorder and Depression
Problematic early life experiences, physical and sexual abuse, witnessing violence among family and friends, and other traumatic life events often emerge as key issues in substance abuse treatment. Whether identified initially or after a period of treatment, it is important that these issues be reflected in the treatment plan, matched with interventions likely to be effective, and tracked with regard to progress. For example, while most clients will find that negative mood will decrease over the first few months of abstinence and treatment, an individual's depression, nightmares, and other trauma-related symptoms might persist after several months. If symptoms do not require transfer to a mental health services program, this individual should be referred to mental health professionals for further assessment and treatment. The referral could result in recommendations for antidepres­ sants and/or antianxiety medications and/or involvement in cognitive-behavioral therapy related to trauma and substance abuse issues. These interventions may be instrumental in preventing substance abuse relapse and allowing the client to continue making progress within her substance abuse treat­ ment program.
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)Serious Mental Disorders
Although they occur less frequently than PTSD and mild anxiety or depression, serious mental disorders (including schizophrenia, delusional disorder, bipolar disorder, and major depression) can adversely affect the ability of treatment programs to man­ age an offender's behavior. Behav­ ioral disorders that involve self-harm (e.g., cutting or burning oneself, suici­ dal threats or attempts), and impul­ sive and uncontrollable aggression are particularly problematic to manage in a treatment setting. These more severe

behaviors require involvement of mental health professionals for diagnostic workup and treatment interventions.
In the case of serious mental disorders and threatening behavioral disorders, an assertive, psychiatrically based treatment approach is needed during the most intensive phases of the disorder. After the more severe symptoms have abated (usually through medi­ cation and behavioral management on a spe­ cialized unit or in a hospital), collaboration between mental health and substance abuse professionals is needed to determine the best approach to manage and treat the individual. Some individuals will achieve a level of adjustment that will allow mainstreaming within substance abuse programs, with medi­ cation monitoring in collaboration with medi­ cal staff. Other individuals will require more intensively integrated care and intervention for their co-occurring disorders.

Intermittent Explosive Disorder
Treatment planning for individuals who pre­ sent with an intermittent threatening behav­ ioral disorder is complex. If these behaviors are fairly frequent, it will be impractical to manage the individual in a mainstream pro­ gram. If these behaviors occur infrequently, the individual may be manageable in the mainstream setting, but only with additional assessment as to the causal antecedents (immediate situation and circumstances) of the outbursts or self-harm behaviors and an analysis of the incentives and perpetuating factors that fuel the behavior. With this assessment in hand, the treatment plan can be used to alert and guide the individual and staff regarding triggers for the unwanted behaviors and ways to defuse their appear­ ance, or ways to limit the threat they present to the client and others.
The treatment plan in such cases will often involve the client's committing to a behavior contract that requires reporting strong temp­ tations or urges to the staff, specifies self-con-

trol strategies, and clarifies the consequences of the behavior, which may include sanctions for misconduct, intensification of treatment, or removal from the mainstream program with referral to a specialized behavioral unit. In many cases psychiatric consultations and medication management can be helpful.

Borderline Personality Disorder
Individuals diagnosed with borderline per­ sonality disorder (BPD) sometimes engage in severely disruptive behaviors. Individuals with this disorder typically experience many specific negative emotions (vulnerability, hos­ tility, sadness, anxiety, etc.) or a nonspecific but intense sense of distress or "feeling bad." This is combined with an inability to monitor and control emotions, alternating chaotic or contradictory ways of relating to self and oth­ ers, and self-harm or dramatically self­ destructive behaviors.
Dialectical Behavior Therapy (DBT) (Linehan 1993) has been developed specifically for treatment of BPD. This treatment requires specialized training, and manualized inter­ ventions are available to guide group treat­ ment sessions. DBT approaches can be suc­ cessfully integrated with substance abuse treatment in much the same way that the treatment of severe mental disorders is coor­ dinated with mainstream substance abuse treatment. Clients participating in DBT do so on a voluntary basis, and agree to attend skills training sessions and to work on reduc­ ing suicidal or self-injurious behavior and other behaviors that interfere with treatment. Core DBT interventions involve careful exam­ ination of clients' problems and emotional difficulties, as well as a recognition that these problems make sense within the context of current life situations. Problemsolving skills are used throughout DBT, as are contingency management, cognitive-behavioral treatment approaches, supervised "exposure" to past trauma events, and use of psychotropic medi­ cation.

The DBT approach typically consists of at least 1 year of treatment, comprising weekly individual psychotherapy and group therapy sessions. Individual sessions explore problem­ atic behaviors and chains of events leading up to the behaviors, while therapy sessions focus on interpersonal effectiveness skills, tolerance of distress, emotional regulation, and self­ awareness or "mindfulness" skills. The pre­ treatment phase of DBT is dedicated to assessment, orientation, and developing com­ mitment to the treatment process.
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)Three subsequent stages of treatment empha­ size self-examination and development of skills. Stage 1 of DBT involves examination of suicidal and other problem behaviors that interfere with treatment and the client's qual­ ity of life, and development of related skills to address these issues. Stage 2 of DBT address­ es problems related to PTSD, and Stage 3 is focused on developing self-esteem and addressing individual treatment goals.














Criminality and Psychopathy
In developing treatment plans for substance­ involved offenders, it is important to assess whether criminal attitudes and behaviors pre­ dated drug and alcohol abuse and whether criminogenic personality features will impede involvement in treatment. This assessment is useful in constructing a balance between risk containment and rehabilitative activities pre­ scribed for the offender, and, along with sub­ stance use disorder severity and presence of

psychopathology, is one of the most important predictors of treatment outcome. Although substance abuse treatment has become increasingly integral to the criminal justice system, it should not be assumed that crimes committed by drug-involved offenders are solely the result of drug-acquiring behavior or are attributable to intoxication and impaired brain functioning. The majority of drug-involved offenders show a dramatically reduced pattern of criminal activity while they are abstinent and involved in treatment, as compared with periods of active substance abuse (De Leon et al. 1982; Deschenes et al.
1991). Nonetheless, some offenders persist in committing a high frequency of property and violent crimes, even in the absence of sub­ stance abuse.

Sources of Criminality
Many offenders begin their criminal careers before the onset of substance use, with drugs
and alcohol being more symptomatic of a broader pattern of delinquency, act­ ing-out, and social deviance. Three sources of criminal behavior that are closely associated with drug use can be identified: procrinrinal values, pro­ crinrinal associates, and psychopathy.

Procriminal values
Procriminal values in adults are most often the result of the combination of
early involvement with delinquent peers, the
experience of parental neglect or abuse, the absence of prosocial resources and strengths (such as literacy, employability, and social skills), and exposure to an overly permissive or procriminal environment, such as an unsafe school or crime-ridden neighborhood. Examples of procriminal values include intol­ erance for personal distress and unwillingness to accept responsibility for behaviors that adversely affect others. Procriminal values and attitudes, coupled with a longstanding pattern of antisocial and criminal behaviors, are the key elements of psychopathy.

Procriminal associates
Procriminal associates can develop from life in proximity to high-frequency crime areas, but more often the choice of criminal associ­ ates is the logical result of "criminal thinking" and procriminal values. Procriminal associa­ tions are also formed during incarceration or involvement in criminal justice programming. Often these are not balanced by prosocial friendships because of the person's inability to overcome the stigma of having a criminal record or attract and maintain relationships with individuals who are socially less "marginal."
Procriminal values and thinking, as well as criminal associates, are rooted in normal cog­ nitive, emotional, and social processes, such as the need for belonging and approval, the need to feel that one has gotten a "fair deal" in life, and the need to feel a sense of self-effi­ cacy and security. Because the origin and perpetuation of these factors are based pri­ marily in normal psychosocial aspects of the person-that is, they are based on thoughts, emotions, and ways of relating that are within normal limits-they are fairly susceptible to being modified using the psychosocial meth­ ods common to the major substance abuse treatment modalities. Individuals whose crim­ inality results primarily from these two fac­ tors can learn new ways of thinking and valu­ ing, as well as new ways of feeling and how to manage their feelings, especially in the con­ text of developing new prosocial and pro­ recovery relationships. Treatment approaches that address criminal thinking are discussed in chapter 5.

Psychopathy
Psychopathy is distinguished from both pro­ criminal values and procriminal associates in that it is most often conceptualized as a per­ sonality trait with primarily biological under­ pinnings. When this trait becomes extreme it can be described as a personality disorder.
Personality disorders are distinctive, long­ standing, pervasive patterns of behavior,

which usually begin early in life. Personality disorders tend to affect almost every aspect of a person, such as thinking, feeling, perceiv­ ing, and relating to others, with worsening cycles of self-defeating and maladaptive behavior. Most theorists and researchers view psychopathy as the result of interactions between biological differences-primarily located in the brain (Anderson et al. 1999; Laakso et al. 2001)-and the most early and basic experiences that shape the personality, such as the experience of bonding, attach­ ment, and concern for others (Hare 1996).
Psychopathy is expressed in ways of thinking (impulsive, irresponsible, and grandiose) and feeling (without empathy and shallow) that typically result in behaviors that seriously infringe on the rights of others.
In contrast to the BPD, the most notable characteristic of individuals with severe psy­ chopathy (other than persistent criminality and exploitation of others) is the lack of nor­ mal attachment to and value for other people. Although they can be glib and charming, peo­ ple with psychopathy have a shallow and fleeting ability to experience, express, and understand social emotions such as embar­ rassment, self-consciousness, shame, guilt, pity, and remorse. This affective-interperson­ al deficit often is expressed in the form of
cold and callous use of other people without regard for their feelings or well-being. This lack of empathy is usually the basis for a lack of remorse for criminal behavior and is sup­ ported by the belief that society and the vic­ tim are at fault, rather than the perpetrator, or that the damage done by one's crimes is of little consequence (Hare 1998a).
The Psychopathy Checklist-Screening Version (PCL-SV) can provide an important screening mechanism for identifying those offenders who may require a more extensive evaluation. The PCL-SV and other instru­ ments for examining psychopathy are dis­ cussed in more detail in chapter 2. All other things being equal, individuals who are low in psychopathy can be expected to respond favorably to substance abuse treatment in the

criminal justice system and to significantly reduce their criminal behavior as the result of this treatment. Individuals who are in the moderate range of psychopathy will benefit from treatment but will require more inten­ sive monitoring, an emphasis on consequences and potential sanctions versus personal aspi­ rations and goals, and vigilance for deception and manipulation of treatment and criminal justice supervisors.
Individuals high in psychopathy require the most intensive in-prison and community supervision and monitoring. Intensive treat­ ments that engage the client in deep emotional processing, that require "working through" life experiences to develop insight, or that stress the development of social skills for
their own sake should be avoided for this group. Treatments should be limited to prac­ tical relapse prevention activities, including relapse to illegal or seriously self-defeating forms of manipulation and exploitation of others, with increased monitoring for drug use. All self-reported aspects of community adjustment must be carefully corroborated by first-hand observation or reported by an independent third party, including, for exam­ ple, attendance at required programming, status of living conditions, type and hours of work, criminal background of close associ­ ates, and use of leisure time.
Offenders with severe psychopathy tend to do poorly in treatments of all types, when com­ pared to those without severe psychopathy.
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)Of great importance is the sur- prising and paradoxical finding (now replicated) that offenders with severe psychopathy who are given intensive treatment
re-offend more frequently and more seriously than offenders with psychopathy who go untreated (Hobson et al. 2000; Reiss et al. 1999, 2000). In other words, treatment may be contraindicated for offenders with severe psychopathy.

Client Motivation and Readiness for Change
The successful implementation of a treatment plan depends, to a great extent, on the client's motivation and readiness for change. Motivation level has been found to be an important predictor of treatment compliance, dropout, and outcome, and is useful in mak­ ing referrals to treatment services and in determining prognosis (Ries and Ellingson 1990). Motivation is sometimes thought of as an emotional commitment to voluntary engagement in treatment. However, this view is overly simplistic, since motivation can be influenced by many factors including the threat of sanctions or the promise of rewards for treatment engagement (such as reduced jail time, access to needed services, or trans­ fer to a desired correctional facility where the treatment will take place). Motivation and readiness for treatment are expected to change over time, and individuals often cycle through several predictable "stages of change" during the treatment and recovery process. Due to the chronic relapsing nature of substance abuse problems, offenders fre­ quently return to previous stages of change before achieving recovery goals and sustained periods of abstinence. (See chapter 3 for a discussion of the stages.)
A number of attempts have been made to link the readiness to change approach to a substance abuse-specific model that involves

"phases" of recovery. Each phase of recovery is typified by a characteristic level of motiva­ tion, often reflected in engagement with treat­ ment and with specific recovery-related activ­ ities. These models have considerable value for both treatment planning and research as ways of describing and communicating about where a client is in regard to readiness (McHugo et al. 1995).
Assessment of treatment readiness and stage of change is useful in treatment planning and in matching the offender to different types of treatment. For example, matching offenders to treatment that is appropriate to their cur­ rent stage of change is likely to enhance treat­ ment compliance and outcomes. For individu­ als in the early stages of change, placement in treatment that is too advanced and that does not address ambivalence regarding behavior change may lead to early termination from the program. For offenders who are in later stages of change, placement in services that focus primarily on early recovery issues may also lead to premature termination from treatment. Staff involved in treatment plan­ ning should be careful to assess the offender's stage of change and readiness for substance abuse treatment and to consider this informa­ tion when developing treatment plan goals.
Ongoing review of readiness for treatment can be provided through use of self-report instru­ ments, focused discussion with the client, observation of the client within a treatment program, and review of collateral reports

from treatment staff, criminal justice staff, and family members. Several techniques for screening and assessment of readiness for change are discussed in chapter 3.
Motivation for change is so often an issue for criminal justice clients that perhaps most treatment plans should contain a section addressing motivation and readiness for change. Surprisingly, individuals who verbal­ ize the greatest desire for treatment may not have more than a vague sense of their own motivation to escape the negative conse­ quences they are currently experiencing, such as incarceration, debt, or ill health. However, staying focused on the positive consequences and rewards of recovery is an essential aspect of the recovery process. From the first point of intake to the final community supervision session, promoting and utilizing motivation should be an upfront aspect of criminal jus­ tice management of substance abuse treat­ ment. Motivational interviewing methods, providing feedback to clients on key aspects of assessment findings and progress toward treatment plan goals and intimate involve­ ment of the client in the construction and revision of the treatment plan are important ways of enhancing client engagement in treat­ ment. (For more information, see TIP 35, Enl1ancing Motivation for Change in Substance Abuse Treatment [CSAT 1999b].)

Focus on Personal Strengths
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)The strengths-based approach to treatment planning in juvenile justice and adult criminal justice settings has been received with enthusiasm in many quarters.
This contrasts with the tradi­ tional deficit-based approach to treatment planning for adults involved in the criminal justice system. Strengths can be recog­ nized and used in treatment planning without neglecting deficits or decreasing the neces­ sary emphasis on accountability and responsibility. Offenders

tend to exaggerate or minimize their strengths. Assisting clients in identifying and getting an accurate estimate of their personal strengths should emphasize, but not be limit­ ed to, those that are relevant to recovery.
Strengths assessment often begins by deter­ mining what interests or inspires the client or by identifying those things in which the client has a sense of pride. Therapeutic community settings often identify specific roles within the treatment environment that clients can take on as their strengths and work to develop them further. Other modes of intervention perhaps need to create roles or activities for clients that use their strengths or identify opportunities outside of the program itself.
Women's programs often emphasize the strengths that enabled survival during peri­ ods of abuse or neglect. Identifying and work­ ing with strengths in the treatment planning process allows the client to be less defensive about the identified deficits and problem areas in the same plan. It is important, how­ ever, that the perception of the strengths as legitimate and of value be shared among the members of the planning team and with the client.

Implementing an Effective Treatment Planning Process
Offender Involvement in the Development of the Treatment Plan
The consensus panel believes that it is essen­ tial for clients to be involved in setting case management goals that are in their own best interests. Success of the treatment plan can be greatly aided by the client's involvement in the development of specific objectives and interventions. An example of this process is the Client's Recovery Plan (CRP), in use at the Walden House program in San Francisco (see Figure 4-1, next page). The client docu-

ments his perception of his circumstances, needs, and tendencies, and these are incorpo­ rated into the program treatment plan. The CRP opens the dialog between the client and the staff on a more equal footing.

Coordination of Treatment Planning and Sharing of Treatment Information
Treatment planning activities in criminal jus­ tice settings should include the full range of professionals involved in supervising, moni­ toring, and providing therapeutic services. In noncustody settings, it is useful to have pro­ bation or parole officers involved in this pro­ cess, in addition to staff from halfway houses, employment/vocational services, and family members. In custody settings, treatment plan­ ning could involve case management or tran­ sition staff who may be responsible for coor­ dinating prerelease plans and making arrangements for treatment appointments fol­ lowing release from custody. The consensus panel recommends that treatment plans be updated at different transition points in the criminal justice system (e.g., following release from custody, transfer to less intensive super­ vision status, or departure from a halfway house setting), as the offender's motivation, response to environmental stressors, and level of involvement in treatment may significantly change. Signed releases of confidential infor­ mation and interagency memorandums of agreement can help to ensure that treatment plans and other key information are trans­ ferred to appropriate staff during these tran­ sition points.
Relapse prevention plans often are used with­ in community-based treatment programs in the criminal justice system to develop a coor­ dinated approach to supervision, treatment, and judicial supervision that recognizes the importance of substance abuse relapse.
Relapse prevention plans often describe high­ risk situations for the offender which increase the likelihood of relapse, relapse "triggers" or cues (e.g., interpersonal conflict, negative or

[image: ]Figure 4-1 Client's Recovery Plan (CRP)

Name 	 Date 	 WH #

Note to client
This form is provided to you, as a Walden House client, in order to obtain your input into your treatment plan. Your counselors will be evaluating you and your treatment needs based on the Psycho-Social History and Assessment that you provided them. This form is your opportunity to do your own self-evaluations on the same cat­ egories.

Instructions
Please describe your own preferences or ideas of what you feel you need in the following categories (if the category does not apply, please put "N/A").

Drug and Alcohol




Childhood/Family




Relationship/Marital/Sexual




Friendship/Recreation and Leisure/Religious/Spiritual




Parenting/Child Protective Services (CPS)




Criminal Justice




Education




Employment

 (
Housing
Mental
 
Health
Overall, is there
 
anything
 
else
 
you
 
feel you
 
need
 
that
 
is not
 
covered
 
in
 
the
 
above
 
areas
 
that
 
is related
 
to 
your
 
sub­ stance 
abuse recovery?
In
 
your
 
opinion,
 
how
 
much
 
treatment
 
time
 
do
 
you
 
feel
 
you
 
need?
 
Be
 
specific.
Your signature: 
Thank
 
you. Your 
input 
is 
appreciated
 
and
 
will be
 
taken 
into consideration
 
in
 
the development
 
of
 
your
 
treatment plan. You are
 
to
 
bring this 
completed 
form with 
you 
to 
your clinical 
assessment meeting.
)


positive emotions, drug paraphernalia, old drinking or drug associates), skills to be developed to address problems related to relapse, and specific strategies to deal with relapse urges, "triggers," and high-risk situa­ tions. Relapse prevention plans are used in a number of drug courts, and help develop con­ sensus among court, supervision, and treat­ ment staff about an offender's current "risk" level for relapse and in organizing responses to critical incidents and problem behaviors.

Linkages With Community Treatment
For criminal justice clients who will not remain long in a jail setting, linkages to the appropriate community services are an essen­ tial part the treatment plan. The shorter the jail detention, the more important these links become, especially if a client needs a range of services, including educational, vocational, legal, medical, and mental health. For these links to work most effectively, the treatment plan must include all relevant information

about the client that may be needed by the community providers involved. This will allow all the different parties to agree on their own responsibilities to the client as well as the conditions for reporting back to the case manager as needed for the client's welfare. In some cases an interagency audit, however
informal, can be useful to identify gaps in the treatment plan and barriers to the client's progress, as well as the strengths present in the client's situation.
Successful links with community agencies require careful planning and considerable resources to develop. Treatment planning and case management as a whole will be easier for treatment professionals if these relationships already exist and can be called upon quickly. Case managers can cultivate these relation­ ships by being involved whenever possible in activities of the agencies they work with, such as by attending committee or planning meet­ ings, in helping staff members of these organi­ zations to develop offender programs and policies, and by contributing to resource materials and manuals. (See TIP 30,

Continuity of Offender Treatment for Substance Use Disorders From Institution to Community [CSAT 19981].)

Conclusions and Recommendations
The consensus panel recommends that several key points be considered when developing a substance abuse treatment plan for clients in the criminal justice system:
· Sufficient resources are needed for compre­ hensive assessment and treatment planning, including adequate staffing, clerical sup­ port, and access to computers and manage­ ment information systems.
· When sharing information is not feasible (e.g., routinely providing detailed informa­ tion to a drug court judge regarding offend­ er disclosures in treatment), consultation, training, and written agreements are need­ ed to define the types of information that will be shared, with whom, and under what circumstances.
· Procedures should be developed to control the flow of relevant information to the vari­ ous staff involved in an offender's treat­ ment and supervision. These procedures are required to protect the privacy and confidentiality rights of offenders. (For more information on confidentiality, see CSAT 2004.)

· The offender should be involved in all major aspects of the treatment planning process.
· 
Procedures should be adopted for in-prison treatment programs regarding information sharing and flow of treatment records from one institution to another. Such procedures should control access to treatment providers and provide protection against rerelease of information related to self-dis­ closures of previous unreported criminal behavior or the intent to commit future crimes and psychiatric and medical histo­ ries, except when required by law. (For more information on confidentiality,
see CSAT 2004.)

· Treatment plans should assess the severity of the substance use disorder as well as any COD in order to place the offender in an appropriate treatment setting.
· Treatment plans should address motivation and readiness for change.
· Treatment plans should incorporate a strengths-based approach.
· Offenders possessing some degree of psy­ chopathy may respond less well to tradi­ tional substance abuse treatment but bene­ fit from intensive in-prison and community supervision that emphasizes consequences and sanctions for relapses.
· Correctional therapeutic community (TC) programs should consider use of instru­ ments to measure client progress in treat­ ment, as defined by the TC's goals for social and psychological change.
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