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In the Federal 

In Drug Treatment 
Bureau. of Prisons 

By DONALD W. MURR.<\Y, JR., ED.D. i\! C J R~: ~ 
National Drug Abuse Program Coordinator, Federal Bureau of Prisons, Washington, DC 

THERE HAVE been marked variations in 
the social, political, and academic climates 
with regard to correctional rehabilitation 

over the past three decades. Perspectives have 
ranged from decidedly pro-rehabilitation to "noth­
ing works." Regardless of the prevailing Hzeit­
geist" of each period, the Federai Bureau of Pris­
ons (BOP) has traditionally perceived the provi­
sion of program opportunities for offenders to be 
an important part of its mission. In particular, 
the BOP has provided specialized treatment pro­
grams for drug abusing or addicted offenders for 
we11 over the past quarter century (Wa11ace, Pel­
issier, McCarthy, & Murray, 1990). 

Like many state correctional systems, the BOP 
has experienced a rapid and dramatic increase in 
population. As of March 1, 1991, there were more 
than 60,500 individuals incarcerated in over 60 
fat iIi ties throughout the country. Approximately 
5.1. percent of all offenders were serving time for 
drug offenses. Projections indicate that the total 
offender population wi11 reach 95,000 by 1995, 
and more than 69 percent \vill be incarcerated for 
drug offenses-more than the total existing Bu­
reau population. 

The Bureau of Justice Statistics reported in 
1986 that 62 percent of state inmates reported 
using illicit drugs on a regular basis, and 43 
percent reported drug use on a daily basis during 
the 30-day period prior to committing their of­
fense for which they were imprisoned (Innes, 
1988). While the exact percentage of incarcerated 
Federal offenders with drug abuse problems is 
unknown, the results of an admissions cohort 
assessment invoiving offenders who entered the 
system between July 11 and August 10, 1990, are 
revealing. 

In an admissions cohort of 1,165 offenders from 
more than 90 percent of all BOP facilities, it was 
found that 51.7 percent met the criteria for a 
diagnosis of either Psychoactive Substance Abuse 
or Psychoactive Substance Dependence in the 6-
month period immedif.tely preceding their arrest 
for their current offense. (These data are for alco­
hol, illegal drugs, and prescription drugs-and 
exclude tobac('') and caffeine.) More explicitly, 20.9 
percent of the admissions cohort met the criteria 
for Psychoactive Substance Abuse, and 30.8 per­
cent met the criteria for Psychoactive Substance 
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Dependence. 
The criteria used'ta' 0 det~rm{ne· a < diagnosis of 

abuse or dependency, incidentallv, were rather 
rigorous. They matched the criteria outlined in 
the Diagnostic and Statistical Manual of Mental 
'Disorders, 3rd Edition, Revise.!. ,'DSM III-R) of 
the American Psychiatric Association. These defi­
nitions of abuse and dependency are the most 
commonly accepted in the academic and profes­
sional communities. 

Of even greater interest was the level of prob­
lem severity across members of selected special 
offender populations. With regard to gender, it 
was found that new female commitments demon­
strated a higher overall substance abuse problem 
rate (52.9 percent) than new male commitments 
(51.6 percent). Females also demonstrated a 
greater degree of severity of impairment, as 37.6 
percent met the criteria for substance dependence, 
as compared with only 30.2 percent of the new 
male commitments. 

There were also marked differences in various 
racial and ethnic groups. Members of the Native 
American admissions cohort had the highest sub­
stance abuse problem rate in the cohort--78.9 
percent. Blacks demonstrated an overall substance 
abuse problem rate of 54.3 percent, while whites 
demonstrated a problem rate of 49.3 percent. 
Asians demonstrated a substance abuse problem 
rate of only 11.1 percent. Of great interest was 
the finding that new Hispanic admissions demon­
strated a substance abuse problem rate of 60.2 
percent. 

Clearly, caution must be exercised in the inter­
pretation of these findings, particularly with re­
gard to projecting trends on the basis of a single 
admissions cohort. Additional population-repre­
sentative cohol't analyses will be necessary before 
future trends become more apparent and credible. 
Nonetheless, the results of this admissions cohort 
analysis have identified a ~ubstantial number of 
individuals entering the system with drug abuse 
problems in need of treatment. The data have 
also indicated that the need for treatment is 
significantly greater among members of different 
special offender populations-particularly Native 
Americans, Hispanics, blacks, nnd fem·,tles. 
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Prior to detailing some of the BOP's current 
drug treatment strategy initiatives. it is impor-
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tam to note that some items on the assessment 
instrument attempted to determine the extent to 
which new commitments were motivated for par­
ticipation in drug treatment programming while 
incarcerated. Of tremendous interest was the 
finding that a significant number of individuals 
in the admissions cohort, who were identified as 
having a substance abuse or dependency problem, 
indicated a desire for treatment. Approximately 
43.8 percent of the sample indicated' a desire to 
participate at least 1 hour per day in a drug 
abuse treatment program at adp'iss1on. If this 
finding remains stable for future admissions co­
horts, it would imply that 22.5 percent of all new 
commitments to the BOP would be willing to 
voluntarily participate in drug abuse programs for 
the period described. 

As the data from the above admissions cohort 
indicate, the problem of substance abuse within 
members of the incarcerated Federal offender 
population is substantial, and the motivation to 
participate in treatment appears to be at least 
moderately high. As snch, ,vhat strategies have 
been put into place in order to facilitate treat­
ment for the substance abusing offender whlie 
incarcerated? 

Current BOP Strategy Initiatives 

Chaiken (1989) noted that more than 50 per­
cent of all inmates in the United States were 
rout.inely using illegal drugs prior to their last 
arrest but were not receiving treatment while 
incarcerated. The lack of effective treatment pro­
grams within correctional institutions and the 
reasons underlying this unavailability have been 
noted by a number of authors, perhaps most 
articulately by Gendreau and Ross (1987). 

Clearly the need exists to develop new program 
efforts in correctional settings. Numerous studies 
have demonstrated that treatment is effective in 
reducing post-treatment drug use (Tims, 1981; 
Tims & Ludford, 1984; Wexler, Lipton, & Foster, 
1985; Simpson, 1988; Hubbard, Rachal, Craddock, 
& Cavanaugh, 1988; Anglin & McGlothlin, 1988; 
BJA, 1988) and in lowering future criminal be­
havior following both prison-based and communi­
ty-based programs (DeLeon, 1985; Gendreau & 
Ross, 1987; Anglin & McGlothlin, 1988; Simpson 
& Friend, 1988). These findings, and others in­
volving long-term outcome studies of offenders 
who have received treatment while incarcerated, 
are among the forces which have imparted re­
newed emphasis on providing drug-impaired indi­
viduals expanded t.reatment opportunities within 
the BOP. 

The comprehensive drug abuse treatment ,:;trat­
ogy of the f'edernl Bureau at' Prisons calls for the 
development of' a series of rnulti-tiered programs, 
involving interventions of progressivE' int.ensities 
and durations, for dealing with offenders with 
drug abuse problems. There is one level for the 
delivery of drug education services, three treat­
ment levels, and one level of transitional sen;ces. 
The hierarclw i~ as fO]]OW1': 

1. Drug \-:c.l.lcaLion Pr06TfUm 

2. Drug Abuse Counseling !:ion'ices (Centralized) 

3. Comprehensive Drug Abuse PrObTfamS (Resi­
dential) 

4. Pilot Drug Abuse Programs (Residential! 
ResPl'lrch) 

!'i. Transitional Services (Pre-Heifase/Community 
Aftercare) 

A comparison of the elements of these five pro­
gram t.iers i:; provided helow. 

Drug Education Program 

Drug Education is a mandatory program for 
inmates with a substance abuse history who meet 
the follow:ng criteria: n) all inmates for whom 
there is evidence: in the presentence investigation 
that alcohol or other drug use contributed t.o the 
commission of the instant offense; b) individuals 
whose alcohol or other drug use was a reason fOT 
a violation of parole or probation supervision for 
which the subject is now incarcerated; and c) 
inmates for whom there is a court recommenda­
tion for drug programming. The program will also 
be available to volunteers; however, priority will 
be given to inmat.ps with alcohol and other drug 
abuse histories. Participants ,,,,ill be required to 
complete a standardized course during their fir1't 
6 months of incarceration. The criteria for pro­
gram completion include class attendance and a 
passing score' on an objective standardized written 
test. 

As an incentive to stay in the program, inmates 
who are required to complete the program but 
fail to do so will be restricted to the lowest in­
mate pay grade. Additionally, they will be ineli­
gible for a halfway house placement and other 
community activities which are available to care­
fully screened individuals during the latter por­
tions of their sentences. 

l'he primary ob~ecti'les of the course are 1) to 
promote an understanding as to how and why 
individuals abuse substances or hecome addicted; 
2) to facilitate understanding of' the effects that 
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continued abuse can have on one's health and 
life; 3) to assist the student in understanding the 
difficulties in the treatment of abuse; 4) to dem­
onstrate that treatment can be successful; 5) to 
convey the understanding that programs are 
available while incarcerated and in the communi­
ty; and 6) to develop a sense of trust and cohe­
sion in small group settings that motivates a 
desire for further treatment for those who are in 
need of additional intervention. 

1'he specific content of the course includes chap­
ters on the following topics: 

1. Overview of Drug Education Program 

2. Models of Addiction 

3. Explaining Addiction 

4. A General Overview of Drugs and Drug 
Terminology 

5. Alcohol and Other Sedatives 

6. Narcotics 

7. Cocaine (and Crack) 

8. Stimulants Other Than Cocaine 

9. Tobacco 

10. Hallucinogens 

11. Cannabis (Marijuana) 

12. HIV Infection and AIDS 

13. The Impact of Alcohol and Drug Abuse on 
the Family 

14. Relapse Prevention 

The text and materials were prepared in their 
entirety by psychologists from within the Bureau. 
Small groups will undergo the course from be­
tween 4-10 hours per week, at the institution's 
prerogative, until it is completed. Students who 
do not meet the mandatory criteria for successful 
completion will be given specific feedback regard­
ing deficit areas and given an opportunity to 
remediate. A minimum score of 70 percent mas­
tery on field tested exams is required to success­
fully complete the course. Both English and Span­
ish versions wi1l be available, and all exemptions 
by reason of cognitive impairment or other dis­
abilities wi1l be provided by a mental health 
professional. A standardized certificate of comple­
tion will also be awarded to all who successfully 
complete the course. 

Drug Abuse Counseling Services 

Centralized Drug Abuse Counseling Services 
will be available to volunteers at all institutions 

at any time during their incarceration. These 
services will include individual counseling with a 
drug abuse treatment specialist or a psychologist, 
group therapy sessions on drug related topics, 
self-help groups such as Alcoholics Anonymous 
(AA) and Narcotics Anonymous (NA), stress man­
agement and personal development training, and 
vocational and pre-release planning. Some pro­
grams will have specific lengths and completion 
criteria, while others will aBow inmates to partic­
ipate in on-going therapy. 

All individuals enrolle2 \vill have a treatment 
plan for the specific group or individual sessions 
in which they are involved, with the exception of 
self-help groups. These programs may be recom­
mended, however, as a part of the individual's 
treatment needs, and participation monitored by 
treatment staff. The frequency and duration of 
each inmate's participation in centralized counsel­
ing services will be tracked using the BOP's com: 
puterized Psychological Data System. 

The Drug Abuse Counseling Program is intend­
ed to provide maximum flexiblilty to the needs of 
the offender, particularly those individuals who 
have a relatively minor or low level of impair­
ment from substance abuse. Such offenders often 
do not require the intensive levels of treatment 
required of individuals with moderate to severe 
addictive behavioral problems. How~ver, a second 
very important purpose of the program is to pro­
vide those offenders who do have moderate to 
severe drug abuse problems with supportive pro­
gram opportunities during the time period that 
they are waiting to participate in the highly 
structured residential programs. Additionally, 
supportive services will be offered to those indi­
viduals who have completed the residential pro­
grams but are waiting for release to the commu­
nity. 

Comprehensive Drug Abuse Treatment Pmgrams 

Comprehensive Drug Abuse Treatment Pro­
grams (residential programs) are in the process of 
being developed in a number ot' facilities through­
out the Federal Bureau of Prisons. Currently, five 
units are operational, and plans call for the de­
velopment of five additional units by the end of 
1991. More are planned for 1992, with a goal of 
having approximately 29 treatment units, or anal­
ogous type programs, fully operational by the end 
of 1992. 

Each unit is capable of handling between 100 
and 125 offenders, during a 9-month program, 
yielding a comprehensive program treatment cu­
pability of approximately 3,600 offenders annually 
when all units are fully operational. Planning for 
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the projected growth in the population of sub­
stance abusing offenders beyond 1992 is ongoing 
at this time. . 

Inmates identified as in need of the program, 
and who volunteer, will be referred to an institu­
tion psychologist for assessment of drug abuse 
problems through a self-report survey, Inventory 
of Substance Use Patterns (ISUP) (Whittenberger, 
1989) and a record review. Inmates with a mod­
erate to severe substance abuse problem (DSM 
III-R) who meet the above criteria will be consid­
ered eligible for program assignment. 

All Comprehensive Treatment Units will include 
the following components: 

1. Unit-based programs 

2. Treatment staff-to-inmate ratio of 1:24 

3. Program participation of 9 months and 500 
program hours minimum 

4. Individualized treatment plans based on 
comprehensive assessment 

5. A prerequisite of 40 hours of Drug Educa­
tion 

6. Between 3 and 4 hours. of drug treatment 
programming per day 

7. Comprehensive assessment 

8. 280 hours of core group/individual treatment 

9. 100 hours of wellness lifestyle training 

10. 40 hours of transitional living issues 

11. Full team reviews every 90 days 

12. Treatment team review every 30 days 

13. Increased frequency of random urinalysis 
surveillance 

The group and individual treatment issues will 
focus on a variety of skills development issues, 
both cognitive and behavioral in nature. Criminal 
thinking confrontation and pro-social values devel­
opment will be included whenever indicated. Fam­
ily issues, vocational/educational issues, relapse 
prevention, self-help, personal development, and 
support groups will be a routine part of the indi­
vidual's program. 

The focus on the individual will hopefully assist 
in avoiding the "uniformity myth" (Donovan, 
1988) that all addictions are the same. This belief 
is common to many traditional programs, both in 
prison and in the community. IndeE'Jd there are 
marked differences among addictions, in the 
mechanisms which underlie their development, 
maintenance, and, hence, potential for modifica-

tion of the addictive behavior. 
There are parallel differences among substance 

abusers in age, gender, socioeconomic background, 
family and social support resources, culture, eth­
nicity, personality, cognitive functioning, attribu­
tional styles, belief systems, and medical condi­
tions. It is the heterogeneity of the substance 
abusing population, rather than its homogeneity, 
which is of increasing interest, both in the com­
munity (Lawson & Lawson, 1989) aI'ld in prison 
settings (Murray, 1990). 

As such, it seems only prudent that.. drug abuse 
programs incorporate comprehensive assessments 
in these areas with the results integrated into 
individual treatment plans. This is not to say, 
however, that many drug impaired individuals do 
not have common needs, which can be effcctivcly 
met in a group format. It seems, however, ill 
reviewing the history of treatment wograms, 
particularly in correctional settings, that there 
has been more interest in treating addictive be­
havior based upon pharmacologic classification 
(Le., "alcoholics," "heroin addicts," cocaine or 
"crack" addicts) rather than according to variables 
which have a greater relationship to the develop­
ment and maintenance· of the behavior. Vlith this 
in mind, it seems unremarkable that some pro­
grams from years past, and some contemporary 
ones, achieve the low to modest "success rates" 
that have in fact been reported. 

The comprehensive residential programs will be 
based upon a biopsychosocial model of substance 
abuse. Treatment will include a strong relapse 
prevention emphasis. The goal of relapse preven­
tion treatment is to provide individuals with the 
behavioral and cognitive skills necessary to cope 
effectively with high-risk situations (Marlatt & 
George, 1984; Marlatt & Gordon, 1980 and 1985). 
Individuals are taught how to respond to a lapse 
(i.e., a single incidence of return to drug use) and 
how to achieve a positive lifestyle characterized 
by a balance between work and recreation and by 
healthy habits, such as exercise, to reduce stress. 

It is in this latter regard that a strong com­
mitment to a rigorous wellness lifestyle schedule 
will be maintained and integrated into the com­
munity. Indeed, daily wellness program activities 
are expected of participants, in assisting them to 
modify their abusive and addictive lifestyles. This 
will be an interesting area of future research, in 
comparing the relative effectiveness of programs 
with and without wellness program components. 

The offender is prepared throughout the pro­
gram for release to the community, upon success­
ful completion of the program, through n Commu-
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nity Corrections Center (CCC) facility operated or 
contracted by the Bureau. A tremendous amount 
of readiness preparation, however, occurs during 
the last few months, particularly in the relapse 
prevention area. High risk situations are dis­
cussed, family issues, job issues, supervision con­
cerns, and a specific relapse prevention plan is 
prepared for the individual. Individuals will have 
an opportunity to be gradually phased into the 
community over a period of up to 6 months, de­
pendent upon a variety of factors related to the 
offender's criminal history, assessed risk to the' 
community, institutional adjustment, program 
performance, and assessed need. 

Pilot Drug Abuse Treatment Programs 

Three Pilot Drug Abuse Treatment Programs 
are operational at Federal Correctional Institu­
tions located in Butner, North Carolina; Tallahas­
see, Florida; and Lexington, Kentucky. The pro­
grams at Butner, North Carolina, and Tallahas­
see, Florida, serve ma1e offenders, while the facili­
ty at Lexington, Kentucky, serves women offend­
ers. 

These pilot programs have a strong research 
emphasis and win involve larger investments of 
staff and fiscal resources. They will remain pilot 
programs until an outcome evaluation indicates 
whether the additional resources produce more 
positive post-release outcomes. 

The pilot research programs are very similar to 
the comprehensive programs with the following 
exceptions: 

1. Treatment staff-to-inmate ratios of 1:12 

2. Program length of 12 months 

3. 1,000 hours of treatment 

4. Extended participation in outcome studies 

While most pilot and comprehensive programs 
will be based on this biopsychosocial model, there 
will be some treatment differences among all of 
the programs. Some of the differences among the 
three pilot programs include: L 

1. The programs at FCI Tanahasse~ ~nd FCI 
Butner will emphasize a sociey ~earning 
philosophy toward treatment, while the pro­
gram at FCI Lexington will use the tradi­
tional AAlNA 12-step model. 

2. The number of treatment hours per day dif­
fers between the Tallahassee and Butner 
programs (4 hours treatment, 4 hours work) 
and the Lexington program (10.5 hours 
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treatment). 

3. FCI Tallahassee and FCI Lexington are 
both low security level institutions, thus the 
programs at these institutions will serve 
primarily low security level inmates. FCI 
Butner is an administrative facility, thus its 
program will serve inmates of aU security 
levels. 

4. FCI Lexington will serve female offenders 
only, FCI's Butner and Tallahassee,malcs 
only. 

It is hoped that the research programs will pro­
vide additional information regarding factors re­
lated to treatment processes and outcomes which 
will enhance future treatment efforts. 
Transitional Services (Community Re-entry Phase) 

Transitional services will be provided after re­
lease from the prison environment to both com­
prehensive and pilot residential program partici­
pants that successfully complete the programs. 
Post-release services are critical to the mainte­
nance of drug-free lifestyle changes facilitated by 
the programs while incarcerated. It is during the 
first 3 to 6 months that offenders are at greatest 
risk for relapse following treatment and in need 
of' well-coordinated comprehensive support servic­
es. The transitional services delivery component 
will consist of two phases. 

The first phase, pre-release services, will consist 
of up to 6 months in a Community Correcti~ls 
Center (CCe) , with specialized drug treatment 
programming either contracted out or- providcd--- . 
directly by BOP staff. The second phase, aftercare 
services, will consist of 6 months during which 
community services are coordinated jointly with 
the Administrative Office of the United States 
Courts, Probation and _Pretrial Services Division. 
Several recommendations for service delivery have 
been adopted for the transitional phase: 

1. Individual and group counseling sessions for 
varying timeframes throughout the 12~ 
month period, at least 20 hours monthly for 
the first 3 months. 

2. Treatment focus on ·.family, work adjust­
ment, residential living issues, and relapse 
prevention planning (coping with high-risk 
events) through written assignments and 
group discussions. 

3. Assistance in identifying and obtaining em­
ployment. 

4. Random urinalysis occurring with decreasing 
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frequency over 12-month program duration. 

5. Documentation of all contacts by all service 
providers who are certified or appropriately 
licensed. 

6. Transitional Care coordinators in each facili­
ty who arrange and monitor service deliv­
ery. 

Inmates who successfully complete either resi­
dential program, and who have a good record of 
institutional conduct (nn serious rule infractions), 
will be given priority for receiving post-release 
transitional services. These services will be con­
tracted in a number of communities or operated 
directly by BOP personnel around the country in 
those locations where inmates from the pilot and 
comparison comprehensive programs are to be 
released. Program coordinators recognize that the 
success of institutional drug treatment programs 
is to a great extent dependent upon the availabil­
ity of high quality transitional care programs in 
the community, which deal constructively with 
the problems faced by the drug offender upon 
release. To this end, substantial resources will be 
dedicated to this critically important program 
area. 

Program Evaluation 

The development of high quality treatment pro­
grams is a foreboding challenge in any setting, 
particularly within the realm of corrections. Simi­
larly, the development of both process and out­
come evaluation strategies for the treatment in­
terventions delineated herein has required exten­
sive planning as well. Not only are such evalua­
tions of interest for purely academic reasons­
high quality evaluations are required to instill 
credibility and accountability of program efforts. 
They are necessary and useful in answering many 
of the questions heretofore only partially explicat­
ed by previous program experiences. 

In developing an evaluation plan for the cur­
rent intervention strategy, the groundwork has 
been established for one of the most comprehen­
sive, longitudinal evaluations ever conducted with 
correctional populations regarding the effective­
ness of professionally managed drug treatment 
programs. This is reflected in the Proposal for the 
Evaluation of the Federal Bureau of Prisons' Drug 
Abuse Treatment Programs submitted to the Na­
tional Institute on Drug Abuse (NIDA) in March 
1990 (Federal Bureau of Prisons, Office of Re­
sea~ch and Evaluation, 1990). The resultant inter­
agency agreement has provided the mechanism 

through which important information concerning 
the effectiveness of institution-based drug pro­
grams will be made available in the months and 
years ahead. 
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