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Purpose

• Provide a context for the remaining 
lectures covering the different 
aspects of treatment within the 
criminal justice system.

• Present and discuss the relevant 
research issues.



Parole and Community-Based 
Treatment Following Incarceration

Goal: To provide a “seamless 
continuum of care” for clients leaving 
prison-based treatment and desiring 
to continue their treatment in the 
community. 

Taxman (1998)



Outcomes Research

The Importance of Aftercare



KEY-CREST Outcomes
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Comparison group

Work release residents with past history of drug abuse that were randomly assigned to a regular work release program.

CREST dropouts

Residents who dropped out of CREST. Includes KEY graduates who went to CREST as well as individuals who went directly to CREST.

CREST completers

Residents who completed CREST. Includes KEY graduates who went to CREST as well as individuals who went directly to CREST.

CREST completers and Aftercare

Residents who completed CREST and received some form of aftercare (available starting in 1996). Includes KEY graduates who went to CREST as well as individuals who went directly to CREST.



Amity Return to Custody at 3 Years
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Control

Recruited volunteers for prison-based treatment who were removed from pool of eligible participants after they had less than 9 months left to serve.

Intent-to-treat

Recruited volunteers for prison-based treatment randomly assigned to prison-based TC as bed space became available. Subsequently subdivided into three sub-groups:

1. Prison-based TC dropouts.

2. Prison-based TC completers.

3. TC completers with aftercare.





Texas Reincarceration at 3 Years
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Modified prison-based TC (500-beds, segregated, started in 1992) in Kyle, Texas for 9 months.

Community-based residential aftercare for 3 months near city of last residence.

Outpatient counseling for 12 months.

Length of time in treatment

Comparison - recommended for treatment, but not classified into prison TC because they had less than 10 months to treatment.

Aftercare completers - Completed prison TC and aftercare.

Aftercare dropouts - Completed prison TC, but not aftercare.





Texas Reincarceration at 3 Years
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Severity level - Salient Factor Score (SFS) that assesses severity of inmate’s crime and drug-related problems and estimates probability that inmate will recidivate.

High severity (SFS score of 0-7).

Low severity (SFS score of 8-15).





Texas Reincarceration at 3 Years
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Forever Free Parole Outcomes
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Forever Free SAP - Started in 1991. Located at CIW in Frontera, California. Intensive 4-months of treatment in the last 6 months of their incarceration, followed by six months of community-based treatment for Forever Free graduates following release from prison (voluntary).

Residential Group

Women who completed Forever Free and at least 30 days of community-based (n=19).

Non-residential Group

Women who completed Forever Free but chose not to enter community-based treatment (n=23). 

Control

Women who volunteered for Forever Free but were unable to participate (due to logistical or administrative reasons) (n=22).



All subjects were women who had been released from CIW for at least one year.





Conclusions from Outcome 
Studies

• Prison-based treatment alone does not guarantee 
long-term successful outcomes.

• Those who complete prison-based treatment and 
aftercare do better than those who receive no 
treatment or dropout of treatment.

• Treatment intensity should be matched to 
severity of crime- and drug-related problems (i.e., 
higher intensity treatment for high severity, lower 
intensity treatment for low severity).



Providing a continuum of care 
from the prison to the community



Continuity of Care Models

• Institutional Outreach

• Community Reach-In

• Third-party Coordination

(CSAT, 1998; Field, 1998)
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“Institutional Outreach” Model

Prison-based treatment provider contracts with community-based providers and coordinates parolees transition to aftercare.

KEY-CREST - Delaware

Stay’n Out - New York



Most effective when there is only one or very few prison-based programs.



Community Reach-In
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“Community Reach-In” Model

Community-based providers initiate contact with prison-based providers and inmates prior to release to coordinate transition into aftercare.

Oregon Department of Corrections

Female Offender Treatment and Employment Program (FOTEP) in California



Most effective when there are a limited number of community-based providers and several prison-based programs.



Third-Party Coordination
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“Third-Party Coordination” Model

A third party acts as a broker of services and coordinates parolee’s release and transition into aftercare.

Substance Abuse Services Coordinating Agencies (SASCAs) in California



Most effective when there are numerous prison-based and community-based programs.





Models of Aftercare in California

• Parolee Services Network (PSN)

• Substance Abuse Services Coordinating 
Agency (SASCA)

• Female Offender Treatment and 
Employment Program (FOTEP)



Parolee Services Network
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Started in 1991; expanded in 1994.

County-based.

Open to any parolee who needs substance abuse treatment.

No prior treatment is needed.

Wide range of treatment modalities.

Referred by parole agent.

Case managed by contractor.



BASN - Bay Area Services Network (Served 2,633 parolees in 1999)

Walden House - 9 bay area counties.

Case management contractor has a case manager within parole units.

CVN - Central Valley Network (Served 38 parolees in 1999)

WestCare - Fresno, Sacramento, and Kern counties.

Case management contractor still getting set up.

Prison Parole Network (PPN) (Served 545 parolees in 1999)

Tarzana Treatment - Los Angeles County.

Central intake unit (MIS) - Tracks intakes & discharges and collects demographic data.

One person at CRC conducts outreach to CA and (more recently) felons

Felons from other state prisons are referred directly to programs by parole agent.

Parolee Partnership Program (P3) (Served 454 parolees in 1999)

MHS - San Diego, San Bernardino, Riverside, and Orange counties.

OC doing case management for county.

Riverside, San Bernardino, San Diego - presence in parole offices.
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Third-party coordination model. Started in 1998.

Variety of treatment modalities based on need (residential, sober living, outpatient).



The in-prison provider retains responsibility for continuing care.

Each prison-based SAP must contract with each SASCA.

In-custody transition team responsible for:

Motivating the Inmate for Continuing Care commitment

Assessment and Treatment Plan (Begins at 6 months and continues to release)

Working with the SASCA to secure a placement consistent with the inmate needs

Completing all paper work (e.g., Community Services Plan [CSP]) and transmitting to the SASCA and Field Parole Agent



Each SASCA contracts with community providers within the parole region for parolee services.  SASCA responsible for:

Contracting with Community Based Providers

Collaboration in the development of individualized treatment plans

Securing the placement of each inmate in a community program prior to release

Transportation to residential placements

Provide 12 months of post release Services Coordination for SAP Parolees

Communicates with  the Parole Agent regarding the status of designated parolees

Advocacy and Referral with providers of other services

Expansion of community provider capacity

Facilitating access to the secondary market



Advantages of SASCA System

• Only one contracting agency for each community 
provider to deal with.

• Only one services coordination agency for Parole 
to deal with.

• Flexibility of allocation -- the dollars go where 
services are needed.

• Expandability -- all new SAPs must use the 
SASCAs
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Characteristics

Community Reach-In model.

Specifically for women with children.

Voluntary.

Modified TC treatment (more specific to women’s issues).

Must have legal rights to children.

Controlling offense cannot be 290 sex offense, murder, or offense against children.

Must be paroling to a county with a FOTEP program.



Currently FOTEP programs in:

Los Angeles (2) (Monrovia, El Monte)

San Diego (1)

San Bernardino (1)

Six Bay Area counties

Fresno

Bakersfield





Cross-Cutting Issues for Treating 
Substance Abusing Offenders

“ System” Issues

“Treatment” Issues



Primary Stakeholders

Department of Corrections

Parole & Probation

Drug Courts

• Direct influence & control over decision-making process.

• Define the structure of the system and how it operates.

• Directly affected by the decisions that they make.

System-based
Providers

Community-based
Providers

State/County ADPs

Criminal Justice System Treatment System
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Two broad categories of stakeholders:

1. Those who have direct influence and control over the decision-making process.

2. Those who are affected by the decisions that are made.



Primary stakeholders:

Have direct influence and control over the decision-making processes. They decide how decisions are going to be made, who is going to make them, and whether and how decisions will be implemented.

Define (thru their decisions) the overall structure of the treatment system and how it will operate.

Are directly affected by the decisions that they make. To varying degrees, they each face financial, political, and operational consequences if the system fails to provide effective treatment services.



Secondary stakeholders do not participate in the decision-making process, but are affected by the decisions that are made. Secondary stakeholders do not participate in the decision-making process, because they are not directly involved in the delivery of treatment services. Their participation would complicate the process by expanding the breadth of viewpoints that need to be considered. But they are impacted, so their views, interests, and concerns should be considered in the decision-making process - where appropriate.

Legislators

Correctional officers’ union (CCPOA)

Communities (general public)

Clients
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System Issue: Common Goals
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The pre-existing goals of the CJ and Tx systems differ substantially.

The CJ system views drug use as a crime. As such, the goals of the CJ system are “society-focused” (the CJ system exists in part to protect society from criminals). They are based on philosophies of punishment and incarceration.

The CJ system is focused on the crime that was committed and the sanctions that must be imposed to punish the offender, deter him/her from criminal activity, and providing a safer community for the citizenry. Treatment is secondary. The primary goal is to achieve abstinence by restricting the offenders ability to engage in further drug use.

The Tx system views drug use as a disease. As such, the goals of the Tx system are “person-focused” (the Tx system exist to cure the individual or treat the disorder). Treatment providers are focused on treating the person for his/her substance abuse problem with the goal of reducing drug use and improving mental and physical health of the person. Drug use is not considered a rime that must or even should be punished.
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Reality of the relationship - the treatment system operates within the CJ system.

A smaller grass roots system within a larger bureaucratic system.

The relationship is contractually defined, with the CJ system as the CONTRACTOR.

As such the CJ system can be viewed as a “superordinate” system within which operates the “subordinate” treatment system.
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Reduced Criminal Behavior

System Issue: Common Goals
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This organizational reality places constraints on what the treatment system is able to accomplish. Most importantly, the stated goals and philosophies of the Tx system do not get as large of a voice or have as much influence as those of the CJ system. 

However, both systems, in their efforts to achieve these conflicting goals, are attempting to achieve a common outcome: REDUCED CRIMINAL BEHAVIOR





System Issue: Collaboration and
Communication

Culture of
Disclosure

Criminal Justice
System

Treatment
System

Open sharing of
system-, program-,
and client-level
information in a
manner that promotes
understanding and
trust among people
and organizations
from different parts
of the system.

Ensures that the client
receives effective,
appropriate, and
sufficient treatment.
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Both system need to be committed to developing and maintaining an inter-organizational “culture of disclosure.”



Organizations need to share system-, program-, and client-level information in an atmosphere of openness and mutual understanding and trust.



This is the only way to ensure that the client receives effective treatment.



The more successful drugs courts seem to have achieved this. The prison-based treatment system seems to be progressing very slowly in the right direction.



System Issue: Resources

Recruit, train, and retain
qualified treatment staff.

Adequate physical plant
needs.

$
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Resources are most often financially based.

Made available (distributed) through a competitive bidding process.

Staffing

Concern is the extent to which this process favors lower total cost proposals, which can directly impact the amount of financial resources that are directed at the delivery of treatment services.

Any shortage in this area will make it very difficult for provider agencies to recruit, train, and retain experienced and qualified staff.



Physical Plant

Another area where resource allocation directly affects the ability to provide effective treatment services is the funding made available for physical plant needs (i.e., construction of buildings to house treatment staff and programming activities).

To the extent sufficient funding is provided in his area, it reinforces the expectation that institutions hosting such programs need to change operating procedures and/or policies to accommodate the programs.



Treatment Issue: Screening, Assessment,
and Referral

Goal: Maximize the match between individual needs and 
treatment received.

The process should:
• Distinguish between substance use, abuse, and 

dependence.
• Assess motivation and readiness for treatment.
• Include a broad needs assessment.
• Include variables that permit the tracking of progress in 

treatment.

Conduct at entrance into CJ system (to match needs and 
treatment) and at pre-release (to plan for aftercare).

Presenter
Presentation Notes
Not all substance abusers are alike in terms of their needs or characteristics.

Types and intensities of treatment are determined by a number of client characteristics (type of substance abuse problem, criminal risk classification, psychological, social, and medical needs).



State goal and process needs (above)



Why conduct screening, assessment, and referral procedure at entrance to CJ system?

1. Informs the inmate of his/her identification as a substance abusers in need of treatment. This reduces resistance when when transferred to treatment institution or program.

2. Improves correctional management by identifying those who will be needing treatment during their incarceration, as well as the intensity and modality of treatment needed.

3. Reduces likelihood inmates can be coached to manipulate the screening process.



Treatment Issue: Credit for Treatment 
Received

Pertains specifically to aftercare (community-based treatment 
following release from custody or correctional supervision).

Requires:
• Appropriate pre-release needs assessment and treatment 

planning that involves the community-based provider.
• Flexible curriculums on the part of community-based 

providers.

Ensures:
• Client retention in treatment.
• Successful outcomes (i.e., decreased relapse to drug use 

and criminal behavior).



Treatment Issue: Special Populations

Sex Offenders
• Empirical support for a relationship between sexual deviancy and 

alcohol abuse.
• Substance abuse is a primary trigger of sex offending behavior.
• Barriers include stigmatism, denial, untrained and inexperienced 

treatment staff, institutional policies against disclosure,co-occurring 
disorders.

Mentally Ill (MI)
• High prevalence of substance abuse among MI.
• MI are significantly more likely to be incarcerated for a drug-related or 

property offense.
• Within 12 months following release, MI parolees are twice as likely to 

recidivate as non-MI parolees.

Others:
• HIV/AIDS
• Physically Disabled
• Geriatric



Treatment Issue: Incentives
Drug Courts

• Most drug courts emphasize sanctions for non-compliance. Few use 
reinforcement of positive,desired behavior.

• Where rewards are used, they usually are only “mirror images” of the 
sanctions imposed for non-compliance.

• Sanctions tend to be specific, well-defined, and administered 
immediately in response to a transgression.

• Rewards are intermittent, less specific, not immediately experienced, 
and based on a subjective evaluation of the client’s progress in 
treatment.

Prison-based Treatment
• Mandated treatment results in resentment and resistance among 

inmates in the prison-based program.
• Disincentives in the treatment process and a focus on punishment for 

non-compliance and inappropriate behavior only serves to compound 
the resentment and resistance.



The End



Integrated System of Care

• Mediates between conflicting goals and 
operating procedures of stakeholders 
(Silverman, 1985).

• Combines fragmented strategies and 
philosophies into a system that provides 
effective and comprehensive treatment in a 
“seamless continuum of care” (Wellisch, 
Prendergast, & Anglin, 1995; Taxman, 1998).



Integrated System of Care

• Clearly defined, visible, and accessible (Glaser, 
1990).

• Organized around a set of common goals, 
follows a set of common procedures, and 
provides for a system of evaluation, 
information sharing, and feedback (Downes & 
Shaening, 1993).
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