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What	are	the	three	goals	of	punishment

A	wide	range	of	hopes	have	been	fastened	on	drug	treatment,	in	keeping	with	the	diversity	among	those	who	take	a	strong	interest	in	treatment	programs:	clients,	their	families,	clinicians,	outside	payers,	employers,	and	public	agencies.	How	these	different	expectations	can	be	reconciled	and	prioritized	is	a	fundamental	question—particularly	for	the
development	of	measures	to	assess	treatment	outcome.	Such	assessments	are	in	turn	crucial	at	a	time	when	competition	for	budgetary	dollars	is	intense	and	health	cost	control	measures	are	targeting	substance	abuse	benefits	for	differential	reductions—even	though	the	public	and	the	President	rank	the	drug	problem	above	national	security	and
economic	concerns	as	the	country's	most	serious	current	issue	(Gallup,	1989;	Bush,	1990).Every	treatment	program	needs	to	have	operational	goals,	which	should	be	clearly	understood	and	viewed	as	legitimate	by	all	interested	parties.	These	goals	imply	how	program	success	is	to	be	measured.	Changes	in	the	frequency	of	program	clients'	cocaine	or
heroin	consumption	and	in	their	commission	of	(and	subsequent	apprehension	for)	violent	crimes	are	typically	the	dominant	themes	of	treatment	outcome	studies.	With	limited	exceptions,	changes	in	physical	and	psychological	well-being,	marijuana	and	alcohol	consumption,	general	employment	status,	and	the	size	of	local	drug	markets	are	subsidiary
issues.	AIDS	risk	reduction	as	a	measure	of	treatment	outcome	is	only	beginning	to	assume	importance.This	chapter	first	reviews	the	diverse	interests	that	have	shaped	treatment,	the	interplay	between	these	interests,	and	their	implications	for	setting	realistic	treatment	goals.	The	committee	focuses	especially	on	client	motives	for	entering
treatment.	What	finally	spurs	most	clients	into	treatment	is	the	desire	to	relieve	some	kind	of	immediate	drug-related	pressure	or	to	avoid	an	unpleasant	drug-related	consequence.	Concerns	about	legal	jeopardy	loom	large	among	these	motives	and	have	been	analyzed	more	extensively	than	all	other	factors	combined.	In	this	chapter,	therefore,	the
committee	carefully	examines	how	the	criminal	justice	system	affects	the	drug	treatment	system	and	particularly	considers	the	implications	for	treatment	of	the	large	and	growing	pool	of	drug-involved	individuals	over	whom	the	justice	system	exerts	(or	tries	to	exert)	various	kinds	of	authority.Besides	the	criminal	justice	system,	the	workplace	is	the
most	significant	formal	institution	potentially	affecting	referral	to	treatment,	particularly	through	employee	assistance	and	drug	screening	programs.	Estimated	productivity	losses	owing	to	drug	problems	add	up	to	an	impressive	figure.	There	is	limited	evidence,	however,	about	the	connection	between	employee	assistance	or	drug	screening	programs
and	drug	treatment,	and	the	data	suggest	that	employer	linkages	are	not	a	big	part	of	the	total	treatment	picture.The	various	and	complex	motives	displayed	by	clients	in	treatment,	the	differing	severities	and	depths	of	their	problems,	and	the	differential	involvement	of	the	criminal	justice	system	or	employers	yield	a	spectrum	of	potential	with
respect	to	recovery	from	drug	problems.	Programs	in	turn	have	developed	strategies	for	selecting	or	recruiting	across	that	spectrum,	within	the	limits	of	their	clinical	resources,	organizational	commitments,	and	institutional	environments.	Partial	recovery,	particularly	in	terms	of	reduced	drug	consumption	and	other	criminal	activity,	is	a	realistic
expectation	for	most	clients	in	treatment	at	any	one	time.	Full	recovery	is	an	achievable	goal	only	for	a	fractional	group,	whereas	no	recovery	can	be	expected	for	another	fraction.In	the	light	of	these	observations,	the	most	general	conclusion	of	this	chapter	is	that	in	setting	and	evaluating	treatment	goals,	what	comes	out	must	be	judged	relative	to
what	went	in—and	as	a	matter	of	more	or	less	rather	than	all	or	none.The	notion	of	successful	drug	treatment	has	many	possible	shadings.	A	number	of	drug	treatment	goals	have	been	overtly	or	implicitly	advanced	in	authoritative	statements	over	the	years	(American	Bar	Association/American	Medical	Association,	1961;	Office	of	Drug	Abuse	Policy,
1978;	Office	of	National	Drug	Control	Policy,	1989;	Besteman,	1990;	Courtwright,	1990).	These	goals	are	diverse	enough	that	success	in	reaching	one	of	them	(although	it	may	be	related	to	other	goals)	is	not	necessarily	a	requirement	for	success	in	reaching	the	others.	The	following	is	a	compendium	of	many	of	these	treatment	goals:substantially
reduce	the	treated	individual's	use	of	illicit	drugs—or,	more	stringently,	end	it	altogether;substantially	reduce—or	end	altogether—violent	and	acquisitive	crimes	by	the	treated	individual	against	others;substantially	reduce—or	end	altogether—the	treated	individual's	consumption	of	legal	psychoactive	drugs,	including	alcohol	and	medical	prescriptions
such	as	methadone;reduce	the	treated	individual's	specific	educational	or	vocational	deficits;restore	or	initiate	legitimate	employment	of	the	treated	individual;change	the	treated	individual's	personal	values	to	approximate	more	closely	mainstream	commitments	regarding	work,	family,	and	the	law;normalize	or	improve	the	treated	individual's	overall
health,	longevity,	and	psychological	well-being;reduce	specific	drug	injection	practices	and	hazardous	sexual	behaviors,	such	as	multiple	unprotected	sexual	encounters,	that	readily	transmit	the	AIDS	virus	between	the	treated	individual	and	others;reduce	the	overall	size,	violence,	seductiveness,	and	profitability	of	the	market	for	illicit	drugs;
andreduce	the	number	of	infants	born	with	drug	dependence	symptoms	or	other	immediate	or	longer	term	impairments	owing	to	intrauterine	exposure	to	illicit	drugs.The	length	of	this	list	of	goals	and	the	specific	variations	within	it	(reducing	versus	ending	a	certain	behavior,	individual	versus	more	broadly	sociological	effects)	have	two	distinct
although	related	origins.	First,	different	governing	ideas	about	drugs	have	instilled	different	aspirations,	theories,	and	philosophies	into	the	treatment	system.	Second,	drug	treatment	episodes	involve	multiple	parties,	and	the	ultimate	results	of	any	treatment	episode	are	shaped	by	the	differing	objectives	and	behavior	of	those	parties.Analytically,	the
parties	involved	in	drug	treatment	are	individual	clients	entering	treatment;	clinical	programs	themselves,	which	offer	different	types	of	services;	third-party	reimbursers	or	payers	of	clinical	expenses	(e.g.,	insurers	or	public	health	bureaus);	regulatory	agencies	or	other	monitors	such	as	accreditors	or	utilization	managers,	who	enforce	or	evaluate
program	compliance	with	specific	legal	or	clinical	standards;	family	members	or	others	who	are	personally	involved	with	individuals	entering	treatment;	agencies	that	have	legal	or	client	relationships	with	these	individuals,	such	as	criminal	justice	agencies	or	employers;	and	the	public	through	its	appointed	and	elected	representatives.1The	goals	of
clients,	clinicians,	program	managers,	payers,	regulators,	politicians,	and	other	interested	parties	are	often	imperfectly	matched.	Conflicts	and	competition	for	control	of	clinical	decision	making	are	common.	This	pattern	is	visible	not	only	in	particular	cases	but	also	more	broadly,	as	drug	treatment	policies,	practices,	and	capabilities	evolve	with
accumulating	experience	and	vary	with	the	changing	balances	between	governing	ideas.For	example,	the	moral	censure	of	drugs	and	the	desire	to	reduce	the	prevalence	of	drug-related	crime	were	early	and	clear	influences	on	the	development	of	publicly	supported	treatment	programs.	It	is	impossible	to	understand	the	growth	of	the	national
treatment	system	apart	from	the	national	policy	focus	on	cutting	down	street	crime.	But	compassion	for	the	suffering	of	the	addict	has	also	been	a	factor,	together	with	a	strong	current	of	concern,	especially	in	the	1960s,	about	improving	economic	opportunities	in	urban	neighborhoods	badly	troubled	by	poverty,	drugs,	racial	discrimination,	and	other
problems.	Concern	has	centered	as	well	on	protecting	the	civil	rights	restoring	the	human	dignity	of	drug-dependent	individuals.	In	this	context,	community	programs	were	viewed	as	a	source	not	only	of	therapy	for	the	treated	individual	and	crime	control	for	all	of	his	or	her	neighbors	but	also	of	jobs,	identity,	community	empowerment,	and	political
achievements	(Vocational	Rehabilitation	Administration,	1966;	Brotman	and	Freedman,	1968;	Martin	and	Isbell,	1978;	Attewell	and	Gerstein,	1979;	Besteman,	1990;	Courtwright,	1990).In	contrast,	most	privately	reimbursed	drug	treatment	programs	began	with	a	much	firmer	adherence	to	the	medical	perspective	associated	with	treating	dependence
on	alcohol	as	a	disease,	a	perspective	with	very	different	legal	ramifications	and	in	particular	an	orientation	toward	restoring	employees	to	satisfactory	job	performance.	Private	treatment	programs	have	also	placed	great	emphasis	on	the	dignity—or	destigmatization—of	the	afflicted	individual	(Wiener,	1981;	Institute	of	Medicine,	1990;	Roman	and
Blum,	1990).	More	recently,	the	fear	of	harmful	or	criminal	behavior—including	drug	transactions	at	the	work	site	and	negligence	in	job	performance	that	might	lead	to	injury	or	loss	of	life—has	become	a	significant	factor	as	well	(Gust	and	Walsh,	1989).	Most	recently,	high	levels	of	concern	about	increasing	expenditures	on	private	treatment	for
drugs,	alcohol,	and	mental	illness	(and	every	other	health	cost)	are	affecting	the	private	treatment	sector.Plurality	of	interests	is	not	a	phenomenon	unique	to	drug	treatment,	and	it	is	not	an	insuperable	obstacle	to	setting	achievable	goals.	Even	with	clearly	divergent	intentions,	different	parties	may	be	able	to	strike	a	bargain—that	is,	agree	on	a
''social	contract"	for	treatment—that	everyone	involved	considers	favorable,	even	though	each	party	may	get	something	less—or	more—than	it	originally	bargained	for.	The	major	result	of	complexity	for	present	purposes	is	that	it	makes	treatment	processes	highly	contingent.	If	participants	have	differing	goals,	treatment	processes	are	more
susceptible	to	breakdown	through	client	attrition	or	discharge,	staff	demoralization	or	mismanagement,	program	closing,	or	withdrawal	of	participation	by	a	payer	or	other	external	agent.In	light	of	the	diversity	of	treatment	goals	and	the	differing	motives	that	underlie	them,	it	is	important	to	develop	realistic	expectations	about	what	treatment	can
usefully	accomplish.	The	principal	issues	reduce	to	a	few	central	and	relatively	enduring	questions:	Why	do	individuals	enter	drug	treatment?	What	are	the	implications	of	entry	motivations	for	setting	clinical	goals?	What	are	the	actual	and	the	optimal	goals	of	drug	treatment	and	the	criminal	justice	system?	What	are	the	supporting	relationships
between	them?	Between	drug	treatment	and	employers?	What	should	be	the	minimum	acceptable	results	of	treatment—partial	or	only	full	recovery?Individuals	who	seek	admission	to	drug	treatment	offer	a	variety	of	reasons	for	doing	so	(Anglin	et	al.,	1989b;	Hubbard	et	al.,	1989).	The	reasons	they	give	are	illuminating,	although	their	logic	proves	to
be	unintelligible	in	some	cases,	and	they	may	be	evasive	or	deceptive	in	others.	Three	fundamentals	are	present	in	virtually	every	such	instance.	First,	the	applicant	for	admission	to	drug	treatment	has	one	or	more	uncomfortable	and	fairly	urgent	problems	to	resolve.	Typically,	the	problems	entail	noxious	physical	or	psychological	stimuli	(a	serious
infection,	chronic	depression),	sharp	social	pressure	(a	felony	case,	an	angry	spouse),	or	the	imminent	threat	of	something	quite	unwelcome	(e.g.,	imprisonment	or	assault).	Second,	the	problems	are	related	to	drug	use,	although	the	client	may	or	may	not	view	them	as	issues	separate	from	drug	consumption.	In	fact,	the	relative	severity	of	drug	abuse
or	dependence	may	be	only	loosely	coupled	with	the	severity	of	the	presenting	problem.	Third,	the	individual	is	ambivalent	about	seeking	treatment.Motives	do	not	necessarily	translate	directly	into	outcomes.	Reconfiguring	client	motivation	is	a	fundamental	clinical	objective	of	many	if	not	all	good	treatment	programs.	Moreover,	there	is	reason	to
think	that	treatment	processes	affect	individuals	to	some	degree	regardless	of	their	initial	motives.	Nevertheless,	the	cardinal	importance	of	the	initial	motivation	to	seek	treatment	is	that	these	motives	are	likely	to	influence	the	probability	that	the	client	will	stay	in	treatment	long	enough	for	the	therapeutic	process	to	take	effect.	For	this	reason,	it	is
worthwhile	to	delineate	treatment	motivations	in	some	detail.The	kinds	of	problems	that	lead	applicants	to	seek	treatment	are	well	summarized	in	the	scales	of	the	Addiction	Severity	Index,	a	diagnostic	screening	interview	and	rating	method	designed	to	yield	"a	subjective	estimate	of	the	client's	level	of	discomfort	in	seven	problem	areas	commonly
found	in	alcohol	and	drug	dependent	individuals"	(McLellan	et	al.,	1985:iii).	The	following	categories	are	rated	for	severity:medical	status	(lifetime	hospitalizations	[excluding	drug	detoxification	or	treatment],	chronic	medical	conditions,	disabilities,	severe	symptoms	in	past	30	days	[excluding	drug	withdrawal,	intoxication,	or	overdose
effects]);employment/support	(level	of	formal	education	and	training,	occupational	type,	usual	employment	pattern,	past	30	days'	employment,	income	level	and	sources,	dependents,	recent	job-finding	efforts	[if	applicable]);drug	use	(use	during	past	30	days,	recent	dependence/abuse	symptoms,	lifetime	use,	length	and	date	of	last	abstinence,	lifetime
overdoses	and	detoxifications,	previous	treatment	episodes,	recent	daily	cost	of	drugs);alcohol	use	(use	during	past	30	days,	recent	dependence/abuse	symptoms,	lifetime	use,	length	and	date	of	last	abstinence,	lifetime	overdoses	and	detoxifications,	previous	treatment	episodes,	recent	daily	cost	of	alcohol);legal	status	(whether	legal	jeopardy
prompted	application,	whether	client	has	an	active	case	pending	or	is	on	probation	or	parole,	lifetime	arrests	by	type,	number	of	convictions	and	incarcerations,	recent	crimes	committed);family/social	relationships	(marital	status	and	satisfaction,	living	arrangements	and	satisfaction,	relations	with	friends,	recent	and	past	conflicts	with	family	or
friends);	andpsychiatric	status	(treatment	episodes,	symptoms	of	depression,	anxiety,	confusion,	or	aggression	during	lifetime	and	in	past	30	days,	suicide	attempts).The	literature	on	admission	to	treatment,	much	of	which	reports	on	the	use	of	the	Addiction	Severity	Index	or	similar	instruments	and	reflects	an	abundance	of	clinical	experience,
indicates	that	treatment	is	sought	primarily	when	there	is	a	negative	or	threatening	situation	to	be	alleviated	in	any	one—or	more—of	these	areas	(Brown	et	al.,	1971;	Ball	et	al.,	1974;	Gerstein	et	al.,	1979;	Hubbard	et	al.,	1989)2.	Moreover,	studies	show	that	applicants	often	report	either	an	unsuccessful	attempt	to	deal	with	the	admitting	complaint
without	seeking	treatment	or	an	earlier	successful	resolution	of	this	or	a	similar	problem	(at	least	temporarily)	with	the	aid	of	treatment.	Because	some	problems	can	be	intermittent,	yielding	to	quick	solutions	but	returning	again	to	trouble	and	frustrate	the	individual,	initial	brief	flirtations	with	treatment	are	often	followed	by	later,	more	extended
episodes.	In	fact,	half	or	more	of	a	mature	program's	admissions	can	be	expected	to	be	repeat	admissions	to	that	program—without	counting	time	spent	in	other	programs.	The	prevalence	of	repeat	admissions	is	generally	highest	in	methadone	programs,	which	require	documentation	of	previous	relapses	and	have	the	oldest	clientele.	In	a	typical	long-
standing	methadone	program,	two-thirds	of	the	clients	are	second	or	later	admissions	(Allison	et	al.,	1985;	Hubbard	et	al.,	1989).Controlling	drug	use	is	virtually	always	a	part	of	treatment	motivation,	but	the	extent	or	proportion	of	that	part	varies.	It	may	be	the	sole	objective	of	treatment	entry,	or	it	may	be	no	more	than	a	base	from	which
superordinate	objectives	are	to	be	achieved.	These	objectives	can	be	very	specific:	for	example,	to	withdraw	completely	from	a	local	drug	market	to	avoid	violent	recriminations	for	a	dishonest	transaction	(stealing	someone's	drugs,	acting	as	a	police	informant,	etc.);	to	influence	a	prosecutor	or	judge	to	reduce	a	heavy	criminal	charge	or	sentence,
thus	yielding	probation	rather	than	jail	or	a	shorter	rather	than	longer	term	of	incarceration;	to	complete	probation	or	parole	successfully;	to	save	a	job	threatened	by	drug-related	absenteeism,	ill	temper,	or	errors;	or	to	stave	off	a	family	rupture,	such	as	expulsion	from	a	conjugal	or	parental	home	or	the	loss	of	custody	of	a	child.The	motives	can	also
be	quite	general:	to	restore	generally	run-down	physical	health;	to	put	one's	life	back	together;	or	to	find	or	regain	a	sense	of	self-respect.	Perhaps	the	most	general	of	reported	motives	is	a	pervasive	sense	of	weariness	or	melancholy,	a	cumulative	and	demoralizing	realization	that	the	increasing	trouble	that	comes	with	sustained	abuse	and
dependence	is	leading	to	a	dead	end.	Depending	on	the	modality,	one-quarter	to	one-half	of	a	national	sample	of	treatment	admissions	reported	depressive	and	suicidal	thinking	(Hubbard	et	al.,	1989).Recently	(Kosten	et	al.,	1988),	as	well	as	in	previous	years	(Allison	et	al.,	1985),	health	crises,	problems	involving	serious	jeopardy	from	the	criminal
justice	system,	and	psychiatric/psychological	problems	are	not	the	most	prominent	motivations	among	those	seeking	relief	from	cocaine	and	opiate	use	in	public	programs3.	In	the	case	of	women	or	married	men,	pressure	precipitating	admission	to	treatment	often	comes	from	family	members;	however,	in	general,	these	demographic	types	are	a
minority	of	those	entering	public	programs.Pressure	from	the	criminal	justice	system	is	the	strongest	motivation	reported	for	seeking	public	treatment.	Those	who	entered	outpatient	and	residential	programs	in	a	1979–1981	national	sample	of	public	program	admissions	were	directly	referred	by	the	criminal	justice	system	about	40	percent	of	the
time.	Direct	referral,	however,	is	clearly	a	conservative	measure	of	the	broader	influence	of	criminal	justice	pressure	(Anglin	et	al.,	1989b).	Between	one-half	and	two-thirds	of	admissions	to	these	modalities	had	some	form	of	legal	supervision	such	as	parole	or	probation.	Very	few	methadone	clients—less	than	3	percent—were	directly	referred	by
justice	agencies	in	the	1979–1981	sample	(Allison	et	al.,	1985;	Hubbard	et	al.,	1989),	but	probation	or	parole	status	was	quite	common.	In	other	studies,	large	proportions	of	methadone	clients	have	indicated	subjectively	perceived	pressure	involving	their	legal	status	(Anglin	et	al.,	1989b).Court	orders	or	other	criminal	justice	system	referrals	to
treatment	are	not	unknown	in	private	programs,	particularly	in	outpatient	modalities	(Harrison	and	Hoffmann,	1988;	Hoffmann	and	Harrison,	1988).	But	it	seems	likely	that	these	referrals	are	mostly	drinking/driving	rather	than	drug	cases	(the	published	statistics	on	private	programs	are	dominated	by	alcohol	admissions	and	do	not	differentiate
motivations	by	primary	substance	problem).	Threats	from	employers	or	family	members	as	well	as	psychological	anguish	and	personal	health	problems	are	prominent	motivators	in	private-tier	programs.The	implications	of	criminal	justice	involvement	in	an	admission	to	drug	treatment	are	important.	Clinicians	recognize	that	an	applicant	who	is	on
parole	or	probation	or	who	has	a	case	currently	in	court	automatically	brings	a	second	(and	perhaps	a	third	or	fourth)	"client"	along—that	is,	the	parole	officer,	defense	attorney,	prosecutor,	judge,	and	so	forth.	Sorting	out	the	effects	of	program	activities	on	the	clinical	client	versus	their	effects	on	the	criminal	justice	client	is	no	easy	matter.	Is	an
individual	to	be	counted	a	treatment	success	or	a	treatment	failure	if	he	or	she	complied	perfectly	with	treatment	rules	but	dropped	out	of	treatment	early	when	convicted	and	imprisoned	on	a	preexisting	felony	charge	and	is	still	in	prison	at	the	12-month	follow-up?	Is	a	client	a	treatment	success	or	a	treatment	failure	if	he	or	she	is	on	probation,
refrains	from	drug-seeking	behavior,	but	continues	to	live	by	larcenous	activities—avoiding	rearrest	during	the	12-month	follow-up	period?	Should	the	client	whose	parole	officer	insists	on	almost	daily	contact	be	equated	analytically	with	the	client	whose	probation	officer	wants	no	more	than	a	quarterly	postcard?	The	client's	progress	during	or	after
treatment	may	depend	heavily	on	the	detailed	conditions	of	criminal	justice	supervision	that	applied	when	the	client	entered	treatment.	To	understand	this	connection	requires	a	closer	look	at	the	relationship	between	the	criminal	justice	and	treatment	systems.According	to	the	estimates	presented	in	Chapter	3,	more	than	a	million	individuals	now	in
custody	or	under	criminal	justice	supervision	in	the	community	need	drug	treatment.	Approximately	1	in	10	of	these	individuals	is	estimated	to	be	currently	in	treatment;	probably	a	similar	number	have	had	previous	exposure	to	treatment.	These	figures	indicate	the	significance	of	the	criminal	justice	system	as	an	environment	for	drug	treatment—an
important	environment	now	as	it	has	been	in	the	past	(see	Besteman,	1990;	Courtwright,	1990;	Phillips,	1990).	In	the	eyes	of	the	public,	criminal	offenders	constitute	the	most	worrisome	component	of	the	drug	problem	and	bulk	large	in	estimates	of	the	costs	to	society	of	drug	use.	It	is	difficult	to	envision	any	expansion	of	drug	treatment	without	an
expansion	in	its	overlap	with	the	criminal	justice	system	(sharing	of	clients/supervisees/inmates).Linkages	between	the	justice	and	treatment	systems	occur	at	numerous	points.	Drug-involved	offenders	are	sometimes	sent	to	treatment	rather	than	adjudication,	a	process	known	as	pretrial	diversion.	Many	courts	and	correctional	systems	use
commitment	or	referral	to	community-based	treatment	programs	as	an	adjunct	to	probation	or	conditional	release	(parole)	from	prison.	There	is	also	treatment	within	correctional	facilities	and	correctionally	operated	or	funded	halfway	houses.Although	the	number	of	individuals	in	the	criminal	justice	system	as	a	result	of	drug-induced	offenses	has
always	been	appreciable,	it	is	much	greater	now	than	in	the	past—even	as	recently	as	5	years	ago.	This	increase	is	due	to	the	15-year	trend	of	massive	growth	in	the	criminal	justice	system	itself	and	in	particular	to	the	growth	in	volume	of	its	correctional	services—that	is,	time	behind	bars.	Between	1973	and	1988,	the	number	of	arrests	made
annually	by	police	increased	an	estimated	50	percent,	from	8	million	to	nearly	13	million—much	faster	than	the	increase	in	the	U.S.	population.	Overall,	the	police	concentrated	nearly	all	of	this	increased	attention	on	adults:	for	example,	from	1978	to	1987,	the	number	of	juvenile	arrests	declined	by	13	percent	whereas	the	number	of	adult	arrests
increased	by	37	percent.	(These	shifts	greatly	exceeded	changes	in	the	age	distribution	of	the	population.)	Adult	arrests	for	drug	crimes	have	increased	disproportionately:	an	estimated	848,000	out	of	937,000	total	drug	arrests	in	1987	were	adult	offenders	(Jamieson	and	Flanagan,	1989).The	consequences	of	arrest	have	also	changed,	and	there	is
now	a	much	greater	likelihood	than	in	the	past	that	an	individual	convicted	of	a	crime	will	spend	time	in	custody	and	under	subsequent	community	supervision.	In	10	years,	from	1978	to	1987,	the	average	daily	jail	census	nearly	doubled,	from	156,000	to	290,000;	in	15	years,	the	prison	census	more	than	tripled,	from	204,000	in	1973	to	625,000	in
1988	(Figures	4-1a	and	4-1b).	Periods	of	imprisonment	for	felons	sentenced	to	state	prisons	now	average	2	to	3	years;	the	average	imprisonment	is	somewhat	less	for	drug	offenses	and	somewhat	more	for	violent	offenses	(e.g.,	3	to	5	years	for	robbery,	7	years	for	homicide).	Total	sentences	extend	much	longer	than	the	time	served	in	prison.	Under
widespread	mandatory	release	rules,	about	45	percent	of	the	sentence	is	usually	spent	in	prison	initially,	with	the	remainder	on	parole,	not	counting	reincarceration	time	as	a	result	of	parole	violation.	Altogether,	about	3.3	million	individuals	were	under	criminal	justice	supervision	of	one	sort	or	another	on	the	designated	census	days	in	1987
compared	with	1.3	million	in	1976.	Three	out	of	four	of	these	individuals	were	in	the	community	rather	than	behind	bars.The	largest	effort	to	bring	adjudicated	populations	into	contact	with	treatment	is	court-ordered	screening	to	assess	suitability	for	placement	in	community-based	treatment	programs	under	pretrial	or	posttrial	probation.	A	series	of
these	types	of	court-related	programs	were	organized	beginning	in	1972	under	the	Treatment	Alternatives	to	Street	Crime	(TASC)	program	(Cook	et	al.,	1988).	Originally	created	mainly	to	serve	opiate	addicts,	the	program	soon	became	a	common	mechanism	for	diverting	lesser	drug	cases,	such	as	marijuana	possession	in	small	amounts,	to	avoid
"clogging	the	justice	system"	with	offenders	who	were	nonviolent	criminals.In	a	model	program,	TASC	clinicians	used	pretrial	screening	to	assess	the	treatment	suitability	and	needs	of	drug-involved	arrestees	identified	either	by	urine	tests,	a	previous	record	of	drug-related	arrests,	or	interviews.	These	assessments	were	then	used	to	ensure	that
treatment	would	be	offered	to	those	who	both	needed	it	and	met	qualifying	criteria	(see	Phillips,	1990).	Under	such	a	program,	when	an	accused	individual	was	deemed	suitable	for	treatment	and	the	prosecutor	and	court	agreed,	he	or	she	could	accept	referral	to	a	community-based	treatment	program	and	the	pending	case	would	be	suspended	or	a
summary	probation	issued.	If	the	individual	completed	the	program	successfully,	the	pending	charges	were	dismissed	or	the	probation	is	discharged.The	federal	"seed	money"	funding	base	for	130	TASC	programs	in	39	states	was	withdrawn	in	1981,	but	133	program	sites	in	25	states	are	now	operating	with	support	from	state	or	local	court	systems
or	treatment	agencies	(Bureau	of	Justice	Assistance,	1989).	In	addition,	renewed	federal	support	has	recently	become	available	as	a	result	of	the	Justice	Assistance	Act	of	1984	and	the	Anti-Drug	Abuse	Acts	of	1986	and	1988.	Some	TASC	programs	have	diversified,	expanding	from	assessment	and	referral	functions	to	counseling	or	testing;	some
currently	contract	with	parole	departments	to	assess	and	supervise	prison	releasees	as	well	as	probationers.Early	formative	evaluations	indicated	that	some	TASC	programs	were	efficiently	managed	and	successful	in	introducing	many	of	their	contacts	to	treatment	for	the	first	time.	They	also	seemed	to	yield	promising	results	in	terms	of	lower
recidivism.	Nevertheless,	it	is	impossible	to	draw	conclusions	about	the	effectiveness	of	the	TASC	diversion	approach.	As	the	coordinators	of	a	national	TASC	network	point	out,	"TASC	had	no	solid	data	base	or	data	collection	mechanism	in	place	that	would	allow	for	long-term	evaluation	and	comparison	of	the	program's	impact	on	drug-related	crime
or	on	the	processing	burdens	of	the	criminal	justice	system"	(Cook	et	al.,	1988:102).There	are	some	data	available,	however,	on	the	effects	of	TASC	referral	compared	with	other	referral	sources.	Analysts	of	the	national	1979–1981	Treatment	Outcome	Prospective	Study	(TOPS)	developed	a	multivariate	regression	model	of	the	effects	of	TASC	referral
compared	with	other	client	admission	characteristics	in	residential	and	outpatient	counseling	programs	(Collins	and	Allison,	1983;	Hubbard	et	al.,	1989).	Criminal	justice	referrals	to	methadone	programs	in	the	sample	were	rare—too	rare	to	permit	reliable	statistical	results—but	a	substantial	percentage	(31	percent)	of	those	admitted	to	outpatient
nonmethadone	and	residential	therapeutic	community	programs	in	the	TOPS	project	were	referred	by	criminal	justice	agencies,	largely	TASC	programs.After	controlling	for	various	preadmission	characteristics	(including	criminal	activity),	TASC	referral	had	a	positive	effect	on	the	length	of	stay	in	treatment:	retention	increased	for	referred
individuals	by	seven	weeks	on	average	in	residential	programs	and	six	weeks	for	outpatient	stays	over	the	retention	of	nonreferred	individuals.	As	Chapter	5	notes,	longer	retention	is	statistically	associated	with	better	response	to	treatment.	These	incremental	differences,	however,	were	not	large	enough	to	produce	statistically	significant	differences
in	the	outcome	of	treatment.	At	a	minimum,	this	result	showing	increased	retention	means	that	legal	pressure	in	the	form	of	direct	referral	was	clearly	no	detrimental	to	TOPS	treatment	outcomes,	confirming	the	earlier	results	of	1969–1973	admissions	to	a	national	sample	of	programs	(Simpson	and	Friend,	1988)	and	contrary	to	the	reservations
expressed	by	many	clinicians	before	the	implementation	of	TASC.There	is	growing	interest	in	TASC-type	programs	and	"coerced	treatment"	as	a	mode	of	relationship	between	the	treatment	and	criminal	justice	systems.	The	experience	with	community-based	treatment	during	the	1970s	was	certainly	favorable.	When	neither	the	treatment	programs
nor	the	criminal	justice	system	was	overwhelmed	by	cases,	the	deals	struck	between	defendants,	the	courts,	and	the	programs	appear	to	have	had	clinically	benign	or	positive	effects;	clients	so	acquired	did	at	least	as	well	in	treatment	as	clients	entering	as	a	results	of	other	forms	of	pressure.	Whether	this	finding	will	hold	up	under	the	current
circumstances	of	vastly	increased	criminal	justice	case-processing	burdens	is	not	yet	known.The	large	numbers	of	drug-involved	prison	inmates	(see	Chapter	3)	and	their	propensity	over	the	course	of	many	years	to	commit	a	high	volume	of	violent	crimes	in	the	community	(Nurco	et	al.,	1981a,b,c;	Johnson	et	al.,	1985)	make	the	idea	of	treating	the
drug	abusers	and	drug-dependent	persons	in	this	captive	population	an	attractive	one.	Two	objectives	of	prison—to	isolate	the	criminal	from	doing	harm	in	and	to	the	community	and	to	mete	out	punishment	as	promised	by	the	law—do	not	require	drug	treatment.	But	a	third	purpose	of	prison,	to	deter	the	commission	of	future	crimes	by	the	convict
after	his	or	her	release	from	confinement,	could	well	be	served	by	treating	inmates—that	is,	if	evidence	supported	the	presumption	that	treatment	would	reduce	drug	use	after	prison	and	that	this	would	in	turn	reduce	recidivism.	If	one	could	efficiently	and	effectively	deploy	drug	treatment	in	prisons,	where	so	many	drug-involved	criminals	are
located,	the	potential	reduction	in	community	crime	costs	would	be	a	large	social	benefit.	A	close	at	the	data	on	prisoners,	drugs,	and	recidivism,	however,	leads	to	guarded	expectations	about	whether	and	how	much	drug	treatment	might	cut	prison	recidivism,	notwithstanding	its	effectiveness	in	cutting	drug	use.The	reason	for	caution	is	that	prisons
are	currently	functioning	much	like	revolving	doors	for	clients,	whether	or	not	they	are	heavily	involved	with	drugs.	Another	way	to	express	this	notion	is	that	individuals	in	prison	are	generally	in	the	middle	of	an	extended	career	in	crime.	Despite	the	massive	expansion	in	numbers	of	prisoners,	there	is	not	much	room	in	prisons	for	younger	first
offenders	because	of	the	large	(and	increasing)	number	of	more	senior,	returning	parole	violators	and	multiple	offenders.	In	1978,	a	study	of	young	adults	on	parole	found	that,	within	six	years	after	release,	69	percent	had	been	arrested	and	49	percent	had	been	reincarcerated	(Flanagan	and	Jamieson,	1988).	Among	a	sample	of	16,000	prisoners
released	to	parole	in	11	states	in	1983,	the	average	parolee	had	8.6	prior	arrests	on	12.5	offenses,	and	67	percent	were	on	their	second	or	later	incarceration	(Beck	and	Shipley,	1989).	Sixty-two	percent	had	been	rearrested	and	41	percent	reincarcerated	by	the	end	of	the	third	year	after	release.	In	the	1986	survey,	three-fourths	(74	percent)	of	all
state	prison	inmates	had	been	incarcerated	before,	and	half	had	been	incarcerated	at	least	twice	before	(Innes,	1988).Recidivism	statistics	also	strongly	suggest	that	longer	(rather	than	shorter)	incarceration—at	least	within	the	range	generally	incurred	in	today's	prisons—does	not	necessarily	reduce	the	probability	of	rearrest	after	release,	although
longer	imprisonment	by	definition	keeps	criminals	isolated	from	the	community	for	longer	periods.	Beck	and	Shipley	(1989)	found	that	the	rate	of	rearrest	within	three	years	of	release	was	virtually	the	same	for	individuals	serving	as	little	as	six	months	as	it	was	for	those	serving	as	much	as	five	years.	Only	the	4	percent	of	prison	releasees	who	had
served	terms	longer	than	five	years—almost	all	of	whom	were	convicted	murderers,	rapists,	and	armed	robbers	with	multiple	convictions—had	a	lower	rate	of	rearrest	(by	about	14	percentage	points)	than	the	others.	The	lack	of	correlation	of	length	of	imprisonment	(up	to	five	years)	with	the	probability	of	rearrest	held	steady	after	controlling	for	a
variety	of	separate	factors	that	predicted	rearrest.Drug	involvement	as	such	was	not	a	principal	feature	differentiating	recidivists	from	nonrecidivists	in	this	population.	In	a	multivariate	logit	analysis,	five	categorical	attributes	were	found	to	increase	the	probability	of	recidivism:	age	when	released	(
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