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National Commission Against Drunk Driving

The National Commission Against Drunk Driving was established on January 1,
1984, as the successor to the Presidential Commission on Drunk Driving. Among the 30
recommendations made in its Final Report of December 1983, the Presidential
Commission on Drunk Driving called for a non-governmental body to ensure a
continuing focus on the national campaign against drunk driving. Governor John A.
Volpe of Massachusetts served as its first chairman, as he had chaired the Presidential
Commission. VJ. “Jim’’ Adduci is the present chairman with Lawrence H. Williford,
vice chairman.

The National Commission has held state hearings on the value of administrative
license revocation; tracked state activities on key legislative measures; testified in
support of the age 21 drinking laws; published model programs that have proven
effective as educational/preventive tools; and serves as a clearinghouse on national

efforts to counter drunk driving.
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Welcome Ladies and Gentlemen to this very important conference on the D.W.1. repeat offender
problem. On behalf of the National Commission Against Drunk Driving, we want to share our
~ enthusiasm for this forum and the opportunity to further the commission’s charge to heighten public
awareness of the seriousness of the drunk-driving problem and to help develop solutions.

- The D.W.I. recidivism problem is one that has been comparatively neglected over the years. If we're
ever going to resolve the problem of the drunk driver, we must give serious attention to the people with
chronic alcohol problems driving on our highways. These people are overly represented in the 1.9 million
arrests and 65(5,000 serious injuries end fatalities recorded each year. Today’s goal is to bring to you the
best available expertise and inform#tion in a way that can be integrated with the total court-support
system approach. We all have arole to play: the judiciary, law enforcement, prosecutors, rehabilitation,
corrections, legislators, government agencies, and private enterprise. This approach exactly parallels a
major conclusion and recommendation of the Presidential Commission on Drunk Driving. I'd like to
quote this brief passage from the Commission's final report to President Reagan in November 1983:

‘“Because attempts to deal with the (drunk driving) problem involves a large number of

governmental agencies and private groups, a Systems Approachmust be employed to ensure that

the activities of these groups are coordinated and interrelated smoothly to enhance their
effectiveness.”

Ladies and gentlemen, that quote is one of the major charges which the Presidential Commission
placed in the hands of its successor organization, the National Commission Against Drunk Driving. And
speaking on behalf of the Commission and today’s co-sponsors, Allstate Insurance Company and the
Licensed Beverage Information Council, it is our hope that this conference will prove a catalyst for
enhancing the coordination, interrelationships and effectiveness of a total systems approach to the

recidivism issue.
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PANELISTS

DR. VINCENT D. PISANTI, a psychologist, has been the clinical director at Central States Institute
of Addiction, Chicago, since 1963. He also served as consultant and associate at a number of hospitals
and medical schools in the Chicago area.

Dr. Pisani has written and lectured extensively on all aspects of alcohol/social problems both in
Europe and in the United States. He is aleading advocate of the systems approach to alcohol highway
safety programs.

CHARLES F. LIVINGSTON has been involved in traffic and transportation safety for some 25 years.
He was the first director of the Office of Alcohol Countermeasures in the U.S. Department of
Transportation, where he also served as Associate Administrator of Traffic Safety Programs.

Mr. Livingston served as policy advisor to the Presidential Commission on Drunk Driving 1982-83;
and in 1984 was executive director of the National Commission Against Drunk Driving, the successor
body to the Presidential Commission. He is currently a consultant to the Highway Users Federation for
Safety and Mobility.

DR. LEE P ROBBINS was a principal participant in a 1983-85 study of 570 judges in six states
conducted by the Department of Social Systems Science, The Wharton School, University of
Pennsylvania, and a member of the American Bar Association Advisory Board on its 1984-85 Project to
Evaluate DUI Laws and Sanctions. He participated in a project for Judiciary Centered Education and
Redesign of the Philadelphia DUT System and was an advisor in an ongoing study on the views of
juvenile judges on issues of juvenile-offender drug and alcohol abuse.

He holds degrees in economics from Harvard University and the University of Pennsylvania, is
currently completing his Ph.D. dissertation and teaches part time in the Human Resource
Administration Department of Temple University.

JUSTICE CHARLES L. CARNES, has been chief judge of the State Court of Fulton County since
1981. He is serving his second term in that office. Prior to joining the Court he served for 12 years as a
representative in the Georgia legislature.

Judge Carnes as a lawyer, legislator and judge, has been interested in the problems relating to DWI
for many years. He brings the needed experience of the court to this conference as new laws and new

programs address the issue.
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Conference committee assembles preceeding the day’s events.

Left to right: John Grant, Project Director, National Commission Against Drunk Driving
Lieutenant J. L. Howell, Revocation and Suspension Supervisor, Georgia State Patrol
Lawrence H. Williford, Vice Chairman, National Commission Against Drunk Driving and Vice
President, Corporate Relations, Allstate Insurance Company

Paul F. Gavaghan, Secretary, Licensed Beverage Information Council

Vincent D. Pisani, Ph.D., Director, Central States Institute for Addiction

Charles Carnes, Chief Judge, Fulton County, Ga.

Lee P. Robbins, Ph.D., Wharton School, University of Pennsylvania.
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Introduction

Of the varied forms of alcohol and drug abuse in the United States, driving under the influence of
alcohol or drugs (DUI) is one of the more costly to society. Intoxication is a major source of accidents,
injuries, and fatalities. Driving under the influence (of alcohol or other mind/mood altering substances) is
not in itself an illness. More properly, it is deviant behavior; a specific type of ‘‘improper vehicular
management.’’ Besides the irreplaceable loss of human life and the emotional costs of death and injury,
there are other serious losses in the forms of property damage, time lost from work, medical expenses,
and loss of the productive abilities of persons killed in highway accidents to justify more sophisticated
efforts to reduce DUIL.

Intoxication in any form can be a scurce of hazards due to the deterioration of sensorimotor function
and the loss of self-control it produces. Even under ideal conditions, driving is at best a risky business
because of: a) imperfect design and function of the vehicle itself; b) rather lax licensing of drivers; and c)
continual overcrowding of imperfect highway systems.

When such conditions are combined with a variety of physical or emotional stress factors, including
alcohol or drug abuse, the operator of a vehicle experiences an ‘‘additive stress effect” which often
significantly impairs the ability to maintain control of the vehicle. Persons who are involved in this
behavior come from a variety of genetic and psycho-social backgrounds.

Included among the policies aiming to solve this problem is mandatory participation in educational
and therapeutic programs by persons convicted of DUI. Measures of this type do not wholly replace
other sentencing options, but do provide for a less punitive approach to DUI offenders which promises to
yield longer-lasting changes in behavior.

DUl is a human condition, an unacceptable misbehavior. In order to deal with it effectively, we must
define and measure it. We should initially ‘“‘type’’ the behavior, measure its “‘intensity,” and then
determine its “‘duration.”” Next we must match the appropriate existing methods and levels of
intervention with the configuration of the above dimensions as they exist in a particular, unique person'’s

genetic and psycho-social background.



Since alcohol and drug abusers are a varied population and reach therapists by a variety of paths, it
is interesting to note that the DUI offender reaches intervention as a result of a legal decision. Despite
the diversity of DUI referral clients, it is possible to make a few generalizations that apply to most of
them. The most important of these is simply that the majority of DUI clients are not alcoholics or drug
addicts. Programs of intervention designed for alcoholics or drug addicts are not necessarily suited to
theirneeds. Rather, they need programs specifically designed for them.DUI is a serious enough social
problem to compel the development of effective programs of intervention.

No program can be justified on the basis of good intentions alone. At some point in its development,
efforts must be made to find out what effect it is having. In the case of DUI, the desired effect is to
prevent a repeat of the offense or recidivism of offenders and, by so doing, reduce the number of offenses
and the frequency of alcohol-related accidents. Empirical data are starting to become available that
permit the evaluation of educational and therapeutic DUI programs.

One of these programs is the Alcohol and Drug Assessment Services program of Cook County,
Illinois. This program is unusual in its explicit recognition of the diversity of DUI offenders, and its
effort to provide varied services to such offenders and to place offenders in appropriate subprograms.
This approach may offer a model for efforts to cope with DUI through non-punitive methods.

This presentation will review the literature on a number of topics related to DUI. Among these are
the diversity of alcohol abusers, the characteristics specific to DUI offenders, the law relating to this
offense and the process through which offenders come to treatment, the initial assessment of offenders,
approaches to intervention, and recidivism and other criteria for evaluating DUTI programs. After this
overview, the Cook County program will be described in some detail and evidence will be presented as to
its success. Finally, an examination will be made of a research project which analyzes the differences
between first-time and multiple DUT offenders and aims at measuring the effectiveness of the various

interventions designed to reduce recidivism.




Part One: Varieties of Alcohol and Substance Abusers

Popular images of alcohol and drug problems usually are cast in ‘“‘either/ or’’ terms. Some people are
“alcoholics” or ‘‘drug addicts;”’ other people are not and have no problems with alcohol or drugs. People
who drink or use drugs and develop problems are likely to draw the boundaries of alcoholism or addiction
very narrowly, keeping themselves outside such a perception as long as possible.

Other people may sometimes draw much more all-inclusive boundaries, perhaps counting everyone
with any alcohol- or drug-related problems as an addict. This kind of thinking, for example, is implicit in
the referral of DUI offenders, as such, to treatment programs. But, in fact, alcohol or drug abuse is much
more diverse than this simple pair of opposite concepts suggests, and this diversity must be taken into
account in all efforts at education and therapy.

How the spectrum of alcohol abuse is to be broken down is not universally agreed upon. Peer et al.
(1982) recognize four stages in the development of alcohol consumption: alcohol as mood changer, as
coping mechanism, as need, and as survival. Smart et al. (1980), on the basis of a survey of 993 subjects,
divide respondents into abstainers, social drinkers, semi-dependent drinkers, and problem drinkers.
McCreery (1976) distinguishes among social drinkers, dependent drinkers, and alcoholics, and notes a
need for differential treatment. In parallel to this recommendation, Pisani (1967, 1969, 1977, 1982)
suggests that alcohol and drug abusers can only be helped after evaluation of the bio-psycho-social
deficit present and the amount of regression or deterioration generated; after such evaluation,
appropriate forms of intervention must be chosen from such further possibilities as education, guidance,
counseling, and therapy, each of which is suited to a specific degree of pathology.

All these systems of categories represent more or less arbitrary divisions of an underlying
continuum, based on partially related variations in levels of intoxication reached, frequency of
intoxication, and degree of dependence on alcohol, and possibly other variables as well. Some attempts
have been made to quantify these dimensions, with ambiguous results. While Brown (1981), comparing
problem drinkers, drinking drivers, and normal drivers with respect to such variables as sip size and sip
frequency, finds definite differences of behavior among the three groups, Saunders and Richard (1978)

observed no such differences in a study conducted in a real-life setting. In their interpretation, previously



observed differences may be due to such artifactual factors as separation of ‘‘alcoholic’ and ‘control”
groups, prior alcohol deprivation of alcoholics, measures reducing prominent aftereffects to alcoholics,
and use of a hospital setting in which alcoholics are more at ease than controls. It is not at present
possible to exactly quantify stages of alcohol abuse operationally.

Despite this, the existence of a spectrum of identifiable behavior is clear. And it should be recognized
that DUT offenders do not necessarily occupy the far end of the spectrum. In fact, most of them are not
alcoholics or drug addicts, and programs intended for alcoholics or drug addicts do not meet their needs.

To design appropriate programs, it is first necessary to recognize DUT offenders as they are.

Part Two: The DUI Offender

To understand DUTI offenders, it is necessary to contrast them with two other populations; alcoholics
or drug addicts {many of whom are not DUI offenders) and bad drivers (some of whom are not
intoxicated). The distinctive traits of the DUT population must be identified, its major subpopulations
described, and its impact on highway safety measured. This effort is the necessary basis for any attempt
to shape appropriate policies for highway safety.

Certainly some DUT offenders are alcoholics, but not all or most. Brown (1981) finds that DUI
offenders are midway between social drinkers and problem drinkers in drinking behavior; Selzer et al.
(1977), comparing alcoholics, drunk drivers, and controls, find a similar pattern of differences. Panepinto
et al. (1982) explicitly point out that drunk drivers do not fit the alcoholism model, and recommend that
treatment should be based on this realization. Miller et al. (1984), based on findings from a population of
2,061 DUI offenders, find that blood-alcohol levels at arrest, together with the Mortimer-Filkins test,
predict alccholism, and recommend using these to differentiate between alcoholic and non-alcoholic
offenders in making treatment decisions. Richman (1985) also notes the distinction between alcoholics
and drinking drivers.

Nor can all problem drivers be assumed to have abused alcohol. Donovan, Marlatt, and Salzberg

(1983) specify five main antecedents of traffic accidents, of which alcohol is only one, the other four being




demographic variables, personality traits, emotional distress, and driving attitudes. They see abuse of
alcohol and personality factors as independent codeterminants of risky driving. Donovan, Queisser,
Salzberg, and Umlauf (1985) report differences bet‘:ween DUTI offenders and high-risk drivers on drinking
behavior, driving-related attitudes, and demographic characteristics, while noting that the two are
similar in personality traits and hostility. Scoles, Fine, and Steer (1984), in a study of 124 high-risk
drivers, found that nearly 50% did have alcohol problems; the others, however, did not. Richman {1985),
in a description of typical DUI-related accidents, states that these commonly are single-vehicle crashes,
whereas other accidents are seldom of this type.

Nonetheless, DUT is a major factor in the etiology of traffic accidents. Richmond {1985) estimates
that 31% of fatal accidents involved drinking drivers. Similarly, Donovan et al. (1983) report that
one-third of injuries and one-half of fatalities are related to alcohol abuse. Sutton (1983) describes the
impairment following use of alcohol or of alcohol in combination with marijuana, an especially lethal
combination, A general profile of the DUT offender is provided by McCord (1984), who contrasts 36 men
convicted of DU with 430 men from similar backgrounds without such convictions. DUI offenders often
gave evidence of histories of alcoholism or of serious criminal behavior. The two groups were
distinguished by how often they had been in trouble due to drinking, their self-confidence, and their
expression of anger through action rather than words. McCord argues that drunken drivers can be
considered as markedly different from other people, and their offenses as far from isolated incidents. It
should be noted, however, that McCord’s total population was derived from boys who had taken partin a
youth program started in 1936 as an attempt to prevent delinquency; this may not be representative of
the full population from which DUT offenders are drawn.

Scoles and Fine (1977) note the diversity of DUI offenders as a major obstacle to successful
intervention. McGuire (1982) specifically points out that programs which have a favorable impact on
light drinkers can be unsuited to heavier drinkers. Steer et al. (1979) present a cluster analysis that
distinguishes among seven types of DUI offenders, each of which requires a different form of
intervention.

In examinations of more specific populations, Kern et al. (1977), comparing drivers who complete an

alcohol education program with those who drop out, find that dropping out is associated with non-white



ethnicity, lower age, and higher blood-alcohol content when arrested. Christmas (1978) suggests that
existing alcoholism services are often more suited to the white middle class, and not for minorities; this
point may also be applicable to DUI offenders. Wechsler et al. (1984), drawing on data from 623
tenth-grade Boston residents, note that DUI behavior is frequent and that many of their subjects were
not aware of its dange=n. Well-Parker et al. (1983) describe distinctive characteristics of older DUI
offenders, many of whom have been free of problems of this type until the occurrence in their lives of
stressful events such as retirement or loss of spouse. Meck and Baither (1980) report that under-26
offenders have greater perceived maladjustment and emotional upset and suggest that they have
different.al treatment needs. Selzer et al. (1977) report that the similarity between alcoholics and DUI
offenders varies with age and with which characteristic is being examined. These findings give reasons to
recognize differences based on ethnicity and age among DUT offenders; sex and social class/status
differences may also be relevant.

From these varied studies, two conclusions emerge; first, that DUI offenders and chronic alcohol or
substance abusers cannot simply be equated; second, that DUT offenders are far from a homogeneous
population, but have differing characteristics and problems. Both these conclusions have important

implications for the design of thereaupeutic interventions for offenders.




Part Three: DUI and the Law

The traditional response of society to DUT has been punitive, relying on court-ordered sanctions such
as fines and jail sentences. With the recent growth of concern regarding DUTI, such measures have
regained public support, and have been mandated by new laws in a number of states. Such laws are
typically justified within the conceptual framework of deterrence theory, and their success has been
evaluated on that basis in a number of studies.

Beshai (1984), discussing the first year of implementation of a tougher DUI law in California, states
that driving behavior appears to have improved. Salzberg and Paulsrude (1984), examining a similar law
in Washington state, under which DUI was defined legally as 0.10% or higher blood alcohol and
mandatory jail sentences were imposed, do not find that DUI is deterred by sllch sentences, and suggest
that licensing sanctions may be sufficient. Another Washington study, by Grube and Kearney (1983),
finds that mandatory two-day jail sentences for DUI offenders in Yakima, Washington, while well
received by law enforcement officials and by the public, did not reduce the involvement of alcohol in
accidents, A program of intensive law enforcement in a Wisconsin city, described by Sykes (1984}, in
contrast, is reported as having reduced DUT over a six-month period.

In a more philosophical examination of the issue, Ross {(1984) argues that there are two possible
approaches to deterrence: increased certainty and increased severity of penalties. Of these, increased
severity appears to have little effect. Increased certainty produces short-term improvements but no
long-term changes, apparently because the actual costs of raising certainty to meaningful levels are too
high; as the public comes to perceive that the chances of avoiding apprehension are still high, behavior
returns to its previous pattern. A second paper by Ross (1985) notes that increased severity is ineffective
partly because the criminal justice system shifts homeostatically to maintain penalties at a level felt by
the public to be reasonable, even if this means informal reinterpretations that distort the system’s
workings, Further, Ross suggests here, the present orientation of many DUTI offenders makes deterrence
less effective against them. An earlier paper also by Ross (1983) complements this argument by pointing
out that drunk driving is ‘‘normal behavior’’ in the United States, making enforcement of laws against it

an uncertain enterprise. Ross calls for changes in technology to make accidents less destructive.



On the subject of public attitudes, Gusfield (1985) makes a contrary point, arguing that DUI
offenders are in fact typically perceived punitively. Gusfield points out that driving wh.* seriously
fatigued, which can produce impairment as great as DUI, is typically not subject to penalties nearly as
severe. In fact, though, these two sets of attitudes may combine in a peculiar symbiocsis: On the one hand,
public condemnation of drunk drivers may be expressed in the abstract through harshly punitive laws
that gratify the wish to take action against them; on the other, individual offenders brought to trial may
face a sympathy and tolerance that work to reduce the penalties actually imposed upon them. By
formally stating strict rules that in practice can often be made less strict, the public is able to satisfy
both sides of its arguably ambivalent feelings about alcohol and driving.

At least one form of penalty, however, seems to offer benefits apart from deterrence: licensing
sanctions. Williams et al. (1984), on the basis of data on 1,111 DUI offenders who received license
suspensions, found that 65% of them drove, but that 65% of those who drove displayed reduced and
more careful driving. The higher sanctions attendant upon unlicensed drivers’ offenses may work to
improve their behavior; and, in addition, roughly one-third of these offenders are taken off the roads.
These measures need not be interpreted as aimed at deterring the general public; their effect is to
improve the behavior of individuals already known to have driven while intoxicated.

Sanctions of this type may indeed profitably be combined with another approach, which is
increasingly gaining favor: the education and rehabilitative treating of DUI offenders. Hart (1977)
describes the creation of 35 Alcohol Safety Action Projects by the U.S. Department of Transportation;
the aim of these projects was to have drivers sentenced to accept treatment and education as an
alternaive to license revocation. But these two approaches need not be incompatible. McCarty et al.
(1985) discuss an approach taken in Massachusetts that managed to harmonize them. Under this
approach, a new sentencing option was provided for DUI cases: Judges could continue cases without a
finding by placing defendants on one-year probation and assigning them to driver alcohol-education
programs based on the Alcohol Safety Action Project model. In this approach, the probability of
sanctions being imposed following an arrest was increased, but at the same time the sanctions were often
rehabilitative rather than punitive in character. The results of this change in the law were increased DUI

arrests, but reduced three-year recidivism.




In other words, court-mandated treatment or education can not only provide beneficial effects in
itself for many offenders, but also can aid in the deterrent goals of the legal system. By making penalties
less severe, it makes them more likely to be imposed; moreover, it gives offenders a highly focused
incentive to change their behavior after they have been apprehended. The role of legal and rehabilitative

measures need not be antagonistic, but can be complementary.

Part Four; Assessment

The first stage in programs directed to DUI offenders must be evaluation of the individual offenders
and their needs. Not all offenders are the same; what helps one may be useless for another, or may even
evoke active resistance.

One means of such assessment has been developed by Skinner and Allen (1982): a scale designed to
measure the degree of alcohol dependence in a given client. Their test of this scale with 225 subjects
revealed high internal consistency. A high score was typically associated with more drinking, social
consequences from drinking, psychopatholegy, physical symptoms, and failure to keep appointments
with the therapist. Since variation in level of dependence is one of the crucial variables affecting
treatment of DUI offenders, this scale is potentially very useful for such treatment.

Miller et al. (1984} describe another means of measuring this variable: the combined use of the blood
alcohol count at time of arrest and the Mortimer-Filkins test. These two measures, they report, are
highly predictive of recommendations that DUI offenders be advised to undergo treament for
alcoholism. Wendling and Kolody (1982) do not find the Mortimer-Filkins test an effective predictor or
recidivism among DUI offenders, but this does not invalidate its use for other purposes, including
measurement of alcohol dependence. There is no implausibility in supposing that offenders with differing
dependence levels are roughly equally likely to recidivate, and this supposition would account for these

two findings.



Gurnack (1984) describes experience in the application of alcohol assessment to drunk drivers,
following the passage of a Wisconsin law that makes such assessment mandatory. Out of a total of 1,326
completed assessments, 76% were interpreted as showing irresponsible use of alcohol, and only 24% as
showing actual dependency. However, 64% of offenders were sent to a group dynamics and traffic-safety
school program, and 36% to treatment, primarily because repeat offenders were sent to treatment
whether or not they were found to be alcohol dependent. The typical person referred to treatment was a
repeat offender and had a relatively high blood alcohol concentration when arrested. Gurnack finds this
approach superior to systems that do not provide for mandatory psychological assessment in suiting
treatment to needs.

Neff and Landrum (1983) report on the use of another instrument, the Current Status version of the
Life Activities Inventory. Interestingly, they report that simply completing this questionnaire, without
any other form of intervention, appears to reduce recidivism among lower-risk DUT offenders.

In sum, the need to start intervention by finding out what individual offenders’ conditions and needs
are is being increasingly recognized. No one means of accomplishing this is universally favored, but a
variety of methods are being tested. It can be hoped that some assessment procedure will win general

acceptance in the future.
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Part Five: Interventions

A primary fact to be noted in designing DUI programs is that clients’ involvement in such programs
is almost never wholly voluntary. Vogler et al. (1976) found 75% of a group of clients to have been referred
for treatment through the legal system. This has been noted above, in Part Three, but it has implications
that must be taken into account in working with clients. Involuntary participation sometimes weakens
the client’s motivation to cooperate with the therapist. This is somewhat counterbalanced by the fact
that DUI programs usually appear as more desirable alternatives to license loss, fines, or jail sentences,
However, problems remain that must be taken heed of, as in Pringle’s discussion (1982).

In the therapeutic setting, these problems take a form often known as resistance. Cavaiola (1984)
discusses this issue, describing a typical sequence of psychological states: anger, testing limits,
compliance, anger, self-deprecation, and surrender and acceptance. The DUT counselor or therapist must
be prepared to cope with these reactions from clients. In a related discussion, Chng and Giles (1983)
criticize behavior modification techniques as commonly used for their reliance on aversive and punitive
methods, asking whether the end justifies the means.

Clients should be assigned to treatment modalities appropriate to their needs. Annis and Chan (1983)
distinguish between high and low self-esteem clients for programs directed to alcohol and drug abuse,
and report that clients with high self-esteem do better in intensive outpatient therapy, while clients with
low self-esteem do better in institutions. At a level closer to that of DUI programs, McLellan et al. {1983)
describe a process of matching alcohol-dependent veterans to “‘best fit"’ programs chosen from six
alternative possibilities, and find the results encouraging.

The simplest specific form of intervention is provision of information. Such information may include
the effects of alcohol and drugs, the legal regulations on DUI, and the long-term consequences of alcohol
and drug use. Rohrer et al. (1984) find such a program to have been effective with 66 institutionalized
juveniles who were provided with alcohol education and traffic safety instruction. Clients who are simply

unaware of such information may change their behavior once they have received it.




The factor of resistance, however, may limit the acceptance of such information. When this happens,
it becomes necessary to provide various forms of motivation, counseling, and therapy. A variety of
emphases is possible in such efforts: cognitive restructuring, development of social skills, behaviorally
oriented programs, and traditional psychotherapy are among them.

Whelan and Prince (1982) recommend a cognitive emphasis, based on cognitive confrontation
designed to replace unrealistic beliefs about drinking with realistic ones. Oei and Jackson (1982) also
include cognitive restructuring in their program, and report that this approach is relatively effective in
producing long » as opposed to short-term change.

Social skills traning also forms part of Oei and Jackson'’s approach (1982), though they consider it
effective only in producing short-term change. Collins and Marlatt (1981) center their approach on social
modeling of alternative forms of behavior. Orosz (1982) describes a program centered on assertiveness
training in a group context. Holser (1979), working with alcoholics, developed a flexible program
designed to improve clients’ social skills and give them alternative leisure activities not focused on
drinking. Most of these approaches reflect the theory that a significant cause of excessive drinking is
inadequate social skills.

Strickler et al. (1981) describe a program based on directly teaching skills useful in attaining
moderate drinking behavior, as does Brown (1980). In these programs, changes in behavior are sought
directly. It should be noted that these programs assume that the DUTI offender or other alcohol abuser
wishes to drink moderately rather than to incapacitation, but lacks the ability to do so. If this
assumption is true, such programs may be effective; but when it is not true—when resistance
occurs—then other measures may be needed. Also, when resistance occurs, the problems discussed by
Chng and Giles (1988) become salient.

At this point, the appropriate forms of intervention are counseling and therapy. Two programs of this
sort have been described in the literature. Panepinto et al. (1982) offer a program based on two evaluation
sessions, followed by from 12 to 16 90-minute group sessions. They describe their work as founded on
situational crisis theory, adjustment demand theory, and treatment contracts. Another

psychotherapeutic approach is presented by Miller (1983), who describes it as motivational interviewing.




In a model founded on internal responsibility and avoidance of labeling, Miller begins by contrasting
ongoing behavior with its negative consequences, seeking to arouse dissonance which is then channeled
to behavior change, while efforts are made to avoid low self-esteem, low efficacy, and denial. This latter
program clearly has links to cognitive and behavioral approaches, but appears also to focus on questions
of motivation such as typify traditional psychotherapy. The goal here in these psychotherapeutic
approaches is to change the motivational factors that support abusive drinking behavior.

Finally, for those clients who actually are alcoholics or drug addicts, direct medical therapy may be
appropriate. This can include controlled withdrawal from alcohol or drugs, and drug therapy to aid such
withdrawal. In the case of clients who have suffered long-term physical deterioration through chronic
abuse, measures to correct the deterioration may also be appropriate.

Thus, the spectrum of possible interventions runs from an educational model, through a
psychotherapeutic model, to a medical model. Choosing the appropriate range of treatments for each
client is difficult, but essential. In fact, it is an expression of the clinical tradition from which
psychotherapy derives, for that tradition does not treat all clients uniformly, but examines the
peculiarities of each individual and attempts to respond to them. If DUI programs are to claim to

provide clinical help for their clients, only this kind of multiple programming can fulfill that promise.




Part Six: Recidivism and Program Evaluation

A variety of studies has attempted to measure the success of DUI programs. At least two such
measures are possible, in principle: improvement in the overall level of highway safety in areas where
such programs are in effect, and improvement in the behavior of persons who have completed such
programs. In practice, the second is preferable, both because the offenders enrolled in such programs are
not necessarily a sufficiently large part of the total population to affect regional statistics and because
other factors may influence driving behavior, making inferences from such behavior to program
effectiveness unsound.

The system of federally sponsored Alcohol Safety Action Projects (ASAPs) described by Hart (1977)
has been evaluated twice, in two of the largest-scale studies in this area. The first of these, by the
Comptroller General of the United States (1979), based on examination of the 35 ASAPs conducted in
1971-1978, reveals mixed results. While no reduction in the number of highway deaths is evident,
improvements are apparent in the number of drunken drivers and the number of problem drinkers
referred to rehabilitative programs. The second, by Saunders (1979), examining 25 ASAP pilot projects,
notes as their advantages both early identification of problem drinkers and encouragement of treatment
acceptance. It must be pointed out that many of these ASAP programs were poorly designed, weak in
content and often lacked planning and follow through.

Several studies describe specific programs and their success levels. Swenson et al. {1981), reporting
on a program in Arizona, find little evidence for the effectiveness of short-term treatment in a sample of
midrange problem drinkers. Hagen et al. (1978), comparing license revocation or suspension to
participation in a one-year alcohol abuse treatment program in California, find no significant favorable
effects of program participation, and one unfavorable effect: Since program participants drove much
more than offenders with suspended or revoked licenses, their driving records after entry into the
program were much worse. Michelson (1979), describing a Florida program sending DUT offenders to an
alcohol safety school, found no statistically significant differences between subjects and controls over a
three-year follow-up period. Holden (1983) describes a study in which 4,126 DUI offenders were exposed
to probation supervision, education and therapy, both, or neither; after a two-year follow-up, none of

these conditions differed significantly from others in effects on rearrest rates. Salzberg and Klingberg




(1983) compare DUT offenders who received deferred prosecution and alcoholism treatment to offenders
who received normal judical sanctions, and find higher rates of alcohol-related traffic violations in the
treatment group than in the control group.

In contrast to these essentially negative findings, three studies present results that are neutral or
favorable. Reis (1983) describes a program in which 5,700 DUT offenders took part in year-long
educational counseling with or without chemotherapy, as appropriate to individual cases; results were no
more effective than brief but personal counseling—an equivocal finding, but one that supports the need
for individualized treatment, McGuire (1982), in a comparison of DUI offenders referred to six programs
of treatment to offenders not referred to such programs, finds favorable effects on light drinkers, but not
on heavy drinkers, as measured in changes in alcohol-related and general traffic violations and accidents
over a two-year period. Snowden (1984) analyzes treatment results with 178 problem drinking drivers,
and reports that factor analysis reveals two factors in client characteristics: a gene:ral improvement
factor linked to psychopathology, and a resistance factor (expressed in continued drinking) linked to
alcohol use. Both of these factors were linked to involvement in the program as well.

An additional study focused specifically on program participation was conducted by Steer (1983).
Steer reports that age, symptom severity, and employment predict the participation of DUT offenders in
outpatient aleoholism treatment, and urges attention to the needs of young and unemployed offenders.

In addition to these, two studies have provided general overviews of the field. Kunkel (1983) finds
previous attempts to evaluate DUI programs methodologically flawed in several ways. Among these are
the inadequacy of rearrest rates as recidivism measures, the need for self-report data, the diverse aims of
the programs being assessed, and the fact that attitudinal change may not underlie behavioral change.
Kunkel concludes that most DUT offenders are problem drinkers whose drinking behavior must be
changed. A second study by Mann et al. (1983) reviews the literature from 1970 to 1982, and finds
further methodological flaws: the lack of controlled treatment assignments and the weakness of
measures used to assess results. They consider it possible to draw only weak conclusions, but suégest
that education improves attitudes but may not prevent recidivism, while lifestyle modification works
more effectively. They consider the two main at-risk populations to be depressives and sensation seekers.

Overall, then, there are few definitive conclusions to be drawn from the research literature, As yet the




various DUI programs are too diverse for overall evaluation, and the means of measuring results too
uncertain, to permit firm conclusions. Before such evaluations can be undertaken, it will be necessary to
attain a more uniform state-of-the-art in both treatment and evaluation.

Until this is possible, the only guide available must be clinical judgment. And, at present, the
consensus of such judgment is that education, counseling, and psychotherapy are capable of being
effective with at least some DUI offenders. A useful research strategy at this point might be to attempt
to identify factors discriminating among clients with whom they typically fail. Here is a task to which
recidivism statistics are particularly suited.

In an overview of educational and rehabilitative programs, Hagen (1985) states that such programs
are better than doing nothing at all, but cannot substitute for licensing sanctions, which lead to reduced
driving exposure and more careful driving. Hagen specifically suggests that license restrictions be used
in conjunction with treatment programs, both as incentives to participate in the program and as a means
of interrupting old driving habits during the initial stages of the program. Hagen views sanctions as one
part of a total program which should also include education and therapy. In particular, he recommends
the development of less restrictive licensing sanctions, such as licenses that may be used only when
traveling between home and work and/or treatment. This argument reflects a similar view of the
symbiosis of law and therapy to that advanced in Part Three above. Hagen’s various proposals and

suggestions should be considered carefully in any attempt to design future DUI programs.



Part Seven: The Illinois DUI Law and the Cook County Court System

Central States Institute of Addiction (CSI) has been operating the Alcohol and Drug Assessment
Services (ADAS) program in cooperation with the Circuit Court of Cook County since 1971, The program
provides a comprehensive assessment of the DUTI offender for the court, and recommends an
intervention strategy consistent with the defendant’s perceived level of impairment. The intervention, if
the court concurs with the recommendation, is conducted by existing facilities within the substance
abuse/health care system that a) have a proven ability to provide comprehensive services to the client,
and b) have an approved service agreement with CSI as provided for in Circuit Court of Cook County

Rule 11.4. Types of intervention include education, guidance, counseling, and therapy.

Part 7: The Illinois DUI Law

A number of legislative and administrative changes regarding driving under the influence laws have
occurred in the state of Illinois since 1982. The most recent changes became effective January 1, 1986.
The DUT statute in Illinois is considered to be a *‘per se’’ law (per se: by (or in) itself, inherently) in that
““the alcohol concentration in such person’s blood or breath (of) 0.10 or more” constitutes, by (or in) itself,
guilt. The current sanctions are as follows:

TFirst Conviction

Loss of driver’s license for one year.
Possible imprisonment up to 364 days or fine up to $1,000, or a combination of both.

Subsequent Conviction

Loss of full driving privileges for a minimum of one year.

Mandatory minimum of 48-hour imprisonment or a minimum of 10 days of
community service for a second conviction in a five-year period.

Possible imprisonment up to 364 days or fine up to $1,000, or a
combination of both.




Furthen, if a person who while under the influence is involved in a motor vehicle accident where great
bodily harm or permanent disability or disfigurement results, the offender is guilty of a Class 4 felony
and is subject to imprisonment of one to three years. Should such an accident result in death, the
offender is guilty of a Class 3 felony (reckless homicide) punishable by two to five years in prison.

Refusal to submit to blood/breath aicohol testing upon arrest for DUI, or testing indicating a BAC of
.10 or more, incurs a statutory summary suspension of driving privileges automatically taking effect on
the 46th day after arrest and notification of suspension. Beginning January 1, 1987, the statutory

summary suspension will take effect on the 31st day after notice.

First Offense

Refusal to submit to a chemical test results in a six-month driver’s license suspension,

Chemical test indicating a BAC of .10 or greater results in a three-month
driver’s license suspension,

Subsequent Offense

Refusal to submit to a chemical test or test results indicating a BAC of .10 or greater results in a
12-month driver’s license suspension.

The offender is allowed to petition the court for a judical hearing to rescind the statutory summary
suspension. The court may either continue to rescind the suspension after a determination of the issues.
1f the court should continue the summary suspension, the offender may than seek alternative relief in the
form of a Judicial Driving Permit (JDP). If a JDP is granted, however, it does not become effective until
after the 30th day of the original suspension. This results in a hard 30-day suspension from which there is
no relief,

The petition for a JOP must contain a report that the offender submitted to and was evaluated by a
professional evaluator as to alcohol or other drug use. In addition, the offender must show that he is
employed and has no other means of commuting to and from the job, or that he drives as a condition of
employment, or that he must transport himself or a family member to treatment for alcohol or other
medical problems, and that his driving background does not show a disrespect for public safety and that

he is likely to obey the limits of the JDP.



The conditions of the JDP limit its application to operation of a motor vehicle between the driver’s
home and place of employment, specifying the days of the week and hours worked, as well as other
restrictions or privileges as the court creates. The court may not grant a JDP to any person who is a
repeat offender and may cancel the JDP if the driver commits another alcohol-related offense, violates a
condition of the JDP, or is convicted of any traffic offense while driving on the JDP. A subsequent
offender is not eligible for a JDP but may receive a restricted driving permit after 90 days from the
effective date of suspension through the Secretary of State.

Prior to any disposition of the DUI violation itself, the offender is required to undergo a professional
evaluation to determine if alcohol or other drug abuse exists and to what extent. (ILL. Rev. Stat. ch.

95-1/2, sec. 11-501.1; sec. 6-208.1)

The Circuit Court of Cook County

The Circuit Court of Cook County serves a population of more than 5 million residents in an area
covering over 950 square miles. It is reputed to be the largest single court system in the world.

The court is divided into municipal districts with a presiding judge, judiciary, and support staff in
each district. Each district is responsible for all civil, criminal, traffic, and ordinance violations that

occur within its geographic boundaries. The general makeup of the minicipal districts is as follows:

The First Municipal District includes the City of Chicago with a population of approximately
3,000,000.

The Second Municipal District includes 18 North Suburban Cook County municipalities with a total
population of 500,000.

The Third Municipal District includes 19 Northwest Suburban Cook County municipalities covering
200 square miles with a population in excess of 550,000. It is the largest of the suburban municipal
districts.

The Fourth Municipal District includes 17 West Suburban Cook County minicipalities covering 43
square miles with a population of 400,000. It is the smallest of the suburban municipal districts.

The Fifth Municipal District includes 31 Southwest Suburban Cook County municipalities with a
population of 400,000.

The Sixth Municipal District includes 35 South Suburban Cook County municipalities with a
population in excess of 500,000.




To illustrate the size and complexity of each suburban municipal district, the Third Municipal
District, which covers an area of over 200 square miles and has a population in excess of 550,000, serves a
resident population as large as Atlanta, Georgia, or Kansas City, Missouri. This district by itself would
rank among the 25 largest cities in the United States. It is geographically larger than Miami, Florida;
Fort Worth, Texas; and substantially larger than Salt Lake City, Utah; or Albuquerque, New Mexico.

Effective January 1, 1986, all DUT offenders are required by law in the state of Illinois to undergo an
alcohol/drug assessment by a state-licensed facility before the offense may be adjudicated. In addition,
Circuit Court Rule 11.4 requires that a full recidivism/screening review be made prior to trial. Prior to
this new legislation, all offenders were referred directly from the court of venue by court order. Currently
defendants are either being referred to the program in this traditional manner or, on advice of defense
counsel, voluntarily submit to the assessment process prior to the first court date.

New targets have been established for the delivery of services to the court, especially for the initial
assessment/evaluation report. Prior to January 1, 1986, a minimum of 30 days and a maximum of 90
days were allowed for the assessment process. Because of the requirements of the new legislation, these
time frames have been collapsed to a minimum of same-day service to a maximum of 30 days for
preparation of the assessment report. Timely filing of all assessment reports is also a provision of Circuit
Court Rule 11.4,

CSI maintains an office in each municipal district. Therefore, the services are easily accessible to the
offenders, and the court and its agencies have instant, direct access. As an example of the effectiveness
of this network, the presiding judges stipulated that all DUI defendants be monitored, tracked, and
physically report for the entire term of the sentence. A cooperative effort was immediately established
between the court’s Social Service Department and CSI to implement this directive. As of July 1, 1986,
all convicted DUT defendants on supervision, conditional discharge, or probation will physically report to
an assigned agency which will monitor the individual activity. There are an estimated 20,000 offenders

annually that receive these sentences.



The general flow of the DUT population in the Circuit Court of Cook County is as follows:

Arrest

Initial Contact/
Assessment

Preparation of Court
Report

Court Appearance

Implementation of
Assessment

Recommendations

Follow-up

Violations

Termination

1)

2)

3)

4)

b)

7)

8)

Offender is arrested by law enforcement agency. Initial
Contact.

Offender either voluntarily reports or is sent by the court
to assessing agency. If court referral, case is continued to
next regular court date (usually 28 to 30 days).
Assessment is conducted within five days of initial
contact.

Assessment instruments scored and level of impairment
assigned. Components summated and risk factor assigned.
Assessment report completed.

Assessment report presented to the court on next court
date which is within 30 days. Program representative is
present in court for testimony regarding assessment,.

Court accepts report and recommendations:
non-problematic (0-1s) under jurisdiction of CSI for
remedial intervention; problematic (2-8s) to Social Service
Department to implement guidance, counseling, or
therapy.

Court declines recommendations.
“Reporting'’ sequence is established for the defendant by

the agency responsible. Frequency of reporting determined
by the perceived level of repairment.

Violations or non-compliance with recommendations
reported immediately. Prosecution immediate.

Final report prepared for the court at termination of
sentence.




Program Recidivism

In 1985, a total of 18,309 DUT offenders were tracked for the purpose of measuring the number and
percentage of individuals who had previously been assigned to the Alcohol and Drug Assessment
Services (ADAS). The 18,309 offenders represented the total DUI population in the Circuit Court of
Cook County, both program referrals and those screened for recidivism who were not program referrals.
These offenders are presumably representative of the DUI population in Cook County, Illinois.

The results were as follows:

Total Population 18,309
Program Recidivists 1,614 8.3%

In addition, a separate study was conducted between September 1985, through March 1986. Data
was examined on 5,644 cases, The purpose of this study was to identify multiple repeat offenders who
had not been referred to the ADAS program, and compare that population statistically with the
program’s recidivists.

The results, by municipal district, are as follows:

First Municipal District

Number Percent
Total Cases 1,000
Multiple Offenders 235 23.5
Program Recidivists 85 8.5
Total Repeat Offenders 320 32.0
Total First Offenders 680 68.0
Second Municipal District

Number Percent
Total Cases 1,320
Multiple Offenders 220 16.7
Program Recidivists 103 8.0
Total Repeat Offenders 323 24.7

Total First Offenders 997 75.3



Third Municipal District

Number Percent
Total Cases 1,080
Multiple Offenders 164 15.3
Program Recidivists 98 9.0
Total Repeat Offenders 262 24.3
Total First Offenders 818 75.7
Fourth Municipal District

Number Percent
Total Cases 481
Multiple Offenders 93 16.3
Program Recidivists 67 17.0
Total Repeat Offenders 160 33.3
Total First Offenders 321 66.7
Fifth Municipal District

Number Percent
Total Cases 1,046
Multiple Offenders 197 19.4
Program Recidivists 121 12.0
Total Repeat Offenders 318 314
Total First Offenders 728 68.6
Sixth Municipal District

Number Percent
Total Cases 717
Multiple Offenders 127 19.1
Program Recidivists 93 13.0
Total Repeat Offenders 230 32.1
Total First Offenders 487 67.9
Countrywide

Number Percent
Total Cases 5,644
Multiple Offenders 1,049 18.6
Program Recidivists 567 10.0
Total Repeat Offenders 1,616 28.6
Total First Offenders 4,028 714

A ratio of 1.9 to 1 exists when comparing non-program multiple offenders with program recidivists.

This statistic is consistent with studies conducted in previous years and strongly indicates that program

participation by multiple or repeat offenders can reduce their chances of repeating the offense by 50%.



Part Eight: The ADAS Program

The Alcohol and Drug Assessment Services (ADAS) program of Cook County, Illinois, is an attempt
to deal with the problem of DUTI and related problems through varied forms of intervention designed to
meet the individual offender’s needs. The approach followed includes education and guidance,
monitoring, punishment, and referral for counseling or therapy with a holistic, modified punitive
framework. Measures suited to the individual offender are selected through a systematic assessment
procedure at the start of intervention.

The program is conducted in cooperation with the court system. Typically, clients are contacted
before trial, and participation in ADAS is presented to them as an alternative to the attempt to avoid
conviction, with which the courts are prepared to cooperate. Since the penalties for DUI range as high as
364 days in jail and a $1,000 fine, this alternaive is generally attractive to clients who have actually
engaged in DUL The client is asked to take part voluntarily, commiting himself or herself to the
program, in exchange for avoiding the additional legal punishments and the status of a convicted DUI
offender.

The availability of ADAS does not preclude the use of more traditional penalties for DUT offenders.
Sentencing judges retain the option of imposing fines, jail sentences, and suspension of driving
privileges. But ADAS gives judges the opportunity to offer a wider array of options than a strictly
punitive sentence.

McDermott and Moran (1981) have stated that, while the primary purpose of ADAS is evaluative
and educational, an equally important function is to refer clients with life problems involving alcohol or
drug abuse to appropriate agencies. Recommended counseling or treatment may be either voluntary or

mandatory at the discretion of the judge.




For first offenders, the courts are typically favorable to this option. The impact of traditional
punitive sanctions is negative enough to make judges hesitant about applying them. ADAS offers them
a wider range of choices. Legally, participation in the ADAS program is a form of probation. Thus, a DUI
offender can be ‘‘sentenced’’ to take part in this program as an alternative to traditional penalties. Even
when dealing with repeat offenders, judges often welcome the added option for cases where it appears
more effective than traditional measures in protecting society from the harmful effects of DUI.

Clients are motivated to cooperate with the program, as well, by a number of factors, In the first
place, the program is presented initially as working in the client’s interests rather than against him or
her, making it more likely that he or she will be cooperative. In the second place, the client begins
participation immediately after a court appearance, at which the facts regarding the client’s behavior
have been made clear, and social disapproval of that behavior has been expressed in unequivocal terms.
Finally, successful completion of ADAS is generally required before a client can be removed from
probationary status and regain driving privileges lost while occupying that status. All of these effects
work together to motivate the client’s cooperation with the program.

The basic purpose of the program is to change the client’s behavior by changing his or her attitudes
and motives. An attempt is made to convince the client that driving an automobile after consuming any
significant amount of alcohol is simply unacceptable behavior. External penalties are not sufficient to
achieve this; those who are deterred by such penalties will normally avoid DUT and thus not come into
ADAS. What is needed is a change in the client’s own attitude to DUI behavior.

The first and most crucial step in the program is assessment. (See Appendix) Before the client can be
helped, it is essential to determine his or her position and needs, so that the help will be useful rather than

irrelevant. ADAS uses several tests and measurements to achieve this. They include:

a Personal Data Form which includes information on demographic and social status variables and

current use of alcohol and other drugs;

an Attitudinal Study which assesses attitudes toward drinking and driving, and seeks to elicit how
much responsibility the client feels for the DUI incident which resulted in referral;

the Michigan Alcohol Screening Test which measures the degree of dependence on alcohol;

the ADAS Substance Abuse Assessment comprising 10 questions regarding use of alcohol and

other drugs;
an interview with an Education and Referral Officer (ERO) during which the client completes a

Behavior Assessment Scale (BAS) consisting of several psychometric tests of perceptual, cognitive,

emotional, social and motor functioning.




The results of these measurements are used to determine a risk factor ranging from 0 to 3. Two
subscores are computed, one for the Behavior Assessment Scale and one for all other measures. These
computations are made separately and “‘in the blind", i.e., from two separate individuals, a psychologist
for BAS and an ERO for other measures. They are then averaged, with greater weight being given to

that obtained by the ERO. The risk factors are interpreted as follows:

(0) the client is not experiencing any particular difficulty with life problems;

(1) the client is experiencing mild life problems in the areas of health/emotional problems and/or
social concerns;

(2) the client is experiencing moderate life problems of one or both types, such as that referral to an
outside source is recommended;

(8) the client is experiencing severe life problems, such as that referral to an outside source of

therapy is mandatory.




Recommendations are made to the referring court on the basis of the risk factor determined for the
client. Experience with this system shows about 20% of clients to have a risk factor of 0, 42% of 1, 35%
of 2, and 3% of 3.

After determination of a client’s risk factor, appropriate interventions are selected. A basic scheme is
used which comprises four broad levels of intervention after the initial assessment phase: education,
guidance, counseling, and therapy. The first two of these are in general provided by ADAS itself, the
latter two by outside agencies.

Education is offered to all clients. Basically, this consists of furnishing information on the effects of
alcohol and drug use on human behavior generally and driving specifically.

Clients also take part in guidance programs which seek to make them aware of their own patterns of
substance abuse and of the risks that these entail. The focus of this effort is to ensure that the client
treats the information presented in educational sessions as personally relevant rather than as abstract or
applicable only to others. This is necessary to provide motivation for change to many clients.

Clients with patterns of chronic substance abuse are referred to outside agencies for counseling. The
aim here is to aid the client in resolving any problems which contribute to the pattern of abuse.

A minority of clients are found to have problems so severe as to necessitate medical treatment in
hospital-based facilities. This option is arranged through a referral procedure. Clients at this level include
those who fit the classic pattern of alcoholism or drug addiction. They receive treatment which may
include psychotherapy and/or various somatic therapies.

With these latter two groups of clients, the Cook County Social Service System in collaboration with
ADAS retains the role of overall coordinator, and is responsible to the courts for monitoring the client’s
progress. Clients are not referred directly to hospital or community-based programs, but only indirectly
through ADAS, and ADAS holds responsibility for accounting to the courts for the credentialing and
success or failure of participating programs. Extensive records are kept on clients to be furnished to the
appropriate courts. Under Illinois state law these records are confidential and, in fact, written consent of

clients is required both to transfer records from any sub-agency to ADAS or from ADAS to the courts.




A client’s failure to complete a program, however, results in immediate notification of courts and
other concerned agencies. The result can be a full hearing on the client’s violation of the terms of his or
her probation, with possible results including revocation of the previous disposition of the case, entry of
a finding of guilty on the client's record, and appropriate penalties. These sanctions provide clients with
an incentive to complete the entire program.

Within this overall system, two distinct levels have been defined for intervention, Level I is intended
primarily for clients who lack information about the effects of alcohol on behavior; level II for clients who
exhibit more profound behavioral problems. In both levels, clients undergo initial needs assessment;
such assessment may lead to referral of clients from level I to level 11, though other factors, such as a
history of alcohol-- or drug-related charges, or voluntary admission of serious alcohol— or drug-related
problems, may also indicate initial referral to level II to be appropriate. Level I clients attend four
two-hour sessions devoted to lectures, films, and discussion groups, which provide information on the
effects of alcohol, the factors which trigger its use, the methods of gaining improved control over alcohol
use, and the laws regulating alcohol consumption. Level II clients are referred to appropriate
collaborating agencies for the development of an intervention or treatment plan.

Within level I, several distinct tracks are available: the general population program, a youthful
offender program, a women'’s program, a Hispanic population program, special language programs, and a
poly-drug program designed for clients aged 17-30 who have abused substances other than or in addition
to alcohol.

These programs thus cover a wide range of client situations. Options exist for clients with mild or
severe alcohol problems; for clients with other drug problems; for clients with difficulty in learning or
communicating; and for clients with special social, psychological, or physical needs. This diversity is
central to the design of ADAS.

A comprehensive judgment as to the effect of ADAS remains difficult to obtain. However, more
specific data will be reviewed in the following section. It is worth noting that very few ADAS clients
have been referred to ADAS previously, suggesting some effectiveness in preventing recidivism. In 1980,
96.3% of participants had never previously taken part in ADAS. Prevention of recidivism is ADAS’s

primary goal, and this information at least suggests that it may be accomplishing it.




In addition, ADAS makes a number of referrals of problem drinkers to other programs. This group is
more likely than others to experience repeated arrests for DUT and for other alcohol-related charges. In
referring them to other forms of intervention, ADAS has been concentrating the resources of these other
agencies on the recipients with the greatest need for them.

Beyond this, ADAS is supported by two further sources of testimony. Clinical experience reveals
improvements in clients of ADAS. Further, the legal system of Cook County, Illinois, has come to regard
ADAS as a useful alternative to conventional means of dealing with DUT offenders. These two findings,
together with such statistical data as are available, support the viability of ADAS as a useful program of
intervention in DUI cases.

ADAS is one program among many. It is unique, however, in its use of a holistic, modified punitive
approach with multiple levels of intervention. Ifit has attained any successes, this approach is the
reason.

It has long been recognized that the better a program matches the actual characteristics of the target
population, the more success it will attain, A wrongly conceived program will have no effects, or will even
be counterproductive. A too narrowly conceived program will aid a subgroup of clients while failing with
other subgroups. It may be speculated that these two problems account for some of the reported
unsatisfactory results of other programs. ADAS seeks to avoid these faults. It does not assume that all
clients are of the same type or have the same needs; it provides varied paths of intervention and seeks to
assign clients optimally among them, Most specifically, it does not define all DUT offenders as alcoholics
or drug addicts which most of them are not, nor offer treatment suited to alcoholics or addicts to all of
them. It provides a program specifically designed for the characteristics of DUI offenders. This specific
approach to design is the basis for such success as ADAS has attained.

If ADAS is capable of being a model for other programs, this basic concept is its essential feature as
amodel. The use of a diversified and holistic approach, which seeks to meet all of each client's unique and

individual needs in one comprehensive framework, appears to be the approach best suited to the complex

realities of DUI behavior.




Part Nine: The Cook County Research and Evaluation Project

As was described in Part Eight, Central States Institute of Addiction (CSI) has from its inception
developed its DUI intervention component on the assumption that, when it comes to driving behavior,
there is a synergy between a person'’s bio-psycho-social level of functioning (state of human performance
at any given time) and the effects of alcohol or other mind-altering drugs. This synergy can elevate the
risk of operating a vehicle in an unsafe manner. Although a chronic or transitory disturbance in
physiological or psychological state or the presence of a psychoactive substance in the body can each
independently influence a driver’s ability, when combined the effect may be more than just cumulative.
The issue for the DUI field is one of determining how these physical, emotional, and social factors
interact to induce a DUT offense.

Assessing a person’s level of bio-psycho-social dysfunction together with the exacerbating effects of
alcohol or drugs may provide a more effective way of identifying and classifying DUTI offenders. In so
doing, the individual can better be matched to the appropriate intervention and intervention can
ultimately reduce recidivism significantly,

The CSI technique of assessing and “‘treating’’ the DUI offender has previously been described at
length (Section VII above, McDermott & Moran, 1981; Pisani, McDermott, and Kilbane, 1982). In
summary, the general approach is to assign clients to intervention programs on the basis of levels of risk
to commit future DUT offenses. Risk level is defined in terms of DSM I1I Criteria (Axis 5), court
promulgated criteria, and measures of bio-psycho-social dysfunction. These criteria are combined and
result in a cumulative risk factor. This cumulative risk factor determines whether an offender will receive
Education/Guidance (Level I), Counseling (Level 11), or Therapy (Level 11I).

Central States Institute, with its nearly 20,000 court referrals a year, operates the largest DUI
program in the United States. Within the judicial and treatment community the program was believed to
be effective, but there had never been a scientific study to determine whether this belief was justified. It
was from the need to measure the success of the program that the Cook County Research and Evaluation
Project (CCREP) was formed in 1984. The Cook County Research and Evaluation Project is a
not-for-profit corporation specifically organized to conduct an independent evaluation of the Cook

County Court’s DUI intervention practices.



The primary purpose of the research project is to measure the effectiveness of the various
interventions designed to reduce recidivism. A secondary purpose is to provide the judicial system and
the treatment community with a sizable data base to determine factors that relate to DUI.

The research design utilized a three-step process:

PhaseI Assessment and development of research procedures
Phase 11 Data collection and formative evaluation
Phase ITI Data analysis and summative evaluation

Phase I was completed and Phase II begun during 1985. During Phase I, program policies and
procedures, forms, and documentation were reviewed. Every effort was made to ensure the validity,
reliability, and completeness of the information collected.

The purpose of this first major study of the CSI population is an attempt to contrast persons who
have only committed one DUT offense with those who have committed multiple offenses. The specific
aim is to identify variables that eventually may be used to predict recidivism.

In reviewing the literature, it appears that only a few studies have been done that directly relate to
this study. Steer and Fine (1978) tested whether men with first arrests and men with second arrests
provided comparable retrospective descriptions of their moods during the month preceding their arrest.
The findings provided evidence that different levels of effect may exist in persons arrested for DUT.

In another study Landrum and Windham (1981) compared 379 non-repeaters with 82 repeaters on
demographic and behavioral variables. Demographic differences were insignificant, but behavioral
variables, such as previous public drunkenness, were significant. Steer (1982) administered the SCL 90
inventory to 290 men arrested for DUI. Three distinct symptom profiles were identified: paranoid,
somatic, and obsessive-depressed.

Although not exactly similar to the present study, some earlier attempts at developing a typology for
DUI offenders deserve mention. Donovan, et al. (1982, 1983 & 1985) identified subtypes among male
DUI offenders. Steer et al, (1979) identified seven clusters among 1,500 male DU offenders. Finally,
Arstein-Kerslake & Peck (1985) analyzed a sample of first and multiple offenders (N = 2,889) with the

result that nine “cluster types’’ were identifiable.




Method
Subjects

The data for this report are based upon 7,025 DUI offenders referred to the Central States Institute
of Addiction by the Cook County court system between November 1, 1985, and March 81, 1986. These
subjects were selected for inclusion in the study because their intake records were relatively complete
and they had not exhibited any overt language or reading problems, which could have affected their
understanding of the questions. The 4,360 selected offenders represent approximately 57% of the total
referrals to CSI during this period.

Data Collection

The data were collected by means of a self-administered questionnaire, a self-administered
psychometric test instrument, and a structured intake interview. All data collection was closely
monitored and conducted prior to offenders entering court-ordered remedial education or treatment
programs. Data collection took place in the six assessment centers operated by CSI. The size of the study
dictated that the data collection procedures be fully automated, therefore, data collection instruments
were machine scored and computer analyzed. All responses, including those resulting from the intake
interview, were made directly onto machine-readable answer sheets. These sheets were fed into the
Scantron 5200 Optical Mark Reader and IBM-PC/AT.

Instruments
Pre-program Questionnaire. This 159-item, multiple-choice instrument has questions related to:
Demographic information
Arrest history
Alcohol/drug history

1

2

3

4, Personal attitudes toward substance abuse
5. Prior attempts at alcohol/drug treatment
6

7

8

9

Current patterns of alcohol/drug abuse
Aleohol/drug use within friendship group
Physical/emotional health
. Employment and income status
10. TFamily history
11. Knowledge of the effects of alcohol and drugs
12, Self-appraisal of substance abuse problem



Intake Interview, This structured interview centers around a series of questions that further

elaborate on the areas covered in the Pre-program Questionnaire. The interview is conducted by a
Certified Alcohol/Drug Abuse Counselor who assesses the risk of the offender commiting future DUI

violations and recommends an appropriate level of intervention,

Behavioral Assessment Scale (BAS). The BAS was developed by the author as a substance-abuse

screening device, intelligence test, and index of psychopathology. It is a 141-item paper-and-pencil test

that, when scored, yields 15 scales.

Alcohol/Drug Problem {26 items)
Vocabulary (40 items)
Abstraction (20 items)
Conceptual Quotient

1.Q.

Stimulus Seeking (15 items)
Anxiety (5 items)

Manic (5 items)

Paranoia (5 items)

10. Hostility (5 items)

11. Psychosis (b items)

12. Somatization (5 items)

13. Depression (5 items)

14, Obsessive Thinking (5 items)
16, Cumulative Pathology

©EONDO A WP

Groups

The subjects were divided into two groups according to their answers to the question, ‘‘Prior to this
arrest, have you ever been arrested for driving under the influence?’’ The appropriate responses were:
“Yes—once'’; “Yes—twice’’; *‘ Yes—three or more times’’; and “No—never’. The greatest proportion of
the offenders {71 %) had not had a DUT arrest prior to entering CSI. Next came those with one prior
arrest (16%), then those with two prior arrests (12%), and finally those with three or more previous
arrests (1%).

For the purpose of this study, all of the individuals with at least one previous arrest were placed into
a “multiple Offender Group’’ while those with no prior arrest were designated as the ‘‘First Offender
Group’’. This categorization led to 29% of the subjects being classified as Multiple Offenders and 72% as

First Offenders.




Demographic Differences

Results

Sex. While 86% of the DUI offenders seen by CSI are male, they constitute more than 90% of the

Multiple Offender Group. Or, viewed another way, while the First Offender is six times more likely to be a

male than a female, the Multiple Offender is nine times more likely to be a male than a female. Needless

to say, these differences are statistically significant. (Table 1)

Table 1
Sex
Multiple First All
N % N % N %
Female 114 10 464 15 578 14
Male 1054 90 2573 85 3627 86
Total 1168 100 3037 100 4205 100

Chi-Square = 21.20;df = 1;p.001

Race and Ethnic Background. The subjects fell into three racial categories. Approximately 80% were

white, 14% were black, and 6% were of other races. However, the blacks and those in the other racial

categories were overrepresented in the Multiple Offender Group. (Table 2) When viewed in terms of

ethnicity, those with African and Hispanic origins were more likely to be found in the Multiple Offender

Group than were those of European or Asian lineage.



Table 2

Race
Multiple First Al
N % N % N %
Black 220 18 391 13 611 14
‘White 936 76 2508 81 3444 80
Other 77 6 183 6 260 6
Total 1233 100 3082 100 4315 100

Chi-Square = 19.97;df = 2; p.001

Age. The data revealed that fewer drivers under the age of 30 and over the age of 60 were Multiple
Offenders than would have been expected from their numbers in the general CSI population. It was the

30 to 59 year-olds that had a greater percentage of their members in the Multiple Offender Group. (Table

3)
Table 3
Age

Multiple First All

N % N % N %
16-19 31 3 159 5 190 5
20-29 509 42 1387 46 1896 44
30-39 344 28 815 27 1159 27
40-49 184 15 385 13 569 14
50-59 107 9 170 6 277 6
60 or older 33 2 87 3 120 3
Total 1208 100 3003 100 4211 100

Chi-Square = 35.09; df = 5;p .001



Education. There was a clear relationship between a person’s level of education and the likelihood of
committing multiple DUI offenses. When the analysis was limited to offenders over the age of 19, it was
found that those who did not finish high school were overrepresented among the Multiple Offenders.
While 39% of the offenders with less than an elementary schoel education were Multiple Offenders, only
27% of college graduates and 25% of those with some graduate school experience fell into the Multiple

Offender Group. (Table 4)

Table 4

Education

Multiple First All

N % N % N %
Less than elementary 31 3 55 2 86 2
Completed elementary 286 25 443 16 729 18
High School Graduate 613 53 1612 57 2225 56
College graduate 190 16 562 20 752 19
Some graduate school 42 4 145 5 187 5
Total 1162 100 2817 100 3979 100

Chi-Square = 50.10; df = 4;p.001

Employment Status and Occupation. At the time of entering CSI, 17% of the offenders over the age
of 19 were not working. This group had the largest proportion of Multiple Offenders. It does not appear
to matter whether unemployment resulted from retirement, disability, or simply from an inability to find
a job. All of these forms of unemployment were overrepresented in the Multiple Offender Group.

An offender’s occupation is also related to the probability of committing multiple offenses.
Blue-collar workers had the largest number of their group categorized as Multiple Offenders (34%). They
were followed by business owners, white collar workers, and professionals. Students had the lowest rate

of Multiple Offenders within their ranks. (Tables 5 and 6)



Table 5

Employment Status

Multiple First All

N % N % N %
Full Time Employment 801 69 2126 76 2027 14
Part-time Employment 126 11 241 9 367 9
Unable to find job 97 17 371 13 568 14
Retired 16 1 35 1 51 1
Disabled 19 2 36 1 55 1
Total 1159 100 2809 100 3968 100

Chi-Square = 18.57; df = 4;p .001
Table 6

Occupation

Multiple First All

N % N % N %
Blue collar 662 59 1309 47 1971 51
White collar/Professional 355 32 1145 41 1500 38
Student 28 2 114 4 142 4
Business Owner 83 7 196 7 279 7
Total 1562 100 3781 100 5343 100

Chi-Square = 46.90; df = 3;p .001




Personal Income. Offenders were asked, ‘‘In the past year, what was your personal income from all
sources?’’ Generally, among individuals over 19 years of age, there is an inverse relationship between
income and likelihood of committing multiple DUT offenses. The higher a person’s income, the less likely
that they will be a Multiple Offender. Thirty-three percent of the offenders with incomes under $10,000
were Multiple Offenders. In contrast, only 23% of the 844 offenders with incomes in excess of $40,000
were Multiple Offenders. (Table 7)

Table 7
Annual Personal Income

Multiple First All
N % N % N %
0- 9,999 366 32 747 217 1113 28
10,000 - 19,000 335 29 834 30 1169 30
20,000 - 29,000 250 22 640 23 890 22
30,000 - 39.000 121 10 323 12 444 11
40,000 and over 79 7 265 9 344 9
Total 1151 100 2809 100 3960 100

Chi-Square = 15.29;df = 4;p .01




Age at First Use. The data revealed that individuals who had had their first alcohol or drug use

experience early in life (before the age of 16), were more likely to eventually become Multiple Offenders

than were individuals who experienced alcohol or drugs later in life. (Table 8)

Table 8
Age at First Use

Multiple First All

N % N % N %
Under 13 years of age 71 6 120 4 191 4
Between 13 and 15 225 18 483 16 708 16
Between 15 and 21 757 61 2024 66 2781 65
21 and over 180 15 456 15 636 15
Total 1233 100 3083 100 4316 100

Chi-Square = 13.01;df = 3;p .01

Blood Alcohol Content (BAC). When the BAC of the Multiple Offender was contrasted with the BAC

of the First Offender, there was a greater representation of Multiple Offenders found in the BAC

category of .25 and over. In contrast, the Multiple Offender showed a smaller representation in the

middle ranges of the BAC (.10 to .24%). (Table 9)




Table 9

Blood Alcohol Content
Multiple First All
N % N % N %
0-.09 42 6 1156 6 157 6
J10-.24 595 85 1828 89 2423 88
.25 and over 63 9 110 5 173 6
Total 700 100 2053 160 27563 100

Chi-Square = 12.13;df = 2;p .01

Behavior Assessment Scale

Significant differences between the two groups were found for the majority of the BAS scales.

Alcohol/Drug Problems. Multiple Offenders experience a substantially greater number of substance

abuse related problems as measured by this scale. The mean number of problems reported by Multiple
Offenders was 8 as opposed to 5 problems reported by First Offenders. In fact, 14% of the First
Offenders reported no previous substance abuse related problems, while only 6% of the Multiple
Offenders were problem free,

Intelligence. The two scales related to intellectual functioning (Vocabulary and Abstraction) also
differentiated between Multiple Offenders and First Offenders. Both the Vocabulary and Abstraction
scales were lower for Multiple Offenders. The BAS contains an overall 1.Q. score which also
differentiated between the groups. Here again, Multiple Offenders had lower 1.Q. scores than did the
First Offenders. (Table 10)

Index of Psychopathology. Multiple Offenders scored higher and, therefore, exhibited greater

pathology on seven of the BAS scales. Depression and Hostility were the two scales that most clearly
differentiated between the two offender groups. Multiple Offenders scored higher on both of these scales,
as they also did on the Anxiety, Manic, Psychosis, and Somatization scales. The large number of
differences was also reflected in the Cumulative Pathology Scale, which is a simple compilation of all of
the other personality scales. Multiple Offenders clearly reported more pathological symptoms than did
the First Offenders. (Table 10)



Table 10
BAS Intelligence and Psychopathology Scales
for Multiple and First Offenders

Multiple First
Scale Mean SD Mean SD z
Intelligence
Vocabulary 21.96 7.31 23.67 6.62 -6, 12%:*
Abstraction 22.53 7.64 24.32 6.79 -6.16%¥*
Conceptual Quotient 102.87 57.61 101.39 43.27 - .72
1.Q. 104.47 12.74 106.89 10.33 -5.2] %k
Psychopathology

Stimulus Seeking 5.02 3.39 4.89 3.21 1.02%
Anxiety .63 1.13 49 .99 3.09%%*
Manic 1.35 1.20 1.23 1.18 2.49%**
Paranoia 1.16 .99 1.11 97 1.38
Hostility .33 .81 23 .64 3,47k
Psychosis N0 1.08 .61 .98 1.96%*
Somatization .55 .94 44 .81 3.24%
Depression 46 95 .34 81 3.53% %%
Obsessive Thinking 1.52 1.31 1.48 1.26 91
Cumulative Pathology 6.69 5,72 5.92 5.03 3.58%**

*p .05; ¥*p 01; ¥¥*p 001




Summary

A sample of DUI offenders from one of the largest DUI programs in the world was reviewed to
compare the differences between the first and multiple offender. In addition to demographic material, the
offenders were characterized by a variety of other data, including cognitive and social/emotional
functions.

There are clear differences between and within these groups. Multiple Offenders appear to be
significantly more disturbed in emotional and social areas than do First Offenders. These findings
further substantiate the need for multi-dimensional assessment and variably intense approaches to

intervention.



Conclusions

Public concern has noticeably increased in recent years toward the problems of
alcohol and drug abuse, particularly regarding driving under the influence of alcohol or
drugs. Along with the policies intended to deter DUI behavior generally (such as public
education on alcohol- and drug-induced impairment, and demands for strict
enforcement of DUI laws and increased probability and severity of sanctions), specific
attention has been given to programs intended to prevent recidivism among DUI
offenders.

One approach has been mandatory participation in educational and therapeutic
programs aimed at changing the attitudes and behavior of persons convicted of DUTI,
as well as providing appropriate counselling or treatment to those experiencing the
underlying life problems related to alcohol and drug abuse. Since such programs often
take the place of more punitive sanctions allowed by law (such as fines and
incarceration), they must be justified on the basis of their effectiveness in preventing
recidivism and, in so doing, reducing the number and frequency of alcohol-related
offenses.

Alcohol and drug abuse is more diverse than a simple dichotomy between being an
““alcoholic’ or an ‘‘addict” or not; rather a broad spectrum of behavior exists. Since
most DUI offenders are not alcoholics or addicts, but, in fact, exhibit a wide range of
characteristics and problems, treatment programs need to reflect that diversity in
order to be effective. While being assigned to a treatment program appropriate to their
needs, offenders must also understand that their behavior is unacceptable to society.
Consequently, licensing sanctions may be appropriate and necessary both as an
incentive to participate in an educational or therapeutic program and as an

unequivocal expression of social disapproval for DUI behavior.




The Alcohol and Drug Assessment Services (ADAS) program of Cook County,
Illinois, attempts to deal with the problem of DUI and its related issues by taking into
account the diversity of offenders and treating them with measures suitable to the
individual. In addition to this multifaceted approach, the ADAS program is integrated
with the judicial process resulting in a holistic, modified punitive framework for
dealing with DUT offenders. These measures appear to be accomplishing ADAS’s
primary goal of preventing recidivism.

It has been suggested that other public policies would contribute to lowering
recidivism among DUT offenders and thus reduce the social and economic costs of
alcohol- and drug-related driving offenses. One more recent suggestion is to lower the
level of blood/breath alcohol content indicative of intoxication. As Healey (1986) points
out, this proposal stems in part from the inadequacy of reliance on the obvious signs of
intoxication, such as slurred speech or difficulty in walking, when accumulating data
suggest that objective impairment precedes these clinical signs. However, there is
some disagreement as to the effectiveness of lowering the minimum legal BAC level.
Hjelle (1986) suggests that recent studies show no elevated risk of causing a fatal
traffic accident if the BAC is below .09. Further, while there is an evolving public
awareness and concern about driving under the influence, there is still a degree of
societal tolerance for drunk drivers in the United States, and lowering the BAC level
for per se intoxication may not be acceptable for what is perceived by some as ‘‘normal
behavior.” In addition, as demonstrated by the recent evaluation project in Cook
County, BAC level upon arrest does not seem to predict for multiple offenders in the
lower and middle ranges of intoxication exhibited by most offenders. Consequently, a
policy of lowering the BAC level as determinative of per se intoxication may not be
effective in preventing recidivism.

Another approach suggested is to increase the severity and certainty of punitive

sanctions, particularly in the form of mandatory incarceration. Actual sentences may



depend as much on the attitudes and discretion of judges and prosecutors, and the
heavy demands on the court system and incarceration facilities. In many instances, the
more severe the penalty, the less likely it will be imposed. If the probability of
punishment is so low as to be negligible, then the severity of threatened punishment
cannot be expected to influence behavior. Additionally, studies show that mandatory
jail sentences do not deter DUTI behavior.

While such legislation may be accurately regarded as a public statement with
respect to the sanctions desired and the punitive feelings toward such behavior,
individual offenders brought to trial may face a sympathy and tolerance that work to
reduce the penalties actually imposed. Criminal justice systems may shift to maintain
penalties at a level felt to be reasonable by the public, even if this means an informal
reinterpretation of the law. “‘Law’’ itself may not be well served by such equivocations.

Punitive and rehabilitative measures for treating DUI offenders are not only
compatible, but may also be the most e 2ctive deterrent to DUI behavior by
preventing recidivism. When such treatment or education is court-mandated and
imposed along with legal sanctions, it can provide both beneficial effects in itself as
well as an incentive to change behavior in the future. These less severe but more
prudent penalties have a far greater likelihood of being imposed and thus be more
effective in lowering recidivism among DUTI offenders than the more stringent
standards being proposed.

The assessment of the impact on recidivism is much more difficult to ascertain. The
repeat offenders with chronic alcohol problems must be the special concern of any
campaign if we are to make drunk driving socially unacceptable. Court-mandated
punishment coupled with rehabilitative measures can be effective deterrents to DWI
behavior in lowering recidivism. Therefore, the implementation and impact of
appropriate legislation need to be monitored to ensure that judges and the entire court
system apply the law properly and to learn how the sanctions are regarded in the

public mind.




The following categories derived from Axis #5
from DSM-3 American Psychiatric Association

Clinical assessment — Levels of Functioning

Effective functioning in physical, social, and
occupational areas, and use of leisure time.

Average functioning in physical, social, and
occupational areas, and use of leisure time.

1 Some impairment in physical, social, or occupational
functioning.

~

2 Moderate impairment in physical, social, or
occupational functioning, or some impairment in all
three.

Marked impairment in physical, social and occupational
functioning.

Gross impairment in virutally all areas of functioning.




ALCOHOL AND DRUG EDUCATION SERVICES

D.U.l. RISK FACTOR

ARRIVED AT THRU INFORMATION FROM:

Education Referral Officer Behavioral Assessment Scales (BAS)
A. Personal Data Form A. Cognitive
B. Attitudinal Study B. Perceptual Motor Functioning
C. Mast or Equivalent C. Social/Emotional
D. A.D.E.S. — Substance Abuse
Assessment
E. Personal Interview
Above Information Results Above Information Results
In Risk Category:0,1,2,0r3 in Risk Category:0,1,2,0r3
Summated Risk Factor = ERO carecory

+ BAS carecory

Risk factoris rounded with greater weight given to

RISK FACTOR ( education referral officer’s impression.
““Appears on court report



THE HOLISTIC APPROACH*
TO INTERVENTION THRU:

ASSESSMENT

RISK FACTGR 1 Mild
Life Problems

GUIDANCE
1

RISK FACTORS 0 No Apparent
Life Problems

RISK FACTOR 2 Elevated _
Life Problems

RISK FACTOR 3 Marked/Severe
Life Problems

*As found in:

D.U.L. Levels of Intervention,

A Ten Year Experience

Presented in 1982 at the 33rd Conference of the
International Council on Alcoholism and Addictions,
Tangiers, Morocco




Works Cited in the Text

Annis, Helen M., and Chan, David. ‘‘The Differential Treatment Model:
Empirical Evidence From a Personality Typology of Adult Offenders.”’ Criminal Justice and
Behavior 10(2): 159-173 (June 1983).

Arstein-Kerslake, Gary W., and Peck, Raymond. ' A Typological Analysis of
California DUI Offenders and DUT Recidivism Correlates.”’ Proceedings of the 34th International
Congress on Alcoholism and Drug Dependence 1-26 (1985).

Atkin, Charles K.; Neuendorf, Kimberley; and McDermott, Steven. ‘' The Role
of Alcohol Advertising in Excessive and Hazardous Drinking.” Journal of Drug Education 13 (4):
313-324 (1983).

Berger, Dale E., and Snortum, John R. ‘“Alcoholic Beverage Preferences of
Drinking-Driving Violators.” Journal of Studies on Alcohol 46 (8): 232-239 (May 1985).

Beshai, Nabila. *‘California DUI Law: One Year Implementation.’”’ Abstracts
and Reviews in Alcohol and Driving 5 (3): 11-19 (July-September 1984).

Brown, Robert A. ““Conventional Education and Controlled Drinking Education
Courses with Convicted Drunken Drivers.” Behavior Therapy 11 (5): 632-642 (1980).

Brown, Robert A. “Measurement of Baseline Drinking Behavior in Problem-
Drinking Probationers, Drinking Drivers, and Normal Drivers.” Addictive Behaviors 6 (1): 15-22
(1981).

Cavaiola, Alan A. “Resistance Issues in the Treatment of the DWI Offender.”
Alcoholism Treatment Quarterly 1(2): 87-100 (Summer 1984).

Chng, Chwee L., and Giles, Gordon M., ‘“The Use of Behavior Modification in
Institutional Drug Programs: Do the Ends Justify the Means?”’ Journal of Drug Education 13 (2):
153-166 (1983).

Christmas, June J. “Alcoholism Services for Minorities: Training Issues and
Concerns.”’ Alcohol Health and Research World 2 (3): 20-27 (1978).

Collins, R. Lorraine, and Marlatt, G. Alan. ‘‘Social Modelling as a
Determinant of Drinking Behavior: Implications for Prevention and Treatment.” Addictive
Behaviors 6(3): 233-239 (1981).

Comptroller General of the United States. The Drinking-Driver Problem--What
Can Be Done About It? (Report to the Congress), Washington, D.C.: U.S. General Accounting Office,
1979.

Donovan, Dennis M., and Marlatt, G. Alan. “Personality Subtypes Among
Driving-While-Intoxicated Offenders: Relationship to Drinking Behavior and Driving Risk.”
Journal of Consulting and Clinical Psychology 50 (92): 241-249 (1982).




Donovan, Dennis M.; Marlatt, G. Alan; and Salzberg, Philip M. ‘‘Drinking
Behavior Personality Factors and High-Risk Driving: A Review and Theoretical Formulation.”
Journal of Studies on Alcohol 44(3): 395-428 (1983).

Donovan, Dennis M.; Queisser, Henne R.; Salzberg, Philip M.; and Umlauf,
Robert L. “Intoxicated and Bad Drivers: Subgroups Within the Same Population of High-Risk Men
Drivers.”” Journal of Studies on Alcohol 46 (5): 375-382 (September 1985).

Grube, Joel W., and Kearney, Kathleen A, “A ‘Mandatory’ Jail Sentence for
Drinking and Driving.” Evaluation Review 7 (2): 235-246 (April 1983).

Gurnack, Anne M. “Use of the NCA-Modified Assessment With a Population of
Intoxicated Drivers.”’ Perceptual and Motor Skills 59 (1): 287-298 (August 1984).

Gusfield, Joseph R. “‘Social and Cultural Contexts of the Drinking-Driving
Event.” Journal of Studies on Alcohol Supplement 10: 70-77 (July 1985).

Hagen, R.E.; Williams, R.L.; McConnell, E.J.; and Fleming, C.W. An
Evaluation of Alcohol Abuse Treatment as an Alternatire to Driver’s License Suspension or
Revocation. Final Report to the Legislature of the State of California in Accord with Chapter
890--1977 Regular Legislature Session. Sacramento: California Department of Motor Vehicles and
Department of Alcohol and Drug Abuse, 1978.

Hagen, Roger E. “Evaluation of the Effectiveness of Educational and
Rehabilitation Efforts: Opportunities for Research.” Journal of Studies on Alcohol Supplement 10:
179-183 {(July 1985).

Hart, Larry. ‘' A Review of Treatment and Rehabilitation Legislation Regarding
Alcohol Abusers and Alcoholics in the United States: 1920-1971.”" International Journal of the
Addictions 12 (5): 677-678 (1977).

Healey, Joseph M. ‘‘Reducing the Destructive Impact of Alcohol: The Search
for Acceptable Strategies Continues.”” American Journal of Public Health 76(7): 749-750 (1986).

Hjelle, R. ““Alcohol and the Driver.”” Journal of the American Medical
Association 256 (1): 37 (19886).

Holden, Robert. ‘‘Rehabilitative Sanctions for Drunk Driving: An Experimental
Evaluation.” Journal of Research on Crime and Delinquency 20 (1): 55-72 (1983).




Holser, M. A. “A Socialization Program for Chronic Alccholics.” International
Journal of the Addictions 14: 657-674 (1979).

Kern, Joseph C.; Schmelter, William R.; and Paul, Stewart R. ‘‘Drinking Drivers
Who Complete and Drop Out of an Alcohol Education Program.”’ Journal of Studies on Alcohol 38
(1): 89-95 (1977).

Kunkel, E. “‘Driver Improvement Courses for Drinking-Drivers Reconsidered.”
Accident Analysis and Prevention 15 (6): 429-439 (December 1983).

Landrum, James W., and Windham, Gerald O. “ A Comparison of DWI Repeaters
and Non-Repeaters Who Attended a Level I Rehabilitation Program.” Journal of Alcohol and Drug
Education 26 (2) Winter (1981).

McCarty, Dennis; Argeriou, Milton; and Blacker, Edward. “‘Legislated Policies
and Recidivism for Driving Under the Influence of Liquor in Massachusetts.”” Journal of Studies on
Alcohol 46 (2): 97-102 (March 1985).

McCord, Joan. ‘‘Drunken Drivers in Longitudinal Perspective.” Journal of
Studies on Alcohol 45(4): 316-320 (July 1984).

McCreery, Patrick. ‘'The Three Spheres of Alcoholism.” MH 60 (3): 6-15
(1976).

MecDermott, Ignatius, and Moran, Eve Boronczyk. “ Alternatives to DUI
Prosecution and Alcohol Safety Programs.” Misdemeanors, Traffic Violations, DUT Illinois
Institute for Continuing Legal Education (1981).

McGuire, Frederick L. “‘Treatment of the Drinking Driver.”” Health Psychology
1(2): 137-152 (1982).

McLellan, Thomas A.; et al. “Increased Effectiveness of Substance Abuse ‘
Treatment: A Prospective Study of Patient-Treatment ‘Matching’.”” Journal of Nervous and Mental
Disease 171 (10): 597-605 (October 1983).

Mann, R.E.; Leigh, G.; Vingilis, E.R.; and deGenova, R. ‘A Critical Review on
the Effectiveness of Drinking-Driving Rehabilitation Programs.’” Accident Analysis and Prevention
15 (6): 441-461 (December 1983).

Meck, Donald S., and Baither, Rick. *“The Relation of Age of Personality
Adjustment Among DUT Offenders.” Journal of Clinical Psychology 36 (1): 342-345 (1980).

Michelson, L. “Effectiveness of an Alcohol Safety School in Reducing
Recidivism of Drinking Drivers.”” Journal of Studies on Alcohol 40: 1060-1064 (1979).




‘Miller, Brenda A.; Whitney, Robert; and Washousky, Richard. ‘“The Decision

to Recommend Alcoholism Treatment for DWI Offenders.” American Journal of Drug and Alcohol
Abuse 10 (3): 447-459 (September 1984).

Miller, William R. “Motivational Interviewing with Problem Drinkers."”
Behavioral Psychotherapy 11 (2): 147-172 (April 1983).

Neff, Ronald L.; and Landrum, James W. “The Life Activities Inventory as a

Countermeasure for Driving While Intoxicated.” Journal of Studies on Alcohol 44 (5): 755-758 (1983).

Oei, Tian P, and Jackson, Paul R. “Social Skills and Cognitive Behavioral
Approaches to the Treatment of Problem Drinking.” Journal of Studies on Alcohol 43 (5): 532-547
(1982).

Orosz, Sharon B. ‘' Assertiveness in Recovery.”’ Social Work with Groups 5 (1)
25-31 (1982).

Panepinto, William C.; Garrett, James A.; Williford, William R.; and Prince,
John A. ““A Short-Term Group Treatment Model for Problem-Drinking Drivers.” Social Work with
Groups 5 (1): 33-40 (1982).

Peer, Gary G.; Lindsey, Ann K.; and Newman, Patrick A. ‘“Alcoholism as Stage
Phenomena: A Frame of Reference for Counsellors.”’ Personnel and Guidance Journal 60 (8): 465-469
(1982).

Pisani, Vincent D. ‘‘Family Deficit: A Rationale for Group Approaches to the
Problem of Alcoholism and Addiction.”” Proceedings of the 13th International Institute for the
Prevention and Treatment of Alcoholism 99-107 (1967).

Pisani, Vicent D. “Reaching the Unreachables: A Holistic Approach to
Treating Alcohol and Drug Abusers.” Presented at the Annual Meeting of the Illinois Association of
Mental Health Center Administrators (October 1969).

Pisani, Vincent D. ‘“The Detoxification of Alcoholics—Aspects of Myth, Magic
or Malpractice.” Journal of Studies on Alcohol 38 (5): 972-985 (1977).

Pisani, Vincent D.; McDermott, Ignatius; and Kilbane, Patricia. “DUI Levels
of Intervention: A Ten Year Experience.”’ Presented at the 33rd International Congress on Alcohol
and Drug Dependence, Tangier, Africa (1982).

Pringle, G. Hale. “Impact of the Criminal Justice System on the Substance
Abuser Seeking Professional Help.”’ Journal of Drug Issues 12 (3): 275-283 (1982).

Reis, Raymord. ‘“The Findings of the Comprehensive Driving Under the Influence
of Alcohol Offender Treatment Demonstration Project.” Abstracts and Reviews of Alcohol and
Driving 4 (1): 10-16 (January-March 1983).




Richman, Alex. “‘Human Risk Factors in Alcohol-Related Crimes.” Journal of
Studies on Alcohol Supplement 10: 21-31 (July 1985).

Rohrer, Glenn E.; Elliott, Jack R.; and Geer, Nancy L. ** An Alcohol Education
and Traffic Safety Program for Institutionalized Juvenile Offenders.: Journal of Alcohol and Drug
Education 29 (2): 40-43 (Winter 1984).

Ross, H. Laurence. ‘‘Limitations on Deterring the Drinking Driver.”
Abstracts and Reviews in Alcohol and Driving 4(4): 3-7 (October-December 1983).

Ross, H. Laurence. “3ocial Control Through Deterrence: Drinking-and-Driving
Laws.”” Annual Review of Sociology 10: 21-35 (1984).

Ross, H. Laurence. “‘Deterring Drunken Drivers: An Analysis of Current
Events.” Journal of Studies on Alcohol Supplement 10: 122-128 (July 1985).

Salzberg, Philip M., and Klingberg, C.L. ‘The Effectiveness of Deferred
Prosecution for Driving While Intoxicated.” Journal of Studies on
Alcohol 44 (2): 299-306 (1983).

Salzberg, Philip M., and Paulsrude, Stephen P. “An Evaluation of Washington'’s
Driving While Intoxicated Law: Effect on Drunk Driving Recidivism.” Journal of Safety Research
15 (8): 117-124 (Fall 1984).

Saunders, Bill, and Richard, Glen. ‘‘In Vino Veritas: An Observational Study
of Alcoholics’ and Social Drinkers’ Patterns of Consumption.” British Journal of Addiction 73(4):
375-380 (1978).

Saunders, David L. ‘' Prevention and Control of ‘Drunk Driving’: Lessons for
Social Work.” Health and Social Work 4(4): 84-106 (1979).

Scoles, Pascal, and Fine, Eric W. ‘‘Short-term Effects of an Educational
Program for Drunken Drivers.” Journal of Studies on Alcohol 38: 633-637 {1977).

Scoles, Pascal E.; Fine, Eric W.; and Steer, Robert A, “Personality
Characteristics and Drinking Patterns of High-Risk Drivers Never Apprehended for Driving While
Intoxicated.” Journal of Studies on Alcohol 45(5): 411-416 (September 1984).

Seizer, Melvin L.; Vinokur. Amiram,; and Wilson, Timothy D. ‘A Psychosocial
Comparison of Drunken Drivers and Alcoholics.” Journal of Studies on Alcohol 38: 1294-1312 (1977).

Skinner, Harvey A., and Allen, Barbara A. ‘‘Alcohol Dependence Syndrome:
Measurement and Validation.: Journal of Abnormal Psychology 91(8): 199-209 (1982).




Smart, Reginald G.; Gillies, Marion; Brown, Geoff; and Blair, Nancy L.
“A Survey of Alcohol-Related Problems and Their Treatment.’’ Canadian Journal of Psychiatry
25(3): 220-227 (1980).

Snowden, Lonnie R. ‘“Treatment Participation and Outcome in a Program for
Problem Drinker-Drivers.” Evaluation and Program Review 7(1): 65-71 (1984).

Steer, Robert A. ‘‘Symptom Profile of Driving Under the Influence Offenders
Referral for Alcoholism Treatment.’”’ Drug and Alcohol Dependence 10: 165-170 (1982).

Steer, Robert A. ‘“Retention of Driving-Under-the-Influence Offenders in
Alcoholism Treatment.” Drug and Alcohol Dependence 12(1): 93-96 (August 1983).

Steer, Robert A., and Fine, Eric W. “Mood Differences of Men Arrested Once
and Men Arrested Twice for Driving While Intoxicated.” Journal of Studies on Alcohol 19: 9220925
(1978).

Steer, Robert A.; Fine, Eric W.; and Scoles, Pascal E. ‘‘Classification of
Men Arrested for Driving While Intoxicated and Treatment Implications.”” Journal of Studies on
Alcohol 40: 222-229 (1979).

Strickler, Daniel P; Bradlyn, Andrew S.; and Maxwell, Wayne A. “Teaching
Moderate Drinking Behaviors to Young Adult Heavy Drinkers: The Effects of Three Training
Procedures.” Addictive Behaviors 6(4): 355-364 (1981).

Sutton, Lawrence R. “The Effects of Alcohol, Marihuana and Their Combination
on Driving Ability.” Journal of Studies on Alcohol 44(3): 438-445 (May 1983).

Swenson, Paul R.; Strickman-Johnson, David L.; Ellingstad, Vernon S.; Clay,
Thomas R.; and Nichols, James L. “‘Results of a Longitudinal Evaluation of Court-Mandated DWI
Treatment Programs in Phoenix, Arizona.” Journal of Studies on Alcohol 42: 642-563 {1981).

Sykes, Gary W. “Saturated Enforcement: The Efficacy of Deterrence and Drunk
Driving.”’ Journal of Criminal Justice 12(2): 185-197 (1984).

Vogler, Roger E.; Compton, John V.; and Weissback, Theodore A. “The Referral
Problem in the Field of Alcohol Abuse.”” Journal of Community Psychology 4(4): 357-361 (1976).

Wechsler, Henry; Rohman, Mary; Kotch, Jamie B.,; and Idelson, Roberta K.
“Alcohol and Other Drug Use and Automobile Safety: A Survey of Boston-area Teenagers.” Journal
of School Health 54(5): 201-203 (May 1984).

Wells-Parker, Elizabeth; Miles, Shelly; and Spencer, Barbara, ‘‘Stress
Experiences and Drinking Histories of Elderly Drunken-Driving Offenders.’’ Journal of Studies on
Alcohol 44(3): 429-436 (May 1983).

Wendling, Aubrey, and Kolody, Bohdan. ‘‘An Evaluation of the Mortimer-Filkins
Test as a Predictor of Alcohol-Imparied Driving Recidivism.” Journal of Studies on Alcohol 43(7):
751-766 (July 1982).

Whelan, Michael, and Prince, Michael. “Toward Indirect Cognitive
Confrontation with Alcohol Abusers.” International Journal of the Addictions 17(5): 8§79-886 (1982).

Williams, Rickey L.; Hagen, Roger E.; and McConnell, Edward J. “A Survey of
Suspension and Revocation Effects on the Drinking-Driving Offender.” Accident Analysis and
Prevention 16(5-6): 389-350 (October-December, 1984).




REPEAT OFFENDERS
BY

CHARLESFE. LIVINGSTON

How many times in the DWI arrestee arena have you heard the statement: ‘‘He or she is a first of-
fender; therefore, we need only give him a slight fine and send him to a eight- to 10-hour traffic-safety-
education program?”’

I suspect that those of you involved in the prosecution and defense of DUIs hear it day in and day out
concerning between 75-85 percent of the individuals who have been arrested for driving while intoxicated.

That is because normally 75-85 percent of the arrestees are first-time arrestees, but that does not
equate with first-time offenders.

This morning I'd like to briefly highlight some studies that were undertaken by two former colleagues
of mine and attempt to put into perspective the population that we are truly dealing with when we have a
drunk driver before us.

First, let us examine information about the drinking habits of a random sample of the general popula-
tion and then look at data on the kind of drinking required by DUI drivers that are arrested.

Certainly, the norm for drinking as shown by this table is not to drink five or more drinks at a sitting.

The above data is in sharp contrast to the kind of drinking required by DUI drivers who are arrested.
To get arrested for DUI, you generally must have a BAC of 0.10 percent or more, with BACs 0£0.18 £00.20
percent being average. An inspection of Table 2 shows the amount of alcohol that you would need to
consume to reach both the average and the minimum BAC generally required for a DUT arrest.

As shown in Table 2, even a 100-pound person would have to drink seven or more drinks to reach the
average BAC of those arrested for DUI, and would have to do it on an empty stomach and in a one-hour
period, which is highly unlikely. Since most DUIs are men (about 90 percent), weights of 160 lbs. or more
being normal, at least 11 or more drinks would have to be consumed to reach the average BAC.

Further, even BAC minimums of about 0.10 percent require abnormal consumption of alcohol. For




example, to reach a BAC level of 0.10 percent, a 160-pound person must consume six or more ounces of

alcohol in an hour, even more if eating is involved and the drinking period is extended. Again, this use of
alcohol is in excess of norms.
In summary, a comparison of consumption levels of alcohol required to reach BAC levels typical of
DUTI arrestees against information about normative drinking levels indicates abnormal use of alcohol.
Now if we look at the classification made by a number of agencies for the screening and disposition of
drunk-driving cases, we can see the potential level of the problem facing the court system and the health

treatment community. Later on, the problems that police have in truly deterring the vast majo=ity of drunk
drivers will be highlighted.
Albuquerque

Over a three-year period beginning in 1982, the National Council on Alcoholism in Albuquerque, New
Mexico, screened more than 7,000 drunk drivers who were considered to be first-time offenders. The classi-
fication of these drunk drivers was based on scores on questionnaires, diagnosis by trained interviewers,
and the person’s BAC at the time of arrest. This was the case with almost all of the agencies contacted. The
average BAC of these first offenders was 0.168 percent with many at or above 0.20 percent BAC or a
consumption of approximately 15 drinks. Of these 7,000 persons reviewed, almost 60 percent were consid-
ered to be problem drinkers. Considering that this survey only covered first offenders, one should expect a
higher proportion of problem drinking among multiple offenders.
Colorado

In Colorado, the law requires that everyone arrested for drunk driving be screened for alcohol prob-
lems; in 1985, over 25,000 people were screened. The average BAC of these people was found to be 0.17
percent. Over 50 percent of these persons were classified as problem drinkers and another 30 percent were
considered to be *‘incipient” problem drinkers (those in the early stages of problem drinking).
New York

The Pre-trial Services Corp. of the Monroe County New York Bar Association runs a county-funded
screening and assessment program. In New York, all persons with at least one prior drunk-driving convic-
tion must be screened. In the more than 300 interviews in 1985, over 70 percent were considered problem

drinkers. The average BAC of this multiple-offender group was 0.20 percent.




Maryland

The DWI Monitoring Program of the State of Maryland is responsible for tracking the progress of over
16,000 persons arrested for drunk driving in 1985. According to assessments made by the Health Depart-
ment, more than 70 percent of these persons are considered problem drinkers,

Philadelphia

A recent study of the DUI treatment program in the city of Philadelphia found that 75 percent of the
21,000 convicted drunk drivers were problem drinkers or alcoholics. The average BAC at the time of arrest
was 0.19 percent.

New Jersey

The state of New Jersey Division of Alcoholism estimated that half the people evaluated in its screen-
ing program were referred for treatment of serious alcohol problems, and that most drivers convicted of
drunk driving were ‘““usually well over 0.10 percent BAC.”

So we can see that the majority of DUI arrestees are being classified as problem drinkers or alcoholic.
If we extrapolate from those data to the number of DUT trips needed to generate an arrest, we can clearly
see that our first-time arrestee is not in all likelihood a first offender, but a repeat offender who was only
recently apprehended.

What are the implications of these data? Clearly, they tell us that police need better tools and more
resources if our level of deterrence is going to get high enough to impact the problem drinker. Secondly, the
treatment resources in most communities need beefing up if we are really going to assist the individual who
has a problem. The courts need the tools to properly diagnose the individual and refer that person to the
right health agency.

Most importantly, we must all realize that quick fixes and slogans will not dramatically alter the
drunk-driving problem in this nation until we all become socially committed to reducing drunkenness and
drunk driving within our everyday social and work environments.

Let me hasten to add that these findings and recommendations are not new. They were the basis of the
Alcohol Safety Action Program started in 1970 by the U.S. Department of Transportation and they were

embodied in the Report of the Presidential Commission on Drunk Driving,




Frequency

of 5 + Drinks

At least weekly

6 times/year

2-3 times/month

1-5 times/year

Never

Frequency of Drinking Five or More Drinks

Table 1

1974, 1980 and 1981 Data for Persons Who Drink

1981
Total Male - Female
10.9% 16.6% 4.5%
24.6% 30.2% 18.3%
19.8% 20.5% 19.1%
44.7% 32.7% 57.9%
799 415 384

1980

Total

14.6%

22.1%

19.5%

43.8%

481

1974

Total

12.0%

20.4%

25.2%

42.2%

832




Weight

100

130

160

180

200

Table 2
Bstimated Number of Drinks of 80 Proof
Liquor Needed to Reach Given Levels of
Alcohol in the Blood*

One-Hour Period

0.10% 0.20%

4 7
5 9
6 11
6 12
7 13

Four-Hour Period

0.10%

11

0.20%

10

13

15

17

*Empty stomach, with little or no food intake prior to drinking.




Table 3
Probability of DUI Arrest
Based on Number of Trips

With BAC0.10% +
For Selected Arrest Levels

Percent of Licensed Drivers Arrested for DUT*

Number of 2.0% 1% 0.5%
DUI Trips (1in 140) {1in 280) (1in 560)

1 L007** 004 .002

2 .014 007 .004

4 028 014 .007

8 .056 028 .014

12 (1/mo.) 082 042 021

14 (average) 095 049 .025

16 .108 .066 .028

20 164 .069 .0356

24 (2/mo.) 168 .082 042

32 2056 108 .056

48 (4/mo.) 291 158 .082

52 (1/wk.) 311 170 .089

104 (2/wk.) .5S6 311 170

*  Probability of DUI arrest is a function of % of licensed drivers arrested for DUI. See “Determining the
Risk of DUI Arrest.”’ - Crancer 19883,

** Probability of DUT arrest of .007 is the fractional equivalent of the chances of a DUI arrest of 1 in 140
trips.
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Summary:

Judges view existing DUI/DUID law objectives as overemphasizing punishment with a resultant
cost to deterrence and rehabilitation. So'concluded a 1984 study of 870 judges who hear driving under
the influence of alcohol and drugs (DUI/DUID) cases in California, Colorado, Georgia, Maryland, Penn-
sylvania and Wisconsin. Judges prefer a sanction ‘‘package’’ (e.g., fines, rehabilitative treatment/educa-
tion, license suspension, community service or short jail term) for the typical offender rather than any
single solution—a conclusion also supported by a 1986 Minnesota study of 79 judges. Alcohol problem
assessments were also viewed as accurate and useful.

Judges expressed widest overall support for license suspensions as a sanction for both first and re-
peat offenders. They strongly supported rehabilitation programs and fines for both first and repeat of-
fenders. A large majority supported mandatory jail sentences for repeat offenders but not for first
offenders.

Slightly over half (59 percent) of the judges in the six-state study believed DUI laws were ‘‘good” or
“very good” for first offenders; less than half (48 percent) place DUI laws in these categories for recidi-
vists.

During and after the study, judges doubted the effectiveness of existing sanctions and whether sen-
tences were always executed by heavily burdened jails and licensing bureaus. Informally, judges ex-
pressed concern ahout the neglect of DUID (driving under the influence of drugs) which, limited research
indicates, may account for 10-30 percent of the DUI problem.

Judges showed great concern for the problem of driving under the influence of alcohol and drugs and
favored increased education for the judiciary on DUI/DUID issues. Implied in their stance is a need for
greater involvement by judges in solving complex DUI and DUID problems and greater—rather than
less—discretion for both local communities and judges.

A model of the existing system, entitled the “Punishiment-Response Model,” is then presented, Logi-
cal analysis and empirical research refute the validity of this model and thus throw into question existing

DUI strategy. The paper closes with suggestions for alternatives.



Driving Under the Influence of Alcohol and Drugs: The Judge’s Role

by Lee Robbins

Introduction:

Mandatory jail sentences for driving under the influence of alcohol (DUTI) and drugs (DUID) have
become highly popular due to a common perception that judges help offenders rather than society—they
are ‘‘soft on crime.”” Mandatory sentences have been seized upon as the solution for a variety of other
offenses—prominently the use and sale of illicit drugs—reflecting a general trend toward determinate
sentencing and an underlying belief in a punishment-response model of human behavior.

Highway accidents—and the possibility that drug and alcohol abuse by drivers was an important
factor in their occurrence—have been a concern since the invention of the automobile. Strong citizen
activism, a revival of prohibitionist and neo-prohibitionist sentiment, and striking (though
difficult-to-interpet) statistical data on accidents inspired massive public campaigns. These campaigns
were based on a popular view that severe laws and firm enforcement would vastly reduce deaths and
injuries.

Citizen activism focused on harsh laws prohibiting the use of marijuana, pornography, abortion, and
drunk driving during the '80s. Success in curbing these activities remains doubtful or limited while there
is scant scientific evidence supporting the effectiveness of strong punitive sanctions. But failure often
led to demands for still stronger solutions—longer jail terms and more aggressive detection. Voters
respond not to statistical research, but to strong passions. Campaigns led by two organizations, Mothers
Against Drunk Driving (MADD) and Remove Intoxicated Drivers (RID), publicized complaints about
the judiciary and its handling of DUI/DUID. These groups originated with those angered that

punishment meted out to drunk drivers responsible for the loss of their loved ones seemed insufficiently

harsh,




Their pain fuels our anger. Their organizing and publicity ensures our attention. Without the efforts
of these activists, many achievements in traffic safety of the last decade would not exist.

However, we may reasonably speculate that activist groups attract those angered by lenient judges
more than they do those who thought their cases fairly adjudicated. These angry voters, dissatistied by
weak sentences, first demanded swifter, surer punishment; then harsher laws; then mandatory jail
sentences; and finally mandatory rules for prosecutors.

Their anger exempted the police—who sympathized with the activists — but held accountable those
judges who attempt to balance punishment with other social needs (particularly deterrence and
rehabilitation). Legislators, influenced by the media and activist groups, enacted laws in the absence of
any scientific research on the views and behavior of judges.

Implied is that the demand for mandatory sentencing is a means to control judges (and prosecutors).
If they do not support such sentencing, the inference is that judges and prosecutors are ‘‘weak’’ on crime.
Since this odd inference cries out for explanation, the MADD and RID groups explain that many judges
hearing DUT cases are ‘‘soft on criminals’’ because they drink and drive themselves and think, ‘‘There,
but for the grace of God, go 1.”” Another explanation for those unpersuaded by this view, (unsupported
by any scientific evidence) is that judges do not recognize the seriousness of the problem. Indeed, in
earlier times this latter explanation may have had some merit, but it is not supported by the research of
1984 and 1986.

Results of existing studies of judges’ views:

The 1984 Wharton study and the 1986 Minnesota DWI Task Force study do not support the
conclusion that judges are excessively sympathetic to DUTs or that they fail to recognize the seriousness
of the DUI problem. In the Wharton study of 570 judges (1984), the most common answer to the ‘‘one
change’ judges would make in existing DUT law was to ‘‘increase the penalties.” They believe it is
existing law, not adjudication, which is too lenient (see Table I). In the Minnesota study (1986} when
judges were asked, ‘‘In your opinion, what sanction or combination of sanctions is most effective in

preventing DUT recidivism?" jail ranked first (see Table II).



Table I
The one Change in DUI Law Judges Would Make

(570 judges; Calif., Colo., Ga., Md., Pa., Wi.; 1984)

Change They Would Make Percentage of Respondents
Increase available penalties 30
Increase judicial discretion 11
Require therapy 6
Increase certainty/publicity of penalties 5
Decrease jurisdictional differences in sentencing 5
No change needed 9
Various other changes 16
; No response/don’t know 15
Table II

Sanction{s) Believed Most Effective in Preventing Recidivism

{79 judges; Mn.; 1986)

Sanction (s) Nuinber of
Respondents Citing
Jail 43
Treatment 31
Education 24
Suspended jail sentence 18
Fine 16
Probation/supervision 10
Loss of license 9
Other 28

Other 16




These two studies were conducted in seven states. The 1984 study achieved a high response rate of
60 percent; the 1986 Minnesota study, with fewer resources for follow-up, drew a strong but lower rate of
41 percent,

The studies are not based on a statistically random sample of states; hence, their reliability as an
indication of the views of U.S. judges as a whole cannot be statistically inferred. They do, however,
reliably reflect the views of a majority of judges hearing DUI/DUID cases in seven states having DUI
laws in the broad, middle range of severity. The Minnesota survey studied the entire population of 217
while the Wharton study covered a random sample of 1,038; response numtz.+% were respectively, 88 and
570. The strong response rates are an indicator of the seriousness with which judges view the DUI/DUID
problem as well as their commitment to solve the problem.

The single sanction for DUI offenders most widely supported by judges in the 1984 study was
licensing suspensions and/or revocations—particularly for repeat offenders. {In Minnesota, licensing
sanctions are primarily a responsibility of license administrators rather than the courts.) While judges in
the 1984 study gave considerable support to mandatory minimum sentences for repeat offenders, few
regarded mandatory sentencing as valuable for first offenders. These findings emerged when the
Wharton study (1984) asked judges to cite their preferred disposition of a typical first and repeat DUI
offender, (see Table III). Judges were asked in a later question to rank 11 alternatives for ‘‘usefulness” in

handling all DUT offenders. They ranked License Suspensions and Revocations first again.




Table ITI
Most Appropriate Dispositions for Typical Offenders

(670 judges; Calif., Colo., Ga., Md., Pa., Wi.)

(% of Judges)

Disposition PFirst Offenders Repeat Offenders
License Suspension/Revocation 69 88
Rehabilitative Programs 69 64
Discretionary Jail Sentence 46 29
Mandatory Jail Sentence 20 74

Fines 71 71
Driver’s Education 45 24

Avg. number of sanctions

imposed per offender 3.6 3.9

Though judges are committed to strong DUT laws, most judges in each of six states covered by the
1984 study believed existing law overstressed punitive objectives at the cost of inadequate emphasis on
deterrence and rehabilitation. The data indicates that they would decrease the focus on the objective of
punishment by a third (34 percent) and substitute increased emphasis on deterrence (19 percent) and
rehabilitation (17 percent) (see Figure 1).

*Thomas A. Cowan, Lee P. Robbins, and Jacqueline R. Meszaros, ‘“‘How Judges View Drunk Driving

Laws: A Survey;” Judges’ Journal, Vol. 24, No. 4, Fall, 1985, p55.
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More than half (59 percent) of the judges believed DUT laws were ‘‘good’’ or ‘‘very good’’ for first
offenders; less than half (48 percent) place DUI laws in these categories for recidivists.

Sixty percent of judges saw mandatory DUI sentencing as leading to jail overcrowding and half
thought such provisions slowed the overall work of the courts (Wharton, 1984).

A three-year study was conducted (Ilich, 1986) on the effects of the tougher 1982 California law on
the Los Angeles Municipal Courts. These courts hear over 100,000 DUTI cases each year—more than
many states. The 1982 law added mandatory jail and fines, restricted plea bargaining and required
alcohol programs for most offenders. Ilich found that jury trials increased by 33 percent, guilty pleas
dropped 2 percent and probation revocation hearings increased 64 percent. Significantly, the report

states that civil trials decreased by almost the same percentage as DUI/DUID trials increased, and

states that some of the courts’ success in handling the increased DUI/DUID caseload may have been at
the expense of the civil caseload. In a study of the effects of the 1982 law on Alameda County, California,
(Hepperle and Klein, 1985) significant increases were found in the time and effort to close a DUI/DUID
case: time needed went from 48 days in 1981 to 86 days in 1984. The report also notes that fully 55
percent of DUI/DUID offenders studied had either a prior, or subsequent DUI/DUID arrest and points
out that this is a conservative figure as only data on Alameda County DUIL/DUID arrests were available.

The National Institute of Justice (1984) studied the impact of mandatory jail confinement in a total
of four jurisdictions with one each in the states ¢f Minnesota, Ohio, Texas, and Washington. The
Institute concluded that arrests increased and ‘‘new and heavy’’ demands were placed on the courts, on
jail facilities and on probaticn services. Notably, conclusions on the effectiveness of mandatory sentences
in reducing recidivism or alcohol and drug abuse were not present in the three reports.

In the 1986 study, Minnesota judges were divided 50/50 on the desirability of guidelines for
sentencing uniformity, but only one-quarter favored legislative mandate as the means of obtaining
uniformity. In the light of (1) strong concern by judges for the DUT problem, (2) their general support for
some shift of emphasis from punishment to deterrence and rehabilitation, (3) the one-third who support
increased severity, and (4) support for a multiplicity of different sanctions, it appears that judges
disagree about how best to achieve deterrence and rehabilitation. Thus even judges favoring ‘“‘increased

severity’’ do not necessarily equate ‘‘increased severity’’ with ‘“‘more jail time"'—particularly for first

offenders.




With one exception, research evidence provides little indication that jail time served is effective in
decreasing DUT incidence or recidivism. An exception is the recent experiment in Hennepin County,
Minn. (included in the National Institute of Justice study) where voluntary guidelines developed by local
judges' calls for two-day jail sentences. The Hennepin County program depended not upon legislative
mandate, but upon voluntary cooperation and agreement by local judges. Nighttime injury accidents
showed a statistically significant 20 percent reduction compared with the pre-existing monthly average.

Apparently, Hennepin County judges believe the program works. After two years and an extensive
turnover of judges, roughly 82 percent of DUT offenders are reportedly sentenced to two-day jail terms.
Other studies of DUT j«il sentences have not demonstrated an impact upon accidents. A working
hypothesis which cries out for further trial programs and evaluation is that voluntary collaboration in
judge-designed programs can achieve more than legislative mandates.

Existing research supports license suspension/revocation as the sanction most likely to decrease
recidivism. Even though a large proportion of offenders, estimated as high as 80 percent, drive with a
suspended or revoked license, research indicates that they drive less frequently and more safely. In
short, judges want sanctions that work. As a group they define “‘success’ primarily as deterrence and
rehabilitation though still with some attention to the issue of retribution. Further support for this view
of judges’ definition of success is provided in Cowan et. al. (1985) where it was found that judges least
supportive of mandatory sentencing were also those most skeptical of the effectiveness of mandatory
sentencing in reducing alcohol-involved accidents. The minority, who were more optimistic than most on
the effect of mandatory jail sentences on accidents, were the most supportive of such sentences.

According to the 1984 and 1986 studies, judges prefer a sanction ‘‘package’ (e.g., fine, rehabilitative

treatment/education, license suspension, community service or short jail term) for the typical offender
rather than trusting to any single solution. Judges suggested 3.6 separate sanctions for the typical first
offender and 3.9 for the recidivist. This appears to reflect the seriousness with which they regard
DUI/DUID cases as well as the complexity of the problem. It is consistent with research evidence which
does not support any single solution; it is consistent with the multiple objectives supported by judges.
Judges do not think they know all they need to know for reducing DUI/DUID. They are eager to

learn more. On a scale from 1 (not at all useful) to 5 (extremely useful), 82 percent of 570 judges in the



Wharton study supported increased judicial education on DUI/DUID with a rating of 3 or higher.
However, despite the interest in wider availability of judicial education on DUI refiected by the 1984
study, most judges (58 percent) in the 1986 Minnesota study had not attended a continuing education
seminar on DUI/DUID in the preceding two years. Sources for judicial DUT education in addition to local
resources include seminars of various durations offered by the National Judicial College in Reno and the
National Highway Traffic Safety Adminisiration both of which will produce seminars in localities
desiring them; regrettably, similar treatment of DUID is not yet available.

Conversations with judges indicate that their commitment to participation in DUI/DUID judicial
education would grow if judges played a direct role in designing DUI/DUID seminars. In one project in a
major metropolitan city in which the author participated, judges committed substantial time to better
understanding of DUI/DUID laws and the effectiveness of various sentencing alternatives—but only
when judges participated in framing the questions and setting the form of the educational sessions. In
the process, the project discovered a number of discrepancies in the operation of other parts of the
system—poor tracking of offenders by probation departments, lack of evaluation of the effectiveness of
rehabilitation programs for repeat offenders, declining arrest rates, and a very low rate of detection of
DUI/DUID offenses by juveniles, Initiatives by judges in other localities have led to more
comprehensive, better coordinated and more energetic efforts to reduce DUI/DUID problems.

In the Wharton study, judges rated offender alcohol/drug problem assessments more favorably in
states like Minnesota, where such assessments were already widely used. In other words, experience with
the assessments appeared to produce a more favorable evaluation of their value, Mansell, one of the
foremost experts on the treatment of alcoholism, (Mansell and Mello, 1985) discusses at length the
variahility of the nature of drinking problems, the variability of treatment modalities, and the
importance of appropriate matching of patient and treatment form. He also points out that the process is
dependent upon an effective system of programs and referral procedures in the local community.

Informal discussions with judges indicate they recognize a growing problem of impaired driving due

to drugs other than alcohol, but they state that cases of drug impaired (DUID) or combined alcohol and
drug impaired (DUI/DUID) are rarely presented to their courts. For example, in all of Minnesota, only

five DUID cases were brought in the first half of 1986. Limited research data on the prevalence of




drugged driving suggests that instances of DUID and DUI/DUID may account for 10 - 30 percent of
substance-impaired driving incidents.

Until greater attention is focused on DUID, we will not know to what extent a perceived
alcohol-involved traffic-safety problem is really a drug problem—or a problem of drugs and alcohol abuse
combined. Estimates by Virginia police on the proportion of drivers stopped for being impaired who may
actually be under the influence of drugs, other than alcohol, ranged from 10 percent to 40 percent with a
mean of 17 percent (1985; Paltell and Booz). The same study reports that of 1,877 people referred for
DUI-alcohol treatment in 1983 and 1984, a conservative use of drugs other than alcohol based on
self-reports was 25 percent. Of those cases reported, half used drugs several times a week or more. Los
Angeles police, who work with DUID offenders in one of the only programs around the country for this
purpose, estimate a likely rate of impaired driving due to drugs other than alcohol at 10 percent to 20
percent of total impaired driving. In a major study of drugs and alcohol found in fatally injured young
male drivers in California, Williams et. al. (1985) found one or more drugs (including alcohol) in 81 percent
and two or more in 43 percent. While alcohol was the most prevalent substance found, presence of drug(s)
not combined with alcohol was found in 17 percent of the cases. A different kind of study on adults
arrested for criminal offenses other than DUT in a large Southeastern city, found 63 percent tested

positive for one or more drugs excluding marijuana and alcohol. The U.S. attorney involved with the

study commented, ‘‘All of these people drive at one time or another during the day.” In other words,
there is no reason to think that the increasing number of people abusing drugs are any less likely to drive
under their influence than those who abuse alcohol. Yet anecdotal stories abound of the heavily drugged
individual who carefully consumes a drink or two before driving, is stopped by police for erratic driving,
but is then released to return to the highways when his BAC tests below the legal limit.

The development of the Drug Recognition Expert (DRE) Program by the Los Angeles Police
Department provides us with the technology to begin examining and treating the DUID problem. This
program, developed by the police in conjunction with leading drug-abuse and traffic-safety researchers,
involves a series of non-invasive tests by which officers certified in the program can detect impairment
due to drugs other than alcohol. A double-blind study of DREs (Bigelow et. al.; NHTSA, 1985) found
that if the DREs judged a test subject as impaired due to drugs, the test subject had in fact received a
drug in 98.7 percent of the cases. He also found that DREs were able to correctly identify the impairment
as due to a particular class of drugs (e.g., depressants, stimulants, marijuana, etc.) in 91.7 percent of

these instances. Currently the National Highway Traffic Safety Administration, which partially funds



the Los Angeles program, is developing a course to train police officers in DRE methodology for use in
pilot programs in other city and state highway police departments.

Though a positive finding by a DRE is followed up by a blood test in Los Angeles, the procedure has
major advantages over generalized chemical testing programs. Unnecessary expense is avoided,
probable cause exists in response to possible objections by defense attorneys or civil liberties
organizations, and actual impairment is identified by officers trained to testify effectively in court to
behavior likely to endanger highway safety. DRE testimony is very well accepted by Los Angeles judges
and prosecutors. As a social systems consultant, the author suggests that the existence of an
organizational unit dedicated to addressing the DUID problem is as important as the specific detection

techniques used.




Implications:

Arguments for a punitive approach—greater severity and certainty — possess intuitive validity for
those who make our laws and form public opinion and are themselves often social users of alcohol. Using
introspection, legislators and reporters can reason, *‘If penalties were greater, detection surer,
punishment swifter, social disapproval clearer, surely people (like myself) would stop or decrease
proscribed behavior.” The punitive model is depicted in Figure II fellowing. Simply put, the message of
the model is that punishment deters and increased punishments deters even more. But is this simple

message also true?
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Figure 11
THE PUNISHMENT-RESPONSE MODEL: Valid or Simplistic?

DRIVERS DEATH/INJURIES 1) The offenders are bad.
+ or
to
drug/alcohol others 2) Their behavior ig bad.
abuse 3) Victims need retribution.

4) Public needs protection.

INCREASE PUNISHMENTS
(severity, certainty, speed)

1) For justice
(retribution)

2) For deterrence

Underlying assumptions;

-~ severe, swift punishment is painful

- people wish to avoid pain

- they will avoid the proscribed
behavior (DUI/DUID)

AND—implicit assumptions —
1) There are no offsetting effects in the system.
2) Accidents/injuries rise or fall synchronously

with DUI/DUID incidence.




Making the underlying model explicit enables us to ask, ‘“Do the assumptions make sense? Are
they empirically supported?”’

Most researchers regretably and puzzlingly estimate that problem drinkers and alcoholics
comprise 50-80 percent of all DUIs (alcohol). (Lack of attention to and funding for research on drugged
driving allow orly the suggestive DUID estimates cited earlier.) We could ask, ‘‘Is it reasonable to
assume that those who are drunk or drugged at private parties or public drinking places, lacking the
judgment and reflexes to drive safely, will calculate the increased penalties and choose not to drive?”
At a conference for judges which I attended, this question was posed to the founder of MADD who
replied, “No, but they can decide not to drive to the event while they’re still sober.’”’ This constitutes a
reasonable answer, but is it realistic? Can we expect that alcoholics and drug abusers who are injuring
their own health, their families, and their jobs will be ‘‘reasonable?”’

Hans Laurel, researcher at the Swedish National Traffic Safety Institute, (in discussions with the
author, 1984, 1986) examining traffic safety results in Sweden where laws are far harsher, legal BAC
limits lower, and social disapproval far more universal than in the U.S., cited the following: Late
Friday night roadside surveys indicate that less than one-half of 1 percent of drivers sampled were
legally intoxicated (Bleod Alcohol Content, BAC, .05). At first examination this would support the
“Scandinavian model”’ of swift, certuin punishment and widespread publicity. But in contrast to the
one healf of 1 percent of drivers found intoxicated in roadside surveys at peak alcohol impairment
hours, official coroners’ reports cite 8.0 percent to 15.0 percent of auto fatalities as intoxicated.
Because coroners are legally required to report only the direct cause of death, and listing
“intoxication’ is likely to be disturbing to surviving family members, Laurel suspects these figures
are strongly underestimated. He cites small-scale but meticulous studies, conducted after the major
features of the Scandinavian system had long been in place (1972, 1977), showing 30 percent to 35
percent of auto fatalities above the legal BAC lirnit. In other words, the apparent result of the punitive
method was success in stopping those individuals from drinking and driving who rarely drink, drive

and crash, but far less success in stopping those who drink, drive and die in highway accidents.

These results are consistent with assumptions supported by considerable empirical data: 1)



alcoholics and problem drinkers are at the heart of the problem of alcohol-involved accidents; and 2)
alcoholics and probiem drinkers are little deterred by the punitive approach—as we found to our cost in
the Prohibition experiment. Not inconsistent with the research indicating the conjunction of
depression and a variety of life problems with alcoholism and problem drinking is the suggestion by
another researcher, Michael Balter, (1985) that, rather than asking, ‘“Are some accidents really
suicide?”” we should consider a trichotomy of impaired drivers including the suicidal, the survival,
oriented and the somewhat indifferent. Reseprch based on such a threefold classification would also
examine the hypothesis that some drivers when drunk or drugged attempt to compensate by slower
speeds and safer routings while others increase their risk-taking. Gusfield (1981, p. 166) —ina
comprehensive study of the nature of society’s definition and response to drinking and driving which
deserves far more attention by policymakers than it has received—comments, “Research now in
progress leads me to believe... drinkers often distinguish instances and situations when they feel
incompetent to drive and frequently relinquish the wheel...”’ In other words, similar physiological
effects of alcohol or drugs in different individuals, may produce very different risks of occurence of
severe crash depending upon psychological co-factors leading to risk aversion or risk avoidance.

These points cast major doubt on the model’s implicit assumption that a decline in the amount of
driving under the influence of drugs or alcohol will produce a commensurate decline in deaths and
injuries in alcohol and drug-involved accidents—presumably our real intention. The likelihood is that
those who respond readily to the punishment-response model will be persons least impaired, most
pro