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Foreword

ver the past two

decades, we have

gained considerable

new knowledge about

women and addic-
tion—about why women become
addicted and how these women
can be helped to overcome their
addiction and the related prob-
lems in which addiction is fre-
quently embedded. For many
addicted women offenders, their
substance abuse is coincident
with poverty and multiple psy-
chosocial problems, including
mental illness, a history of trau-
ma and abuse, and involvement
in abusive relationships. Today,
substance-abusing women are
entering the jails and prisons of
our Nation at unprecedented
rates. Yet little research has been
done to demonstrate what works
best to habilitate and heal addict-
ed women offenders in the crim-
inal justice system.

Services for women offenders
are fragmented or absent all
across the country, and funds are
scarce for developing the com-
prehensive networks of commu-
nity service that women need.
Yet there is great interest in
improving services for women.
Many new programs to treat
women have been started or are
planned in correctional systems
across the country. Communi-
cations, cooperative planning,

the use of peers, volunteers, and
mentors, and other creative
strategies need not be expensive
and can be effective ways to fill
the service gaps. This Guide
describes many such promising
and creative strategies.

In an effort to develop and
assess programming for women
offenders, the Center for Sub-
stance Abuse Treatment (CSAT) is
funding a series of treatment pro-
grams for women in prisons and
jails. Evaluation results from
these projects are just beginning
to emerge, but already much has
been learned. This report shares
the knowledge being gained
from nine selected women'’s pro-
grams—four in State prisons and
five in jails or detention centers.
All are serving women who have
severe substance abuse prob-
lems, often of long duration.
These programs include long-
and mid-term residential thera-
peutic communities (TCs), a
prison 4-hours-per-day treat-
ment program, and two intensive
short-term (2-week) programs
that focus on motivating both
sentenced and pre-sentenced
women into treatment.

This report is intended for pro-
fessionals from a wide range of
disciplines who work with
women involved in some aspect
of the criminal justice system. The
substance abuse counselors and

treatment professionals who
work in either the community
treatment or corrections fields
come from a variety of back-
grounds that may include social
work, psychology, and psychiatry.
Corrections professionals may
include sheriffs, wardens, proba-
tion and parole officers, and oth-
ers. This Guide will also be helpful
for State and community-level
policymakers who plan and fund
substance abuse and corrections
programs.

We hope this information—
coming from the published litera-
ture, an expert advisory panel,
the CSAT grant project staffs,
CSAT professional staff, and from
program documents—will offer
helpful guidelines and ideas for
designing promising programs to
help addicted women in the
criminal justice system. Some of
the most promising practices
include:

* Building a treatment approach
that is rooted in an under-
standing about how women
grow and develop, and about
how these social and develop-
mental factors affect addiction.

* Using sanctions in creative and
reasonable ways that will rein-
force treatment goals and
engage women in treatment
for the necessary length of
time.

vii



Foreword

* Assessing each woman'’s needs
in a comprehensive, yet flexi-
ble, manner so that needs are
matched to the intensity and
length of care required.

Providing continuity of care,
from the pre-sentencing period
through in-custody treatment
to continuing treatment and
support during the months fol-
lowing release, so that women
have an opportunity to develop

viii

the skills and resources to sur-
vive and contribute to their
communities.

Ensuring that women receive
the housing and other services
that they need so desperately
in the early post-release peri-
od, to help them avoid both
relapse and recidivism.

As a final note, this report is

not intended to be a complete
guide or handbook for setting up

Nelba Chavez, Ph.D.
Administrator

new programs. It is instead
intended to offer women-specific
concepts and strategies—a plan-
ning framework—for those in
the corrections and treatment
fields who want to design com-
prehensive services for women
offenders. The resources listed
may assist planners to identify
more in-depth information.

Substance Abuse and Mental Health Services Administration

H. Westley Clark, M.D,, ].D., M.PH., CAS, FASAM

Director

Center for Substance Abuse Treatment
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for Treatment






Chapter 1—Women Offenders and
Addiction: Research Findings

ow best to treat

women in our prisons

and jails is a new and

significant concern for

U.S. policymakers. The
number of women incarcerated
in the United States—once a
minuscule number—tripled in
the 1980s alone. In the 15 years
from 1980 to mid-1995, the num-
ber of women incarcerated in
U.S. prisons rose by 460 percent,
compared to an increase of 241
percent for men (BJS 1995b). The
same pattern appears with the
jail population. More than three
times as many women were in
jail in mid-1997 as in mid-1985
(BJS 1998a). On average, the
number of women in jail has
grown by 10 percent each year
from mid-1985 to 1997 (BJS
1998a). These figures represent
high present and future costs for
these women—both in terms of
separation from their families
and children and in their inabili-
ty to contribute economically to
U.S. society.

Most of the women entering
our criminal justice system are
young—under 40 years old—and
8 of every 10 are parents. New
findings show that up to 80 per-
cent of the women offenders in
some State prison systems now
have severe, long-standing sub-
stance abuse problems. In 1986,

Congress significantly increased
the penalties associated with
crack cocaine. With the setting of
mandatory minimum sentences
and “three strikes and you're
out” laws, many women are now
being incarcerated who would
previously have remained in
their communities under crimi-
nal justice supervision.

Many of these women are
arrested for drug offenses and
crimes committed to support
their drug habits, in particular
theft and prostitution. The drug-
dependent women being drawn
into U.S. jails and prisons suffer
from the multiple risk factors that
complicate substance abuse in
women—factors of poverty, psy-
chosocial problems, mental ill-
ness, histories of trauma and
abuse, and involvement in abu-
sive relationships. Many were
sexually abused as children.

Approach of the
Center for
Substance Abuse
Treatment

The Center for Substance Abuse
Treatment (CSAT) is convinced
that these addicted women can
be helped through comprehen-
sive programs designed specifi-

cally for women, treating the fac-
tors associated with women’s
substance abuse. Evidence shows
that effective treatment program-
ming does empower these
addicted women offenders to
overcome their substance abuse,
to lead a crime-free life, and to
become productive citizens.
Effective women-centered treat-
ment—whether in a prison or
community setting—benefits a
woman and her children and
represents a small investment
but enormous savings for U.S.
society. It costs considerably less
to treat a woman than to build a
jail cell to incarcerate her or to
pay for a foster care placement
for her child. Treatment is likely
to offer long-term positive out-
comes for the woman, reducing
both her addiction and her crimi-
nal activity.

CSAT supports the concept that
drug-dependent women should
have access to—and be strongly
encouraged to receive—compre-
hensive drug abuse treatment.
That treatment should be avail-
able in the most appropriate loca-
tion for the woman, whether that
location is in prison, jail, or in a
community setting with ongoing
supervision. Whenever possible,
treatment should be provided in
the community, so that the
woman'’s family can remain intact
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and the woman has the chance to
become sober and drug-free
under real-life conditions.

CSAT is supporting a number
of women’s programs in prisons
and jails, as well as community
corrections treatment networks,
based on this comprehensive
approach to treating women.
CSAT encourages all correctional
systems, in States and local com-

native community sanctions for
women (Owen and Bloom 1995).
Even with the large increase in
incarcerated women, the total
number of women prisoners is
not large compared to men. The
numbers of incarcerated women
total more than 78,000 in prison
and 59,000 in jail (BJS 1998a).
According to Drug Use
Forecasting (DUF) data, more

The increasing incarceration of women offenders
has had a particularly grave impact on

poor women of color.

munities, to adopt this compre-
hensive approach for women in
their jurisdictions. CSAT believes
the following reasons are com-
pelling.

Reason 1: Substance abuse is
driving the explosion of incar-
cerated women into prisons
and jails.

Women offenders have tradition-
ally represented a small propor-
tion of the total offender popula-
tion. But over the past decade, the
number of incarcerated women
has dramatically increased, ex-
panding at rates far higher than for
males. The number of women in
jails rose from 15,900 in 1983 to
51,600 in 1996—a 9.5 percent
increase per year; women now
account for more than 10 percent
of the inmates in U.S. jails (BJS
1998b).

This surge of women into jails
and prisons has been correlated
with the legal system’s increas-
ingly punitive response to drug-
related behavior, and with the
lack of viable treatment and alter-

than half of women in 20 of 21
cities test positive for illicit drugs
at the time of their arrests. The
most common drug used by
women is cocaine. In 12 cities,
more than three-quarters of
women arrestees test positive for
illicit drugs (NIJ 1997) and, in
most cities, a higher percentage
of women than men test positive
for multiple drugs. Recent State
studies show very high percent-
ages of woman offenders who
have drug problems or are in the
criminal justice system for crimes
related to their substance abuse.
e In Massachusetts, the Massa-
chusetts Committee on Criminal
Justice estimated that 90 percent
of women prisoners in 1993 had
alcohol or drug problems.

* In New Jersey, 85 percent of
women offenders are in the cor-
rectional system for drug-relat-
ed offenses—78 percent for
drug-related crimes and an
additional 7 percent for selling
drugs for profit (Gonzalez
1996).

e In Jowa, 61 percent of the
female prison population is

incarcerated for an offense

directly related to substance

abuse (Hudik 1994).

Minority women are being dis-
proportionately affected. The in-
creasing incarceration of women
offenders has had a particularly
grave impact on poor women of
color. By 1994, the proportion of
African American females incar-
cerated in the United States was
seven times higher than for
white females. The rising use of
crack cocaine among minority
women in poverty appears to be
a major factor. During the last
decade, the number of African
American inmates in State,
Federal, and local jails and pris-
ons has grown at a faster pace
than for non-minority inmates.
The number of black (non-
Hispanic) women incarcerated
for drug offenses in State prisons
increased by 828 percent from
1986 to 1991 (Mauer and Huling
1995).

Without treatment, incarcera-
tion becomes a “revolving door”
for substance-abusing women.
Addicted women offenders need
substance abuse treatment in
order to begin their recovery
process and then to maintain
abstinence. Addicted women
who have not received appropri-
ate treatment end up back on
drugs and incarcerated because
they are unable to stay “clean”
(drug-free) and sober. These
women then cannot meet the
terms of their probation or they
commit new crimes to support
their habits.

Probation violators are a rapid-
ly growing segment of the prison
population. In Delaware in 1993,
probation violators made up 23
percent of all prison admissions.



Based on standardized screening
criteria, more than 70 percent of
these violators were found to
need residential substance abuse
treatment—the most intensive
level of treatment (Peyton 1994).
Among New Jersey women
offenders, 63 percent of those
incarcerated for violating proba-
tion had been imprisoned origi-
nally for a drug offense.

Reason 2: Substance-abusing
women involved with the crim-
inal justice system have alco-
hol and other drug (AOD)
problems that are severe and
chronic.

Several measures show that
women offenders are more likely
than male offenders to use drugs,
they use more serious drugs than
male offenders, and they use
them more frequently. Women
are more likely than men to be
under the influence of drugs at
the time of their crimes (Bureau

of Justice Statistics [BJS] 1992;

National Institute of Justice [NIJ]

1991, NIJ 1997).

A number of States are now
using standardized instruments
to screen all offenders in their
correctional systems for AOD
problems. These assessments
show that the substance abuse
problems of incarcerated women
are chronic and severe, indicat-
ing the need for comprehensive,
intensive treatment. Examples of
State findings include:

* Delaware: Among incarcerated
women in prison, 26 percent
meet the screening criteria for
long-term residential treatment
(compared to 12 percent of
men). An additional 44 percent
of women meet the criteria for
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short-term residential treat-

ment, and 7 percent need

intensive outpatient treatment.

Only 9 percent of Delaware’s

incarcerated women need no

treatment (Peyton 1994, p.12).
 Illinois: Among  women

inmates who report a depend-

ence on any drug within the
prior year, 86 percent meet
screening criteria for residen-
tial rehabilitation (a severe
level of dependency), 11 per-
cent need intensive outpatient
treatment (a moderate level of
dependency), and 3 percent
require outpatient treatment
for a mild level of dependency

(linois Criminal Justice State

Plan 1995).

The Illinois Department of
Corrections finds that women
enter prison at a more advanced
and severe stage of drug abuse
than men. Addicted women
offenders therefore need longer
treatment. Women who stay in

drop out can be assumed to be
less motivated to change their
behavior than the women who
stay.

Reason 3: Women offenders
suffer from a constellation of
high-risk factors associated
with both substance abuse
and relapse.

Women prisoners in the United
States have many similar charac-
teristics across the country,
according to national surveys
conducted by the Bureau of
Justice Statistics (BJS 1992, 1994,
1995a) and the American
Correctional Association (ACA
1990). For the high proportion of
women with severe substance
abuse problems, substance abuse
complicates and exacerbates
other problem areas, such as fam-
ily problems, lack of economic
self-sufficiency, physical and sex-
ual abuse, and the inability to

... women enter prison at a more advanced and
severe stage of drug abuse than men.

llinois” in-custody treatment
program for at least 90 days are
less likely to recidivate than those
in treatment for shorter times.
Further, women who complete
the treatment program are even
less likely to recidivate (Illinois
Criminal Justice State Plan 1995,
p. E-4). These Illinois findings
underscore the importance for
programs to motivate women
into treatment. Women often
“self-select” their length of stay in
treatment, since treatment is gen-
erally voluntary. Women who

cope with caring for children. To
help women recover and prevent
relapse, treatment needs to help
women address all these issues.
The women experience a host of
psychosocial and medical prob-
lems, including physical and sex-
ual abuse and victimization. Im-
prisoned women come mainly
from poverty. Female prisoners
have very low incomes, are dis-
proportionately from minority
groups, such as African American
and Hispanic, tend to be under-
educated and unskilled, and
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have sporadic employment histo-
ries. Imprisoned women are
mostly young, single heads of
households. More than three-
quarters of all women in prison
have children, and two-thirds of
the women have children under
the age of 18 (BJS 1994). Women
prisoners also have a host of

medical, psychological, and
financial problems and needs
(Owen and Bloom 1995).

Mental health problems are
common. Among women in jail
nationally, more than one in
three inmates reports having
received treatment for a mental
or emotional problem other than
drug or alcohol abuse. Approx-
imately 1 in 4 female inmates has
received counseling, 1 in 4 has
taken medication prescribed for
mental or emotional problems,
and 3 in 20 women have been
admitted to a mental health facil-
ity and stayed at least overnight
(BJS 1998b).

More than 80 percent of female
jail detainees suffer from one or
more lifetime psychiatric disor-
ders, according to a random
study of nearly 1,300 detainees
awaiting trial at the Cook County
jail (Teplin et al. 1996). This study,
one of the first to survey mental
health problems of women
inmates, found that major de-
pression and substance abuse
were the most common prob-
lems. More than 70 percent of
those surveyed were dependent
on drugs or alcohol or both. In
addition, one-third (34 percent)
were suffering from post-trau-
matic stress disorder (PTSD)—a
common aftermath of physical
and sexual abuse or rape. The
rates of PTSD did not vary by
age, race, or education. Almost

one-fifth (17 percent) had experi-
enced a major depressive epi-
sode, with 14 percent having a
depressive episode in the 6
months before arrest.

Bleak as these figures are, the
researchers felt they may be low
because of underreporting of
drug abuse, their inability to
interview some severely dis-
turbed women, and the fact that
some women found their trau-
matic event(s) too upsetting to
discuss (Teplin et al. 1996). The
researchers point out that, in
practice, few jails currently have
the budget to treat the mental
disorders of the growing female
population. In this Chicago
study, 80 percent of the women
with major depressive episode
and 41 percent of those with
drug and alcohol abuse/depend-
ence were arrested on nonviolent
misdemeanor charges. These
women, as well as nonviolent
felons, could be treated outside
the jail after pretrial hearings, if a
community-based program were
available to treat released jail
detainees, with their often com-
plicated diagnostic profiles and
special treatment needs (Abram
and Teplin 1991; Teplin 1984).

Similar findings emerged in
the Women Inmates’ Health
Survey (WIHS), the first large-
scale epidemiologic study of
women prison inmates in the
United States, which was con-
ducted by the Research Triangle
Institute. Using DSM-III-R crite-
ria, the WIHS interviewed virtu-
ally all of the 805 women felons
entering North Carolina prisons
over a 17-month period. Com-
pared with women in communi-
ty epidemiology studies, the
women inmates had high rates of

substance abuse and depend-
ence, of antisocial and borderline
personality disorders, and some-
what higher rates for mood dis-
orders. The highest lifetime
prevalence rates were for drug
abuse and dependence (44 per-
cent), alcohol abuse and depend-
ence (39 percent) and major
depressive episode (13 percent)

(Jordan et al. 1996). Only 11 per-

cent of the women were incarcer-

ated for a violent offense.

Inmate profiles show multiple
problems. A profile of the typical
woman prisoner, compiled by the
New Jersey Department of
Corrections, highlights the inten-
sity of the problems these
women face (Gonzalez 1996). The
profile is based on screening of
all women offenders with the
Addiction Severity Index (ASI)—
a widely used, validated instru-
ment for assessing addiction and
associated problems. In New
Jersey (where 85 percent of
women offenders are incarcerat-
ed for an offense related to their
drug use), the typical woman
offender:

* Is approximately 30 years old
and is incarcerated for a drug-
related crime or selling drugs
for profit.

* Spends approximately $1,000
per week to support her addic-
tion. She has been addicted an
average of 9 years. She is likely
to have used cocaine or heroin
on a daily basis (70 percent of
those using drugs report daily
use, with 23 percent using
drugs more than three times a
day). The typical woman
offender also uses alcohol in
conjunction with other drugs.

* Has worked at primarily
unskilled or semiskilled labor



for minimal wages. When
working, she has not exceeded
24 months of consistent em-
ployment at any one job.

* Failed to complete high school
or complete any type of techni-
cal trades education.

* Is a single head of household
with minor, dependent chil-
dren.

* Has experienced emotional,
physical, or sexual abuse.

* Is likely to have grown up in a
home with an alcohol- or drug-
abusing adult (43 percent lived
with an alcoholic relative and
45 percent lived with a drug-
abusing relative).

Reason 4: Women offenders
require specialized, women-
specific substance abuse
treatment.

Women offenders need special-
ized treatment for their sub-
stance dependency. Traditional
substance abuse treatment mod-
els were originally designed for
men; they address alcohol and
drug addiction from a male per-
spective. Women’s substance
abuse is different. Addiction
tends to occur more rapidly for
women than for men, to involve
more than one mood-altering
substance, and to produce seri-
ous medical consequences over a
briefer period of time. Women
are more likely than men to have
co-morbid psychiatric disorders.

Typically, women offenders
with substance abuse problems
have been victims of violence—
physical abuse, domestic vio-
lence, and rape. On the basis of
compiled studies, Mondanaro et
al. (1982) conclude that 46 per-
cent of all drug-dependent
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women have been victims of rape
and from 28 to 44 percent have
been victims of incest. Evidence
suggests that these figures are
even higher among incarcerated
women. For example, a study in
California prisons showed that
nearly 80 percent of women
inmates have experienced some
form of abuse, including;:

* Physical abuse: 29 percent
report being physically abused as
children and 60 percent as adults

in their programs have been
physically or sexually abused,
and that these addicted women
offenders feel powerless and vic-
timized.

By the mid-1970s, women’s
treatment experts had begun call-
ing for treatment programs
designed to address women-spe-
cific issues—those issues directly
related to women’s substance
abuse. Odyssey House—one of
the first treatment centers to offer

Women offenders need specialized treatment
for their substance dependency.

* Sexual abuse: 31 percent report
being sexually abused as a child,
including incest, and 23 percent
as adults

e Emotional abuse: 40 percent
report emotional abuse as a child
and 48 percent as an adult
(Bloom et al. 1994).

The psychological impact of
this violence includes depression,
post-traumatic stress disorder,
and low self-esteem. The study of
pretrial detainees in Chicago’s
Cook County jail showed that
one-third, a “striking” percent,
had post-traumatic stress disor-
der (PTSD)—with most of these
women being the victims of rape
or other violent assault (Teplin et
al. 1996). In the study of convict-
ed female felons entering prison
in North Carolina, 30 percent of
the women reported having
experienced both a traumatic
event and six or more PTSD
symptoms in the past 6 months
(Jordan et al. 1996). The CSAT
prison and jail grantees report
that up to 90 percent of women

programs for addicted women
and their children—described
the situation:

Addicted women—espe-
cially those with children—
face a unique set of problems
which in the past have pre-
cluded successful treatment
outcomes: a male-model
approach to therapy; pro-
grams with inadequate
knowledge, capacity, and
resources to meet the special
needs of women; the chronic
medical and complex psy-
chosocial problems unique
to women; and the pressure
of dependent children
(Kandall 1996, p. 207).

Today’s treatment programs
for women offenders can be de-
signed to address the special
needs of these addicted, impov-
erished, and undereducated
women. New women-specific
programs are designed to em-
power the woman and help her
learn to trust and bond with
other women for support. When
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possible, there is an effort to
strengthen the woman's relation-
ships with her children and to
reunify her family.

The new approaches also help
women offenders develop the
coping and life skills they need to
build a productive and self-suffi-
cient future. These skills extend
to many needed areas—to par-
enting, controlling anger and
stress, learning to identify per-
sonal cues of relapse, and manag-
ing a budget. And the programs
try to prepare a woman, through
education, vocational tests, and
nonstereotyped job training, for
a place in the labor market.

Reason 5: Few appropriate
treatment programs for
women now exist within the
criminal justice system.

Nationwide, there is a lack of com-
prehensive treatment services
available for women offenders.
Programs often accept women
without offering specialized serv-
ices for them. Relatively few treat-
ment programs are geared to the
special needs of women, fewer still
accept women and their children,
and even fewer treat pregnant
women. Generally, the only serv-
ices offered by 90 percent of pris-
ons are drug education or mutual-
help groups, such as Alcoholics
Anonymous (AA) or Narcotics
Anonymous (NA). Unfortunately,
these programs by themselves do
not provide the kind of intensive,
comprehensive substance abuse
treatment and medical attention
that many women need to over-
come addiction.

An American Jail Association
survey in 1992 of 1,737 jails, with
57 percent responding, revealed
that only 28 percent of the

Nation's jails offer drug abuse

programs for men and women

offenders, including 12-Step vol-
unteer groups; only 19 percent
fund drug treatment programs.

More than 80 percent of pro-

grams operate with a volunteer

staff (Peters et al. 1992). A 1989

BJS study of women in jails (BJS

1992) found that

* 42 percent of women reported
daily drug use, but only 11 per-
cent were participating in drug
programming,.

* 13 percent of the women are
self-reported alcoholics; 10 per-
cent participated in alcohol
programming,.

Most prison and jail programs
are not intense enough to meet
the needs of women offenders
who have severe and long-term
substance abuse problems. Inten-
sive residential rehabilitation—
the form of treatment needed by
most women offenders—is not
widely available in correctional
settings. In prisons nationwide,
fewer than 9 percent of women
offenders receive residential
treatment (BJS 1994).

There is also a severe deficiency
in comprehensive programming
that includes family unification
and parenting components. In a
survey done by the Office for
Treatment Improvement (OTI) in
1992, one-half of all State facilities
reported a lack of mother/child
programming, including play-
rooms and residential care.
Another one-third of State facili-
ties reported that their program-
ming in parenting skills, relapse
prevention, and sexuality was
inadequate to meet the demand
for services (OTI 1992).

A study of four California pris-
ons for women showed existing
prison programs are unable to

satisfy the demand for treatment
from their women prisoners.
Programs have long waiting lists
that prevent many women from
participating. Programs that
address parenting or substance
abuse have the longest waiting
lists; up to 450 inmates are wait-
ing to participate in these pro-
grams (Bloom et al. 1994).

The number of treatment pro-
grams for female drug-abusing
offenders has been increasing.
But because the numbers of
drug-abusing women offenders
keeps rising, the National
Institute of Justice reports that
the increased number of pro-
grams has not significantly
reduced the gap between those
needing and receiving services.
In fact, the percentage of drug-
abusing female offenders being
served, relative to those in need,
is probably no greater than in the
late 1970s (NIJ 1994).

Reason 6: Most women offend-
ers do not receive continuing
care upon release into the
community—a service essen-
tial for maintaining recovery
and reducing recidivism.

Continuing care after offenders
return to the community is recog-
nized as one of the most critical
needs for those with substance
abuse problems (ONDCP 1992,
p-71; NIJ 1991). However, a 1992
survey of State prisons found
fewer than one-half of States pro-
vide this aftercare for women,
with only one-third arranging for
day treatment, transitional living
services, or residential treatment
in the community. In another sur-
vey of 336 women'’s programs in
jails and prisons made in 1993,
Prendergast et al. (1995) report



that continued care facilities are
very limited in communities,
serving only a fraction of the
women who require aftercare.
For example, the California
Department of Corrections con-
tracts with only one community-
based program for incarcerated
mothers and their young chil-
dren. This program has a total
statewide capacity of just 100
women and their children
(Bloom et al. 1994, p.13).

Fewer than half of both jail and
prison programs report that they
make arrangements for transition
services other than substance
abuse treatment (Prendergast et
al. 1995). These other needed
transition services would include
safe and sober housing, financial
assistance, medical care, and case
management.

Reason 7: Substance abuse
treatment, especially a con-
tinuum of care, is effective in
reducing AOD abuse and
recidivism.

A large body of research
demonstrates that treatment of
their substance abuse reduces
offenders” use of drugs and alco-
hol, and also reduces their recidi-
vism. Women who relapse are
about seven times as likely to
have a new arrest as those who
do not use drugs during the post-
release period (Martin and
Scarpitti 1993).

The Drug Abuse Treatment
Outcome Study (DATOS), the
most recent comprehensive
national study on the effective-
ness of community-based drug
treatment in the United States,
corroborates the findings of earli-
er large-scale research studies.
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These studies are the Drug Abuse
Reporting Program (DARP),
which examined outcomes for
clients entering treatment in
1969-74, and the Treatment
Outcome Prospective Study
(TOPS), which examined out-
comes for clients treated in 1979-
81. All three studies—DARP
TOPS, and DATOS—demon-
strate that drug treatment works
to produce positive changes in
both drug use and criminal activ-
ity (Simpson 1984; Hubbard et al.
1989; Hubbard et al. 1997).
DATOS assesses the outcomes
of clients treated during 1991-
1993 in 96 community-based

cent decline in heavy drinkers,
a 61 percent decline in illegal
activity, a drop from 77 to 35
percent in those jailed in the
year before versus after treat-
ment, a decrease in those with
any arrests from 56 to 31 per-
cent, and a decline of 46 percent
in suicidal thinking.

* Outpatient drug-free treatment,
with 42 percent of clients
referred by the criminal justice
system. Clients showed a 57
percent drop in the number of
weekly cocaine users, a 64 per-
cent reduction in weekly mari-
juana users, a 52 percent
decline in heavy drinkers, a 36

... treatment of their substance abuse reduces
offenders’ use of drugs and alcohal,
and also reduces their recidivism.

treatment programs in 11 major

cities. The DATOS study followed

up 3,000 randomly selected
clients at 1 year after treatment.

These clients, treated in four dif-

ferent treatment modalities, all

showed large and significant
improvements; their drug use,
illegal activities, and psychologi-
cal distress were each reduced on
average about 50 percent

(Hubbard et al. 1997). Clients

improved regardless of the form

of treatment. Findings for clients

(34 percent of whom were

women) in two common treat-

ment modalities were:

* Long-term residential treatment,
with 35 percent of clients
referred by the criminal justice
system. Clients showed a 67
percent drop in the number of
weekly cocaine users, a 53 per-

percent decline in illegal activi-

ty, a drop from 69 to 25 percent

in those jailed in the year

before versus after treatment, a

decrease in those with any

arrests from 37 to 21 percent,
and a decline of 42 percent in
suicidal thinking (Hubbard et

al. 1997).

As in the other national
research studies, the DATOS
study found that the length of
time clients stayed in treatment
was directly related to improve-
ments in their follow-up out-
comes (Hubbard et al. 1997). In
both the residential and outpa-
tient treatment, clients who
stayed in treatment for 3 months
or longer had significantly better
outcomes regarding their drug
use and illegal activity; posttreat-
ment outcomes continued to
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improve as time in treatment
increased. The study found that
programs varied widely in their
ability to retain patients over
time. Programs achieving longer
treatment retention rates had
better client-counselor relation-
ships, provided a wider range of
services, and showed a higher
rate of client satisfaction with the
program (Simpson et al. 1997).
For incarcerated offenders, the
strongest, most consistent pattern
of success comes when offenders
receive a full continuum of treat-
ment. This continuum starts with
appropriate screening and treat-
ment during custody and is fol-
lowed by post-release treatment
in the community (Lipton 1995).
For those substance-abusing
women offenders who do not
need to be incarcerated, the con-
tinuum would begin after their
screening, when the woman is
assigned to enter either a commu-
nity residential treatment facility
or an intensive outpatient treat-
ment program combined with
supervision in the community.
Incarcerated women with
severe substance abuse problems
need intensive residential treat-
ment programs, such as thera-
peutic communities (TCs). The
effectiveness of prison TCs has
been well documented. There
have been four large-scale
research evaluations of TC pro-
grams for offenders, three of
which include women. These
program evaluations all demon-
strate the same consistent find-
ings—that prison-based TCs can
produce significant reductions in
recidivism rates among chronic
drug-abusing offenders; success-
ful outcomes continue over time.
Success is related to how long the
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offender stays in treatment. For

example, New York’s Stay n” Out

prison TC was effective in reduc-
ing recidivism rates, while prison
counseling groups did not.

Findings were:

* Among women who stayed in
treatment less than 3 months,
79 percent had positive parole
outcomes (compared to 40 per-
cent positive outcomes for
men)

* For women spending 9 to 12
months in treatment, 92 per-
cent had favorable outcomes
on parole (compared to 77 per-
cent for men).

The Forever Free prison treat-
ment program—one of the CSAT-
supported women’s projects
described in this Guide—found
this same type of pattern regard-
ing continuum/time in treatment.
* Among graduates of the

Forever Free program, more

than two-thirds of those who

voluntarily enter residential
treatment in the community
are successful on parole, com-
pared to half of the graduates
who enter community outpa-
tient or no treatment (Pren-

dergast et al. 1996).

* Of those recommitted to
prison after receiving commu-
nity treatment, more than two-
thirds are returned for a tech-
nical violation rather than a
new offense, compared to half
of those who did not receive
community residential treat-
ment.

* Women who complete 5
months or more of residential
treatment have better parole
outcomes. The reported use of
drugs in the past year is also
much lower for women in the
residential treatment group

than for others. It is important
to note that these women
could self-select to enter resi-
dential treatment after their
release  from prison. A
woman’s motivation to change
her behavior is a significant
factor in positive treatment
outcomes.

Reason 8: Treating women
while in custody benefits the
woman, the institution, and
society.

In-custody substance abuse treat-
ment, including short-term inter-
ventions directed at motivating a
woman into treatment, offers
multiple  benefits—for  the
woman, the correctional facility,
and society. This period repre-
sents an opportunity to use “con-
structive coercion” to motivate a
woman offender into entering
treatment and continuing treat-
ment after her release to the com-
munity. Research over 25 years
has shown that the longer addict-
ed offenders stay in treatment,
the better the outcome—both in
terms of reduced recidivism and
substance use (De Leon 1984;
Wexler et al. 1988b; Anglin and
Hser 1990). Those who are
coerced into treatment do at least
as well as voluntary clients—and
sometimes do better—because
the coerced clients tend to remain
longer in treatment than those
who volunteer (De Leon 1988;
Platt et al. 1988; Hubbard et al.
1989; Leukefeld and Tims 1988,
1990).

The woman offender benefits
from in-custody programs. While
a woman is in prison, there is the
time and opportunity—perhaps
for the first time—for compre-



hensive treatment. In a prison sit-
uation, time is one of the few
resources that most inmates have
in abundance. There are no com-
peting demands of children,
work, and neighborhood peer
groups. Intensive programs, such
as residential TCs, present other
new opportunities—to interact
with “recovering addict” role
models, to acquire prosocial val-
ues and a positive work ethic,
and to initiate a process of educa-
tion, training, and understanding
of the addiction cycle (Inciardi et
al. 1994). Many young women,
facing incarceration for the first
time, are humiliated and fright-
ened. This is an ideal opportuni-
ty for them to be introduced to
treatment and to the possibility
of help and hope in their lives.

Ethnographic studies of street
addicts, who are heavily involved
in crime to support their habits,
show that this group does not
seek treatment of their own voli-
tion (Lipton 1995). The correction-
al system removes women from
an environment in which they are
using; and from its accompanying
stresses and strains. For many;, this
may be the first time in years that
they have been drug free and
thinking clearly. It also gives
many women a respite from a
destructive lifestyle in which they
pay for drugs through prostitu-
tion and abuse. Incarceration rep-
resents a forced, artificial removal
from a woman’s substance-using
lifestyle. As one program director
put it, “This is a brief window of
opportunity to make significant
contact with a woman—to reach
out and motivate her to seek
help.”

The correctional system benefits
from treatment programs. Estab-
lishing a drug treatment unit can
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bring positive benefits to a cor-
rectional facility. Substance abuse
treatment programs, especially in
women’s prisons, provide an
opportunity for growth and
rehabilitation for the women.
The programs promote responsi-
ble, mature inmate behavior,
increase safety for security staff,
and provide a positive structure
for the offender’s time in custody
and in the community after
release.

Research shows that treatment
programs have fewer discipli-
nary infractions and correctional
management problems than

The cost to society of this crime is
enormous, not only in money but
in the emotional and physical
suffering of victims. Although
women offenders are much less
involved in predatory crime than
their male counterparts, research
suggests that the frequency with
which women commit crimes is
approaching that of men (Anglin
and Hser 1987).

CSAT’s first large-scale national
study of clients in publicly fund-
ed treatment programs—the
National Treatment Improvement
Evaluation Study (NTIES)—bol-
sters the often-repeated finding

While a woman is in prison, there is the time
and opportunity—perhaps for the first time—
for comprehensive treatment.

other units. Prison therapeutic
communities (TCs) have been
found to be the most drug-free
and trouble-free sectors of the
institutions in which they are
housed (Hooper et al. 1993).
Infractions of prison rules, as well
as threats of violence, also decline
(Lipton 1995). The CSAT-funded
women’s programs demonstrate
this. In the first 22 years of opera-
tion at the Philadelphia OPTIONS
program, disciplinary reports
went from 10 to 12 per month
down to 0 to 2 per month. In addi-
tion, when drug treatment pro-
grams and random urinalysis are
introduced to a facility, both drug
use and drug dealing (rampant
in some prisons) decline (Vigdal
and Stadler 1989).

The community benefits from
increased public safety and
decreased crime. The research
shows unequivocally that sub-
stance abuse is related to crime.

that AOD treatment reduces sub-
sequent crime among substance-
abusing offenders. Most impor-
tant, this large-scale study
showed that substance abuse
treatment reduces subsequent
crime on an impressive scale.
Among 1,374 women clients in
this study, preliminary results
demonstrate large decreases in
the clients” involvement in violent
crime, illicit drug distribution, and
prostitution after both residential
and outpatient treatment (CSAT
1995b). The percentage of clients
involved in prostitution was
reduced from 28 percent before
treatment to 7 percent some 12
months after treatment ended
(CSAT 1995b). The final NTIES
report shows that, before treat-
ment, more than 50 percent of
women clients reported having
been involved in some form of
illegal activity. After treatment,
arrests dropped by 67 percent;

11
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there was a decrease of 82 per-
cent in women selling drugs, a
decrease of 88 percent in those
reporting shoplifting, and a
decrease of 89 percent in reports
of “beating someone up” (CSAT
1997a).

Numerous State studies also
show that treatment effectively
reduces the level of crime among
addicted users. A report by the
National Association of State
Alcohol and Drug Abuse
Directors (NASADAD) details

untreated clients.

Services).

Abuse).

and Drug Programs).

Table 1. State data on treatment and reduction in crime

* Oregon—Follow-up data on the arrest rate of females in the 3
years subsequent to treatment are particularly dramatic for residen-
tial and outpatient clients. For women who successfully completed
residential treatment, the rate of subsequent arrest was 23 per
100 clients, a rate three times lower than the subsequent arrest
rate (66 per hundred) of a matched group with untreated AOD
problems. For women who successfully completed outpatient
treatment, the rate of subsequent arrest was 27 per 100 clients,
contrasted with a 66 per 100 rate among a matched group of

* Ohio—Follow-up data on 668 clients show that 410 clients
remained abstinent 1 year after treatment. For these clients,
there were major declines in criminal behavior and consequences.
Criminal arrests declined by 92 percent and time in jail decreased
by 93 percent (Ohio Department of Alcohol and Drug Addiction

* Texas—Follow-up data on clients who had been arrested in the
12 months before entering treatment showed that, 1 year after
treatment, 70 percent had not been rearrested. Among those who
completed the treatment program, 80 percent were arrest free at
the end of 12 months (Texas Commission on Alcohol and Drug

* California—Clients who had committed any criminal activity
declined from 74 percent before treatment to 20 percent after
treatment. There was a 68 percent drop in selling drugs, a 53 per-
cent drop in exchanging sex for money or drugs, a 62 percent drop
in breaking into a house or vehicle, and a 75 percent drop in use
of a weapon or physical force (California Department of Alcohol

* Minnesota—Among all public and private clients in the State,
36 percent had been arrested during the 6 months before entering
treatment; this decreased to 6 percent in the 6 months after
treatment (Minnesota Chemical Dependency Division).

Source: NASADAD report (Young 1994).
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positive results of treatment in
reducing crime among treated
offenders in 13 States (Young
1994). Table 1 shows selected
examples of State outcome data.

Reason 9. Treatment saves
money.

It costs less money to treat a
woman offender for substance
abuse than to incarcerate her
Effective treatment results in sav-
ings to society that outweigh the
costs of treatment by a factor of at
least 4 to 1. These are the costs for
incarcerating and treating a sub-
stance-abusing woman:

* Incarceration. It costs from
$20,000 to $30,000 per year to
incarcerate a woman in prison
orin a women's jail (Lord 1995;
Gray et al. 1995). It costs
$54,209 per bed to build a new
State facility and $78,000 per
bed for Federal facilities (CSAT
19954, p. 13). California alone,
which now has about 11,500
women prisoners (Department
of Corrections 1998), has had to
build two new State facilities
with more than 3,000 beds for
women (Austin et al. 1992).

* Foster care for children. Foster
care for the child of an incar-
cerated woman adds $3,600 to
$14,000 a year, excluding
administrative costs, to that
total (Lord 1995; American
Public Welfare Association
1995).

* In-custody AOD treatment.
Residential treatment programs
can be operated in jails or pris-
ons for about $3,000 to $9,000
per inmate per year in addition
to the costs of incarceration
(Lipton 1995). The program’s
total cost would depend on the



type of program, on the mix of

professional clinical staff and

certified AOD counselors, and
on the size of the caseload.

* TC treatment. Therapeutic
communities, the most inten-
sive form of in-custody treat-
ment, can be provided at rea-
sonable cost. In Illinois, a 250-
bed TC housed within a medi-
um security prison costs
approximately $790,000 annu-
ally, or about $3,200 per inmate
per year (CSAT 1995a). These
costs include a process and
outcome evaluation and post-
release case management. No
capital costs associated with
program startup, incarceration,
or security are included.

Most of the CSAT-supported
prison and jail programs
described in this Guide are mid-
to long-term TCs. CSAT’s experi-
ence reinforces the finding that
TCs in the criminal justice system
can be operated at quite reason-
able cost. Housing, program facil-
ities, and security are provided
by the institution. Among the
CSAT-supported women’s pro-
grams, the daily cost per inmate
for incarceration averaged $51.
The average cost of treatment per
day for each woman was $9.22.
For individual TCs, the range in
cost was as follows:

* Daily cost per client for incar-
ceration: $50 to $75

* Daily cost per client for treat-
ment: $9 to $18.27 (CSAT 1998)

Treatment in community set-
tings is less expensive than the
combined cost of incarceration
and treatment. Approximate
treatment costs in the communi-
ty would include:

* Residential AOD treatment in
the community. Residential
drug treatment for a woman in
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the community will cost from

$17,000 to $20,000 per year.

* Outpatient treatment in the
community. Outpatient treat-
ment costs about $2,700 per
year. For the women addressed
in this Guide—offenders with
chronic, severe substance abuse
problems—outpatient treat-
ment after release from custody
should also be combined with
safe, sober housing and a grad-
uated system of urine monitor-
ing, supervision, and social
services.

Successful AOD treatment of
offenders creates cost savings to
society. What does treatment
mean in terms of dollars saved to
society? One overview of AOD
treatment for offenders conclud-
ed that the savings these pro-
grams produce—in costs related
to crime and drug use—pay for
the cost of treatment in about 2 to
3 years (Lipton 1995).

The President’s Commission
on Model State Drug Laws
(1993), in an extensive review of
the socioeconomic benefits of
addictions treatment, concluded
that

... given the very high risk
behavior of many narcotics
addicts with criminal justice
involvement, and given also
the ability of quality treat-
ment to diminish [intra-
venous] (IV) drug use and its
attendant risks for HIV trans-
mission, it is almost certain
that the total benefits to soci-
ety, estimated to be in ratios
as high as 4:1, are seriously
underestimated. When the
potential effects of narcotic
drug use, cocaine addiction,
or HIV positivity on fetuses
carried by pregnant addicts is
factored in, true cost-benefit

analysis (CBA) ratios must be

much higher than even the

positive ones adduced here

(pp. 6-30).

Among more than 4,400 clients
served in CSAT-funded pro-
grams, treatment reduced by 59
percent the percentage of those
who had sex for drugs or money
and reduced by 54 percent the
percentage of those who had sex
with an IV drug user (CSAT
1997). A few States have begun to
calculate the savings for their cit-
izens of treating substance
abusers. Following are three
examples.

* California—Taxpayers save
$7.14 in future costs for every
dollar invested in treatment.
Most of these savings come
from reductions in crime. The
cost of treating approximately
150,000 clients was $209 mil-
lion. The benefit to California
taxpayers, in the first year after
treatment, was approximately
$1.5 billion (National Opinion
Research Center and Lewin-
VH], Inc. 1994).

* Minnesota—Annual savings
from treating 18,400 clients
total $39.2 million; $8 million of
this is the savings from
reduced arrests, excluding
DWI arrests (Turnure 1995).

* Oregon—The State justice sys-
tem is estimated to save
approximately $14 million per
year from the fewer arrests,
convictions, and incarcerations
resulting from completed AOD
treatment. In the 3 years subse-
quent to treatment, only 6 per-
cent of clients who complete
treatment are incarcerated in
the State prison system, com-
pared to 12 percent who termi-
nate without completion. At an
average of $50 per day for
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incarceration, treatment saves

an estimated $59,300 per 100

clients who successfully com-

plete treatment. When theft
and victim costs are included,
the total savings for Oregon
reach $32.2 million per year

(Finigan 1995).

Treatment saves money in
health and social costs. When
women offenders go untreated
for their addiction, society also
pays a heavy cost in health and
social damage. These are young
women, likely to become preg-

nant, many of whom pay for
their drugs through high-risk
sexual behavior. More women
than men in correctional settings
now test positive for the human
immunodeficiency virus (HIV)
(Vlahov 1990). If this lifestyle is
not interrupted, these women
are at risk of HIV not only for
themselves but as a conduit to
their babies and to their sexual
contacts. The lifetime cost of
treating a single HIV-positive
individual suggests what a large
payoff there can be for effectively

p. 19).

low birth weight.

Table 2. Potential health and social savings from
successful treatment of AOD abuse among women

* Preventing new cases of HIV/AIDS: An average lifetime cost for
treating a person with HIV/AIDS is now at least $102,000, up from
$85,000 in 1991 (Hooker and Bryant 1993).

* Preventing fetal alcohol syndrome (FAS): Up to $1,400,000 is
spent on lifetime care costs for each case of FAS (CSAT 1995b,

* Preventing drug-exposed infants: It costs from $48,000 to
$150,000 to treat complications of infants born to addicted
mothers (Health Insurance Association of America 1994). The
costs of caring for a boarder baby,* even if the infant has no
medical complications, range from $200 to $500 per day, or
up to $15,000 per month (CASA 1996).

* Reducing welfare costs: An average of $6,000 per year is saved
for each woman who leaves welfare and gains employment
(Children’s Defense Fund 1995).

* Reducing foster care costs: An average of $3,600 per year is
saved for each child removed from foster care and reunited with
his or her family (American Public Welfare Association 1995)

*Boarder babies are infants under 12 months of age who remain in the hospi-
tal past the date of medical charge because parental care is not available.
More than three-fourths of these babies are drug-exposed and over half are of
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treating a substance-abusing
woman offender. Table 2 illus-
trates the extent of potential
health and social savings when a
woman is effectively treated.

For both male and female
offenders, their untreated addic-
tion exacts a high social cost. With
men, their higher rate of violent
crime creates major costs to socie-
ty. Substance-abusing women are
responsible for much less social
cost resulting from violent crime
than men are. However, untreat-
ed addiction among women
exacts a deep and tragic social
cost. For these women, the costs
are compounded not only by the
health and personal damage to
themselves, but by the serious
and potentially permanent dam-
age that is done to the physical
and emotional health and well-
being of their children, as well as
the disintegration of their fami-
lies. Effective treatment for
women offenders is an important
means of building parenting
skills, reuniting families, and
strengthening the potential and
future of the children.

For the children of substance-
abusing women, treatment can
often save the costs of providing
foster care, as well as the future
social costs that society may pay
for the emotional damage
endured by these children. As
women drug offenders have been
swelling prison populations, an
increasing number of children are
being cast adrift. When mothers
are incarcerated, only 25 percent
of the children live with their
fathers and the rest go to relatives
or foster care. The National
Council on Crime and Delin-
quency (NCCD) estimates that on
any single day in 1991, there were



approximately 125,000 minor chil-
dren of women in adult U.S. pris-
ons and jails, a figure that would
now be higher (Bloom and
Steinhart 1993). At a minimum,
loss of the mother causes emo-
tional trauma and anger for chil-
dren; it can mean lasting emo-
tional damage. The NCCD study
documents the high percentage
of problems among these chil-
dren, from learning to behavioral
and health problems.

Both States and individual
comprehensive programs for
women report that, as a result of
treatment, women make substan-
tial gains in all the above areas.
Among CSAT-supported com-
prehensive demonstration pro-
grams for pregnant and parent-
ing women, 81 percent of women
referred by the criminal justice
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system have no new charges fol-
lowing their treatment (CSAT
1995b). These comprehensive
programs show impressive
results in helping women to be
self- supporting. The following
outcomes and gains have been
reported by several representa-
tive programs.
¢ In California, more than half
the addicted women (55 per-
cent) treated in a residential
demonstration program for
women and their children
were supporting their chil-
dren—without any help from
AFDC (Aid to Families with
Dependent Children)—within
1 year of completing AOD
treatment (CSAT 1995b).
* In Pennsylvania, the savings
generated by just two CSAT-
supported treatment programs

for pregnant/parenting women

and their children include:

— $114,000 saved over a 1-year
program from the 46 percent
of participants (19 women)
who became employed.

- $90,000 saved from 26
women being united with
their children over a 1-year
period.

— Potential savings in the mil-
lions of dollars from the
delivery of 15 babies who
had no complications due to
substance abuse and no
cases of FAS (Bair 1998).

In Florida, the 180 women treat-
ed in a single residential pro-
gram have regained custody of
580 children who were previ-
ously under State guardianship
(CSAT 19950).
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Chapter 2—Specific Treatment
Approaches for Women Offenders

he women’s prison and
jail treatment programs
described in this Guide
reflect a body of new
knowledge and experi-
ence about treating women with
drug addictions. By the mid-
1990s, a great deal of exciting and
promising work was being done
in treating poor and disadvan-
taged women for substance
abuse, much of it funded
through the Center for Substance
Abuse Treatment (CSAT). Yet lit-
tle of this new knowledge was
being transferred to programs for
incarcerated women.

Against this background, CSAT
initiated a program to award
grants for innovative demonstra-
tion programs in prisons and
jails. The CSAT-funded treatment
programs for women offenders
would be designed to address the
complex needs of this drug-
dependent, impoverished, and
undereducated population.

Why Women Need
Specific Treatment
Approaches

In the 1970s and 1980s, experts
began to look more closely—and
to be concerned—at how women
were faring in the traditional sub-
stance abuse treatment pro-

grams, which had been designed
for men. Women were badly out-
numbered by men in treatment
groups and were not recognized
as having different treatment
needs. Providers began to be
aware that women in coeduca-
tional groups tended to focus on
meeting the men’s needs rather
than their own.

Until the mid-1970s, there had
been almost no evaluation and
research done on the outcomes
for women in treatment. When
the research began to tease out
separate findings for women, it
was felt that women were not far-
ing as well as men in these tradi-
tional drug and alcohol treatment
programs (Nelson-Zlupko et al.
1995). In that era of nonspecific
programs for women, women
entered treatment at significantly
lower rates than men, and had
lower rates both for being
retained in treatment and for
completing treatment (Beckman
and Amaro 1984; Blume 1990;
Reed 1985; Stevens et al. 1989).

In a movement that has accel-
erated since the 1970s, treatment
providers began to develop pro-
grams for women that incorpo-
rate two elements:

* Treating women in all-female
rather than coeducational set-
tings, where the environment
can be more nurturing, sup-

porting, and comfortable for

speaking about such issues as

domestic violence, sexual
abuse and incest, shame, and
self-esteem.

* Addressing the special needs
of women, such as child care,
transportation, and parenting
skills.

Recently, women’s treatment
experts have been calling for new
treatment models designed
specifically for women. Adding
special services to a male treat-
ment model is not sufficient.
Considerable work has gone into
how to modify the traditional
male treatment models so they fit
the psychological and social
needs of women. Chapter 5 dis-
cusses some resources and meth-
ods that the CSAT grantees used
for modifying their 12-Step and
TC models for women.

The experience with using all-
female models to serve disadvan-
taged women is particularly rich
and varied. Since the 1980s, the
Federal government has funded
well over 100 demonstration
treatment programs for disad-
vantaged women who have sub-
stance abuse problems. Since
1992, the block grant funds
administered by CSAT have
required that States set aside 10
percent of these funds for spe-
cialized women’s programs.
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Based on their experience, a
number of States, such as New
York and Minnesota, now recom-
mend women-only programs as
the treatment of choice for
women who have a history of
physical and sexual abuse. These
new perspectives are an impor-
tant tool for helping women
offenders in prison, who have an
overwhelming history of abuse.
The outcomes research on these
all-women treatment programs is
still sparse. Practitioners, however,
see evidence that these programs
work well. One study, which com-
pared women in a female-only
program to women in a coed pro-
gram, found those in the all-
woman program did better after 2

Overview of CSAT’s
Prison and Jail
Programs for
Women

In 1993, CSAT awarded grants to
seven demonstration programs
to treat drug-dependent women
in prisons and jails. These pro-
grams, along with two women’s
jail treatment projects from the
CSAT Target Cities’ program, are
described in this Guide. The four
prison and five jail programs
encompass several types of treat-
ment programs, as shown in
table 3. Most are residential ther-
apeutic communities (TCs), an

... @ number of States, such as New York and
Minnesota, now recommend women-only programs
as the treatment of choice for women who have a
history of physical and sexual abuse.

years on several measures: fewer
deaths, less alcohol consumption,
less need for inpatient care due to
relapse, higher job stability, better
relationships with children, and
maintenance of child custody
(Dahlgren and Willander 1989). At
the Betty Ford Center, women in
their female-only program were
found more likely to remain sober
for 12 months than women in
coeducational treatment pro-
grams (New Standards, Inc. 1993).
After this evaluation, the Betty
Ford Center discontinued coedu-
cational treatment and moved all

women into the female-only pro-
gram (CASA 1996).
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intensive type of treatment
designed for those with severe
substance abuse problems. One
is a less intense 6-month program
where women receive treatment
for 4 hours daily and are encour-
aged to enter community resi-
dential treatment after release.
Two are short-term, intensive jail
programs designed to motivate
women offenders into communi-
ty treatment after their release.
Part III of this document high-
lights the practical experience—
and the strategies—of these pro-
grams. Part IV provides sum-
maries of the programs, along
with a listing of materials

developed by the projects that
may be of interest to others.
These CSAT prison and jail
treatment grantees represent all-
women programs and are based
on CSAT’s comprehensive model
for treating women. The pro-
grams represent a pioneering
effort to introduce the new alter-
native approaches for treating
women into institutional settings
with a criminal justice population.

Assumptions of the
CSAT Women Offender
Programs

The programs operate from vary-
ing basic philosophies about
addiction. In each project, the
designers and staff have grap-
pled with how best to help their
women clients—deciding which
developmental model, which
approach, which strategies to
use. The programs vary radically
in length, from a 2-week inten-
sive pre-sentencing jail program
to an 18-month prison program.
The length of a program sets
obvious practical limits on its
treatment goals. A short-term
pre-sentencing program designed
to motivate women into commu-
nity treatment cannot deal with
the range of issues or therapeutic
approaches that are possible for a
6-month or 12-month residential
treatment program.

Though they differ in theory
and length, all the CSAT pro-
grams have certain core elements
and principles in common. All
are predicated on the principle
that good treatment is designed
to address women-specific
issues and that good treatment
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Table 3. Characteristics of CSAT Demonstration Programs for Women Offenders

il programs

Program ,
Intensive

| mdnong-term) || (Midishort-term) Tisrvantion

" |
Forever Free* X
California Institution 6 months
for Women minimum
Frontera, California

Choices X

Pine BIuff, Arkansas 3-24 months
(Community
Punishment Facility)

WCI Village X
Wilmington, Delaware 6-18 months

Recovery in Focus X
Pendleton, Oregon 6 months

OPTIONS X
County Jail System Average

Philadelphia, 6 months
Pennsylvania

SISTER Program X
San Francisco, Average
California 53 days

Stepping Out X

Project Average
San Diego, California 62 days

Incarcerated X
Women’s Up to 12 weeks
Recovery Project Average 14-17
North Rehabilitation days
Facility

Seattle, Washington

Women’s X
Acupuncture and 2 weeks
Awareness Center
City Detention Center
Baltimore, Maryland

*Clients in the Forever Free program live together but co-mingle
with the general prison population during their work assignments.
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programming for women
addresses issues directly related
to their substance abuse behav-
ior. Their basic approach is to
build a treatment program for
women offenders that directly
addresses the clinical issues
affecting women’s abuse and
relapse. These clinical issues are
discussed in chapter 4.
Women-centered, women-spe-
cific programs are built on certain
assumptions about treatment
that can differ fundamentally
from programs designed for
men. Developing an effective
program for women in prisons or
jails requires a theoretical ap-

Traditionally, addiction has been
compared to diabetes. Both are
chronic diseases; to maintain
physical and emotional stability,
both require adherence to a cer-
tain lifestyle. This model is effec-
tive in making the analogy that
addiction, like diabetes, should
not carry a moral stigma and can-
not be managed by will power.
However, the medical model
sees the disease of addiction as
being rooted solely in the individ-
ual. Many treatment providers
today see the origins of addiction
in a broader, more complex con-
text. Some people have a strong
genetic predisposition to addic-

Women-centered, women-specific programs
are built on certain assumptions about
treatment that can differ fundamentally
from programs designed for men.

proach to addiction treatment
that is sensitive to women and to
the realities of their lives. Such a
theoretical approach needs to
include three components: (1) a
theory of addiction; (2) a theory
of women'’s psychological devel-
opment, especially of how
women learn, grow, and heal;
and (3) a theory of trauma, since
the majority of drug-dependent
women offenders have experi-
enced physical, sexual, and emo-
tional abuse as children and/or as
adults (Covington, in press).

Assumptions About Addiction

In the past, the most common
treatment model of addiction has
been the medical model, which
views addiction as a disease.
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tion. Other addicted people,
including many in the offender
population, have simply grown
up in an environment in which
drug dealing and addiction are a
way of life.

Covington (in press) suggests
that addiction as a disease/disor-
der can be best understood holis-
tically, and that cancer is the most
meaningful analogy. Today,
many health professionals are
revising their overall concept of
disease. The new holistic
approach recognizes not only the
physical aspects of disease, but
also its emotional, psychological,
and spiritual aspects (Northrup
1994). Covington likens addiction
to cancer because both diseases
involve all these dimensions, as

well as being linked to lifestyle
choices and to the environment.

In all the CSAT demonstration
projects described in this Guide,
addiction is dealt with holistical-
ly. Not only its physical aspects,
but the emotional, psychological,
spiritual, and lifestyle compo-
nents are essential topics in treat-
ment. Several of the programs
stress how important the spiritu-
al aspects are for women offend-
ers. Addiction is viewed and
treated as a complex disorder
imbedded in both the individual
and the society.

Assumptions About Women'’s
Emotional Development

These CSAT-supported programs
for women offenders also reflect
the new evolving concepts about
women'’s psychological develop-
ment. Traditional developmental
theory is based on a separation/
individuation model. The new
theories of women’s psychologi-
cal development, generated in
part by the women’s movement,
represent a major shift in think-
ing about women. In earlier theo-
ries, women'’s development was
discussed as the opposite of that
for men—with men having the
“active” qualities of being domi-
nant, assertive, and independent,
while women were seen to have
the “weaker” qualities of being
naturally passive, compliant, sub-
missive, and dependent. Current
thinking stresses the enormous
strength and value in the way
women deal with the world, par-
ticularly in their focus on rela-
tionships as a central organizing
principle for women's lives.

The new theories about
women and addiction look at



how women have been delegat-
ed certain more dependent social
roles having to do with emotions,
nurturing, and caregiving. These
are in fact highly valuable roles,
central to a woman’s emotional
development. The woman's
development hinges on her rela-
tionships with others, including
serving and caring for others,
and on her connections with oth-
ers and feelings. These organiz-
ing principles in women'’s lives
are a source of great strength, not
a weakness.

One useful model for under-
standing the importance of rela-
tionships in women'’s lives and in
the process of their recovery is
called the “Relational Model”
(Covington and Surrey 1997).
The Relational Model, developed
by the Stone Center in Wellesley,
Massachusetts, posits that the
primary motivation for women
throughout life is not separation,
but establishing a strong sense of
connection with others (Coving-
ton, in press). In a growth-foster-
ing relationship, a woman
develops a sense of mutuality
that is “creative, energy-releas-
ing, and empowering for all par-
ticipants,” and is fundamental
to her psychological well-being
(Covington and Surrey 1997). A
woman who has healthy,
growth-fostering relationships
will derive expanded vitality,
empowerment, self-knowledge,
self-worth, and a desire for more
connection. On the other hand, a
woman who is disconnected
from others or is involved in abu-
sive relationships will experience
the opposite—disempowerment,
confusion, and decreased vitality
and self-worth. Disconnection
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from others thus provides the
backdrop for addiction.

In terms of the Relational
Model, the way to help addicted
women change, grow, and heal is
to create programs and environ-
ments in which women can form
relationships and mutual connec-
tions with others. With this
model, women’s treatment pro-
grams aim to establish a setting
where the women can experi-
ence healthy relationships with

ty of drug-dependent women
offenders have been physically,
sexually, and emotionally abused
for most of their lives. Such abuse
is a primary trigger for relapse
among women (Covington and
Surrey 1997).

Traditional addiction treatment
does not address issues of physi-
cal and sexual abuse during the
period of early recovery. The
CSAT demonstration programs
view this history of abuse as a

The way to help addicted women change, grow,
and heal is to create programs and environments
in which women can form relationships

and mutual connections with others.

their counselors and each other
(Covington, in press). The pro-
grams are designed to encourage
women to come together, learn to
trust each other, to speak about
personal issues, and to form
bonds of relationship. This model
focuses on strengths in women'’s

relationships as a means of recov-
ery (CSAT 1994b).

Assumptions About Trauma
and Recovery

As detailed in chapter 1, studies
of women in both prison and jail
find high rates of psychological
trauma in these populations
(Teplin et al. 1996; Jordan et al.
1996). This trauma is related to
the elevated rates of substance
abuse and other psychiatric dis-
orders among women inmates.
According to the CSAT demon-
stration programs, a vast majori-

central issue in the women
offenders’ addiction and recov-
ery; all programs address this
issue. (The strategies used by the
grantees are described in chap-
ters 4 and 6.)

The women'’s programs need a
theory of trauma appropriate for
the early stages of recovery. An
important guide is the book
Trauma and Recovery (1992) by
psychiatrist Judith Herman.
Herman writes that

The core experiences of
psychological trauma are
disempowerment and dis-
connection from others.

Recovery, then, is based

upon the empowerment of

the survivor and the creation
of new connections. Re-
covery can take place only
within the context of rela-
tionships; it cannot occur in
isolation (p. 133).
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She defines the following three
stages in the process of healing
from trauma:

» Stage 1: Safety. Treatment at
this early stage involves
addressing the woman'’s con-
cerns about safety in all
domains.

* Stage 2: Remembrance and
mourning. The survivor tells
the story of the trauma and
mourns the old self that the
trauma destroyed.

* Stage 3: Reconnection. The sur-
vivor faces the task of creating
a future; she now develops a
new self.

Women who are in early recov-
ery from addiction also need to
focus on safety as their appropri-
ate first stage in treatment
(Covington, in press). If women
are to recover from trauma, then
programs will need to set up a
safe environment in which the
healing process can take place.
Providing such a safe environ-
ment within a prison or jail may
not be easy, but it is the essential
environment required for recov-
ery. Dr. Herman lists 12-Step
groups as one example of the type
of groups appropriate for Stage 1
recovery from trauma. Such
groups focus on issues of self-care
in the here and now and provide
a supportive environment of
peers with similar concerns.

Assumptions About the
Treatment Environment in a
Correctional Setting

Unfortunately, prisons and jails
‘are not set up to provide a safe
and warm environment in which
women offenders are encour-
aged to come together in trust
and to form bonds of relation-
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ship. As Elaine Lord, superin-
tendent of Bedford Hills Correc-
tional Facility for women, points
out (1995):

Work with women in-
volves “bearing witness” so
that they can examine their
life histories in a safe setting
in which they can sort out
the pathways that took
them to prison, come to be
aware of themselves in
terms of those life histories,
and finally accept and
examine their own responsi-
bility for their own actions.
... There is a need to recon-
nect to other people and
discover once again capaci-
ties for trust, autonomy, ini-
tiative, competence, iden-
tity, and intimacy.

The warden points out that
prisons are not fertile ground for
such work, that the rigidity and
authoritarianism of prisons by
their very nature can be yet
another experience of power and
control as belonging to others,
not to the woman. Prison does
not allow women to experiment
with their own decision-making
but rather reduces them to an
immature state in which most
decisions of consequence are
made for them (Lord 1995).

Therapeutic communities (TCs)
within a jail or prison setting rep-
resent one treatment model that
is capable of counteracting this
authoritarianism and powerless-
ness. The CSAT-supported TCs
aim to set up an environment in
which the women assume
responsibility for their own
actions and can develop a bud-
ding sense of personal power.

Setting up this type of separate
and autonomous environment
within a prison or jail setting—
whether for a TC or other treat-
ment model—requires consider-
able planning and coordination
within an institution. All the
CSAT prison demonstration proj-
ects seem to have worked out a
successful balance between the
rules of the institution based on
security needs and the separate
rules of their treatment program.

Chapter 7 discusses some of
the strategies that these treat-
ment programs used to gain
institutional support.

Approaches of the
CSAT-funded Women's
Programs

The CSAT women-specific pro-
grams view substance abuse as
being intricately intertwined
with all the major facets of a
woman’s life. The substance
abuse cannot be addressed as an
isolated problem. If a woman is
to heal and maintain recovery,
the treatment program must help
her address both her social and
psychological needs. These areas
include the impact of physical
and sexual abuse during child-
hood, depression, domestic vio-
lence, the drug and alcohol abuse
of her partner, relations with her
children, and the guilt, shame,
and low self-esteem and confi-
dence that her life experience has
produced.

The CSAT demonstration pro-
grams use the new “alternative
approaches” that empower the
woman and help her develop self-
esteem and a sense of self. These
approaches appreciate the impor-



tance of relationships as a central
principle and source of strength
in women’s lives. Women offend-
ers learn to trust and bond with
other women for support. When
possible, there is an effort to
strengthen the woman'’s relation-
ships with her children and to
reunify her family.

The CSAT-supported pro-
grams also help women offend-
ers develop the coping and life
skills they need to build a pro-
ductive and self-sufficient future.
These skills extend to many
needed areas—to parenting, con-
trolling anger and stress, learning
to identify personal cues of
relapse, and managing a budget.

Women have great difficulty
remaining drug free and sober if
they don’t have the ability to
support their families. The longer
programs try to prepare a
woman, through education,
vocational tests, and non-stereo-
typed job training, for a place in
the labor market. The shorter
term programs try to arrange for
education, jobs or financial sup-
port, drug-free housing, and
ongoing peer support for the
women after release. All the pro-
grams have worked hard to
develop a continuum of care that
extends into the community after
the woman is released from the
institution.

All these women-specific pro-
grams aim to provide a similar
environment: one that affirms
and empowers women. The
atmosphere is warm, caring, and
supportive.  The  programs
encourage trust, bonding, and
sharing of feelings among the
women participants. Staff are pri-
marily women. Because the
women offenders have been vic-
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timized and abused, staff mem-
bers are sensitive to the way
issues of power, authority, and
dominance play out between
staff and participants.

The programs encourage
assertiveness, independence, and
autonomy for the women. At the
same time, there is strong
emphasis on taking personal
responsibility for one’s behavior.
Women “call each other out”
with forthright honesty, but this
confrontation is designed to be
positive and helpful. The pro-
grams intend to offer real hope
and motivation to women who
often see themselves as hopeless
and unworthy.

Recommendations
for Treatment
Programs

The CSAT-funded women’s dem-
onstration programs followed
CSAT’s recommendations on
what to include in treatment pro-
grams for incarcerated women.
CSAT recommends that all treat-
ment programs for women in the
criminal justice system be built
along the following principles.
First, CSAT recommends that
States and local communities
develop comprehensive treat-
ment programs for substance-
abusing women offenders. These
programs should address the
many complicated physical, emo-
tional, and social factors that
affect women’s abuse of sub-
stances and their recovery.
Second, the treatment pro-
grams in local correctional facili-
ties (jail or prison) need to be part
of a comprehensive continuum
of care that continues after the

woman’s release from custody.
CSAT recommends that services
listed on the next page be provid-
ed as essential services for women
with substance abuse depend-
ency problems.

Critical Role of
Corrections
Administrators

Many of the CSAT-funded pro-
grams for women described in
this Guide did not begin until
after they received CSAT fund-
ing, most in 1993. This accumu-
lated startup experience with a
group of treatment programs,
begun at a range of institutions,
dramatically demonstrates the
important role of corrections
administrators.

A prison or jail is inherently a
more complicated environment
for starting a treatment program
than other settings. The major
mission of the corrections institu-
tion is to provide security. Most
prisons and jails are not set up to
provide the type of environment
needed for women's treatment
programs—an environment that
offers emotional safety and sup-
port and the opportunity for
growth, autonomy, and empow-
erment.

The CSAT programs were all
able to establish viable programs,
balancing the needs and rules of
the institution with the needs of
their AOD treatment programs.
Those programs that have com-
pleted outcome evaluations all
showed a positive impact on the
women’s substance abuse and/or
recidivism (see the program sum-
marijes in chapter 8).
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Recommendations

Each woman should receive a thorough assess-
1 ment of her needs that is female-specific and

culturally relevant. Very few instruments
exist that are specific for women or even women-
focused. The important issue is to be aware that the
assessment needs to be comprehensive and to
include domains that are particularly relevant to
women. Appropriate instruments, as woman-
focused as possible, should be used to obtain a
complete criminal history; medical history; history
of substance abuse; physical, emotional, and sexual
abuse history; psychological history; and educa-
tional level.

While the woman is incarcerated, a treatment
2 team should do an in-depth assessment to

identify the range of her medical, substance
abuse, criminal justice, and psychosocial problems
and develop an individualized treatment plan. That
plan should address all the needs identified in the
assessment, including homelessness. Treatment
services should begin in the institution.

Each woman should be tested for HIV/AIDS
3 and be provided with pre- and post-test coun-

seling as appropriate to State law, regula-
tions, and administrative guidelines. In prison
and jail programs for women, HIV testing should
be available. The women need to be educated
about HIV and encouraged to undergo HIV/AIDS
testing. Counseling should be provided for all
women tested for HIV/AIDS.

Medical care should be provided for the
4 woman through formal arrangements with

community-based health care facilities. This
care should include screening and treatment for
infectious diseases, including sexually transmit-
ted diseases and hepatitis, and immunizations. It
should also include obstetrical and gynecological
care, including prenatal obstetrical services for
pregnant clients.

Substance abuse education and counseling,
5 psychological counseling (where appropri-

ate), and other women-specific and culturally
appropriate therapeutic activities should be pro-
vided throughout the continuum of care. Services
should be offered in the context of family and

other interpersonal relationships, including indi-
vidual, group, and family counseling. Counseling
based on individualized treatment plans should
be provided for women who have experienced
physical, sexual, psychological, and emotional
abuse and trauma. Counseling based on the indi-
vidualized treatment plan should also be provid-
ed for relapse prevention.

Family planning counseling should be provid-
6 ed. This needs to include information on pre-

natal care, birth control options, adoption,
and education on perinatal transmission of HIV.

Training in parenting skills should directly
7 involve the mother-child dyad and, whenever

possible, involve other family members.
Women in treatment should be permitted and
encouraged to participate in programs for their
children, such as Head Start and Parent and Child
Centers that incorporate parent participation.

Interagency agreements should be developed
8 with relevant child welfare agencies to

address the needs of the children whose
mothers are in local correctional facilities and to
help make possible regular visits from children to
the mothers who do not have custody of their
children.

Formal linkages should be established with
9 community providers for provision of all nec-

essary services. The services should include
basic needs of food, clothing, housing, finances;
assistance in legal matters, family planning, and
vocational/educational needs; transportation;
health care; mental health services; and support
services.

Specialized services should be provided
10 for the children of female offenders.
Children and other family members

should be included in all levels of the service
delivery network—in the continuum of preven-
tion, treatment, and recovery. The program
should provide therapeutic child care and child
development services, including supervision of
children while their mothers are engaged in

treatment and other rehabilitative activities in
the community.
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In working through the ini-
tial months of program startup,
it was clear that the attitude,
support, and resources made
available by corrections admin-
istrators were absolutely crucial
for success. The following are
some of the most critical ele-
ments, which are discussed fur-
ther throughout this Guide.

Issue 1. The treatment pro-
gram’s special therapeutic
environment needs to be
understood and supported at
all levels of the institution.

An AOD program is enormously
benefitted when it exists in a
milieu of support—when the
total prison or jail staff under-
stands the rationale and value of
its special environment. Even
when the corrections administra-
tion totally endorses a program,
security personnel may not
understand the program’s sup-
portive, warm environment and
consider it “coddling” the
women. The “word-of-mouth”
institutional underground, before
a program has established its own
record, can either greatly help or
can hobble a new program.

Issue 2. Special dormitory/
housing arrangements within
the prison or jail are needed
for women participating in
intensive substance abuse
treatment programs.

Isolating program participants
from the general prison popula-
tion is a key element for treatment,
and good treatment programs try
to keep their participants and
graduates separated from the gen-
eral population. This isolation
from other drug-abusing inmates
continues to be important in the
post-release period. All the CSAT-
supported programs were able to
gain separate facility space for their
programs. However, in one case,
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empty program beds began to be
filled with non-program partici-
pants, which caused serious prob-
lems for programming,.

Issue 3. The security person-
nel for treatment programs
represent a vital component
in the program.

Administrators can be extremely
helpful to programs when they
understand the program needs
regarding security officers. The
security officers play an important
role in maintaining a program’s
tone and they are important in
supporting the program’s thera-
peutic environment. Treatment
programs say they need a cadre
of willing security officers who
can be consistently assigned to
the program and cross-trained
along with treatment personnel.

Issue 4. Programs need to be
allowed adequate scheduling
time to provide intensive
treatment.

Standardized screening shows
that women offenders in the
CSAT-funded programs have seri-
ous, chronic substance abuse
problems. To treat such problems
requires intensive full-time treat-
ment; it is hard work for women.
Prisons often require offenders to
work 8 hours per day. A full work
schedule means that women
offenders must squeeze AOD pro-
gramming into at most 4 hours
per day when they are exhausted.
In the CSAT programs, several
prisons allowed the women’s
AOD treatment to count toward
their work requirement.

Issue 5. Coordinating the
release of offenders with
treatment needs can be criti-
cal.

Treatment programs are designed
with goals and activities that mesh
with the amount of time that

offenders will be incarcerated. The
length of the usual sentence is crit-
ical to what type of program is
planned. A jail treatment program
designed to last 3 to 6 months
won't work if inmates begin to
cycle through in 14-day stretches.
In addition, the planning for indi-
vidual program participants needs
to occur in such a way that the
women can be released back to the
community—not to the general
population—when they graduate
from the program.

Issue 6. Providing space for
child and family visits is an
important component for
women offender programs.

A comfortable area for children
and families to visit helps women
maintain bonds with their chil-
dren. Several of the CSAT-sup-
ported programs have been able
to offer areas not only for visits,
but for family therapy. The obser-
vation of mother/child interac-
tions allows skilled parenting
help to the mothers.

Issue 7. Planning for post-
release treatment services is
vital.

The most critical period for sub-
stance-abusing women offenders
is during their transition to the
community. After prison or jail
treatment, women offenders
badly need supervised aftercare.
Correctional administrators can
foster the needed links to these
community aftercare services. In
several of the CSAT-supported
jail programs, community service
providers come into the facility
and pre-plan with the individual
woman for her post-release treat-
ment and other services.
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he Center for Substance
Abuse Treatment (CSAT)
believes that women
offenders with drug
dependency problems
require more services than sub-
stance abuse treatment alone,
whether that treatment occurs
during incarceration or in the
community. These women need
a range of social services within a
planned continuum of care. Each
woman offender should have a
continuing care plan in place
before she transitions between
and from correctional agencies.

CSAT believes that integrating
a range of substance abuse treat-
ment services into a criminal
justice treatment network will
provide measurable improve-
ments in these systems. Re-
search supports the conclusion
that outcomes for addicted
women offenders will improve
under a coordinated system of
care, as compared to the
women'’s receiving episodic
treatment services at different
points in the criminal justice
process.

CSAT encourages both State
and community-wide planning
for a continuum of care for
women offenders. Coordination
and cooperation need to be set up
across two major systems. One
system consists of State and local

criminal justice agencies, includ-
ing courts, pretrial services, jails,
probation, prison, and parole
agencies. The second cooperating
system consists of community
treatment providers involved in
the supervision and treatment of
substance-abusing  offenders.
Particularly with women, these
systems also need to interact with
a variety of health and social serv-
ice agencies.

It needs to be recognized that
systems differ. For example, the
Federal prison system uses its own
employees for substance abuse
treatment. Many State prison sys-
tems, such as California, use con-
tractors to provide substance
abuse treatment for incarcerated
women. States and communities
also use many different systems
for handling the post-release
supervision and treatment of
women offenders. These differ-
ences create a variety of both lim-
itations and opportunities for
developing a systems approach.

This Guide focuses on the prac-
tices of CSAT’s demonstration
programs in attempting to devel-
op a continuum of care for
women offenders within their
existing State and local systems.
In most localities, the lack of a
coordinating system is a major
hurdle in trying to provide a con-
tinuum of care for these women.

Background to
Collaboration

For offenders with serious sub-
stance abuse problems, single
strategies are not likely to work—
whether that single strategy is an
isolated episode of treatment,
parole and supervision only, or
case management without the
leverage of criminal justice sanc-
tions or inducements to treat-
ment. To interrupt the cycle of
substance abuse, crime, incarcer-
ation, release, and re-offense,
offenders need an integrated and
graduated plan that combines
treatment with sanctions, super-
vision, and support. Strategies
for monitoring and supporting
each offender need to mesh at
every stage across the two fields
of criminal justice and treatment.
And particularly for women, this
continuum of care needs to
encompass a multitude of other
services, from housing to voca-
tional training to strengthening
and reuniting families.

The current environment for
programs wanting to set up this
kind of joint endeavor is quite
encouraging. Over the past
decade, many people in both the
treatment and criminal justice
fields have made concerted efforts
to develop effective partnerships.
The Center for Substance Abuse
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Treatment has conducted an
extensive review, with follow-up
technical assistance, of treatment-
criminal justice linkages in more
than 40 States. In 1992, only 12
percent of States had significant
linkages between criminal justice
and substance abuse treatment.
By 1995, 100 percent of States had
established links between proba-
tion and parole and substance
abuse treatment and were offer-
ing pretrial and pre-sentence sub-
stance abuse services.

Many States, local communi-
ties, and individual professionals
have worked to set up collabora-
tive relationships between their
criminal justice and substance
abuse treatment systems. As one
CSAT-supported project director
put it, “What we have in this
community is a group of collabo-
rators across systems with good
communications. Our case man-
ager communicates back to the
judge, who is very supportive of
a case management model, and
the enforcement people try to
guarantee success for the women
by advocating for social services
and treatment.”

Advantages of a
Systemic Approach

In designing programs for
women offenders, planners—
both at the State and the local
level—need to assess their specif-
ic situations. In some areas, the
most critical need may be to cre-
ate linkages across systems and
to fill in service gaps. For exam-
ple, some areas have no residen-
tial treatment available for
women and their children or
have no supervised, safe and
sober housing available for
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women after their release. There
may be no case management sys-
tem to support women offenders
who have been released to the
community, whether these
women are in outpatient treat-
ment or not. Women who go
from prison or jail into residential
treatment may have no system of
support after they voluntarily
leave treatment.

Looking for Gaps in
Service Delivery

For women offenders with sub-
stance abuse problems, the country
has a fragmented service system.
This makes it critically important
to think systemically about how
to design services—not just how
to provide links from a single
program to the community.
Where are the most glaring gaps
in a community’s continuum of
treatment, social services, and
supports?

Accountability sanctions and
incentives represent another area
where continuity across systems
is important and where a coordi-
nated systems approach will be
more effective than isolated
actions. Accountability sanctions
include a wide range of methods,
such as incarceration, probation,
and home detention. Sanctions
can play a positive role in pro-
moting recovery from addiction.
Treatment itself may be used as
an intermediate sanction or as an
incentive. Offenders, for exam-
ple, may be mandated to treat-
ment in lieu of incarceration. As
the woman successfully com-
pletes successive stages in her
treatment, she can be rewarded
with reduced sanctions and with
incentives, such as home visits.

When a woman relapses, as
evidenced by a drug-positive
urine test, this regression may be
addressed by increasing the
intensity of an offender’s partici-
pation in treatment. Alterna-
tively, the relapsing offender may
be subject to a sanction, such as a
short-term jail sentence.

For male offenders, the use of
intermediate sanctions in combi-
nation with AOD treatment is
widely recognized and encour-
aged. An excellent guide on this
topic is CSAT Treatment Improve-
ment Protocol (TIP) No. 12,
Combining Substance Abuse Treat-
ment With Intermediate Sanctions
for Adults in the Criminal Justice
System (CSAT 1994a).

For women offenders, there is
almost no research on the most
promising sanctions to use in
conjunction with treatment.
What is needed are rational,
data-informed, enlightened, pur-
poseful sanctions and sentencing
practices. Treatment programs
report that a system of intermedi-
ate sanctions and rewards is
important as a structure for set-
ting a client’s individual behav-
ioral guidelines during treatment
and probation/parole. The track-
ing of frequent, random, but
mandatory drug testing is useful.

Experts also believe that com-
munity-based sanctions for
women, if they were available,
could be used more extensively
in lieu of incarceration (Owen
and Bloom 1995). For women,
community-based sanctions and
alternatives to incarceration,
such as day reporting centers,
would let a woman stay in the
community for mandated treat-
ment. These alternatives would
be less expensive, and often less



damaging to her family, than
incarceration. We need to expand
these options for women.

One serious problem for
women after their release from
custody is too many and conflict-
ing requirements. Women can
fail at parole if faced with multi-
ple, conflicting sanctions from
different agencies, including
treatment, custody requirements,
work, and probation/parole vis-
its. For example, the child welfare
agency may require actions that
interfere with a woman’s ability
to attend mandated treatment.

A CSAT project for pregnant
women and their infants found
the most effective way to pres-
ent sanctions to women was as a
natural consequence of their
behaviors. Knowing that certain
behaviors would result in a
referral to child protective serv-
ices served to place the control
more in the hands of the client.
Thus the case manager’s role
became one of informing rather
than threatening the client
(Laken and Hutchins 1995, p. 9).

Creating Linkages
Across Agencies

Because of the multiple problems
of women offenders—and the
multiple agencies that are
involved in addressing those
problems—drug treatment for
women offenders needs to move
toward a more systems-oriented
approach to service delivery. This
systems-oriented approach needs
to emphasize
e Linkages and coordination
among programs and agencies
* Joint planning and training
* Shared resource allocation
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* Continuity of care for clients

throughout the system

A systemic approach requires
both formal and informal link-
ages among all the organiza-
tions—criminal justice agencies,
drug treatment programs, and
health and social service agen-
cies—involved in providing
treatment services to women
offenders with substance abuse
problems. The treatment capacity
of the system, the kinds of pro-
grams and services that are avail-
able to women, and the nature of
the linkages among the organiza-

Meeting System Needs

As more information is shared
about how existing programs
assess and address women’s
needs, it becomes possible to bet-
ter meet those needs. A system'’s
capacity and services can then be
changed on the basis of informa-
tion, rather than assumptions,
about the unmet needs for treat-
ment of both individual women
and the women offender popula-
tion in the aggregate. Having a
system in place, instead of isolat-
ed programs, offers a mechanism

One serious problem for women after
their release from custody is too many
and conflicting requirements.

tions—all will determine the
structure of a given system and
the ability of its organizations
and officials to meet women's
needs.

How best to integrate and link
agencies and organizations is a
separate topic, beyond the scope
of this Guide. Table 4 lists the link-
age recommendations made by
the National Task Force on
Correctional Substance Abuse
Strategies. How to link systems,
especially the criminal justice
and substance abuse systems, is
discussed in depth in two recent
CSAT Treatment Improvement
Protocols (TIPs)—TIP No. 12 on
combining treatment with inter-
mediate sanctions (CSAT 1994b)
and TIP No. 17 on planning treat-
ment for adults in the criminal
justice system (CSAT 1995a).

for solving many current needs.
These include:

* The need for a uniform screen-
ing and placement system, so
that women can be placed con-
sistently in the most appropri-
ate level of care. The Colorado
correctional system, for exam-
ple, has developed a screening
system that assesses and
matches offenders to a pre-
ferred level of treatment and
has also trained counselors
throughout the system in how
to use it. Other State AOD
agencies have adopted stan-
dardized patient placement
criteria, such as the criteria
developed by the American
Society of Addiction Medicine
(ASAM).

These standardized criteria
can then be adapted for
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women offenders. As one
example, Pennsylvania has
adapted the ASAM Patient
Placement Criteria to include
all levels of care available, and

the Pennsylvania Criteria are

now being modified to address

the special needs of women
and women with children.

* The need for continuity, compre-
hensiveness, and individual
tracking for each woman
through each phase of her
treatment and accountability
to the criminal justice system.

Table 4. Linkage recommendations of the National Task

Force on Correctional Substance Abuse Strategies

GOAL: Provide linkages to assure effective communication across the
entire correctional system, including community-based agencies, for
transmitting information and coordinating services.

RECOMMENDATIONS:

Cumulative information should follow the offender from the earliest
impact point throughout the system.

Relevant assessment and treatment information should be shared
with all substance abuse treatment programs providing service to the
offender.

Offenders should have continuing care plans prior to transitioning
between and from correctional agencies.

Formalized agreements should be developed that detail areas of
responsibility, services provided, and mechanisms for information
exchange among State and local agencies in the correctional system
and the treatment community.

Combined case planning should be accomplished among correc-
tional and treatment agencies when working with the same
substance-abusing offender, when transferring the offender from

one agency to another, or when transferring the offender from one
part of the correctional system to another.

Ongoing professional forums among correctional representatives
and community treatment providers, especially at the policy-making
level, should be held to address common concerns and issues.
Cross-training (training across disciplines and agencies) covering a
wide array of treatment techniques, case management issues, and
criminal justice concerns should be conducted on an ongoing basis
for professionals and paraprofessionals working with substance-
abusing offenders.

A management information system, preferably automated, should
be established and used within and across systems to monitor the
delivery of appropriate substance abuse programming to offenders,
collect data for program evaluation, and establish a rationale for
additional interventions and staff.

—Excerpted from National Institute of Justice, Intervening with Substance-Abusing
Offenders: A Framework for Action; The Report of the National Task Force on Correctional
Substance Abuse Strategies, Washington, DC: U.S. Department of Justice, June 1991, pp.
51-57.
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Some metropolitan areas, par-
ticularly, are now developing
centralized intake units (CIUs)
and management information
systems (MISs) that offer the
means for this kind of tracking
by all systems—corrections,
treatment, and social services.
The need for coordination and
integration of all components of
the criminal justice system with
each other and with communi-
ty-based treatment. The lack of
an integrated approach is par-
ticularly glaring with women.
For example, women with chil-
dren are likely to be simultane-
ously involved with a group of
different social service agen-
cies, as well as probation offi-
cers; all may treat families in a
different way and can set up
conflicting requirements. This
kind of system can set up con-
flicting demands that a woman
cannot meet—setting her up
for failure.

The need for management prac-
tices that create a feedback loop,
so that evaluation results can
inform clinical practices and
create a flow of information
between units.

The need to identify and magni-
fy whatever funding is avail-
able. State needs assessments
show that public funding for
community treatment facilities
everywhere in the country is
grossly inadequate to meet
treatment needs. In Delaware,
for example, available commu-
nity treatment slots are inade-
quate to meet the needs just for
the offender population alone,
not even counting the rest of
the citizens who have sub-

stance abuse problems (Peyton
1994).



A scarcity of funds for publicly
funded community treatment is
likely to be an increasing prob-
lem. Women offenders depend-
ent on alcohol and other drugs,
whose numbers are growing,
may be adversely affected in four
important ways:

* National scarcity of women-
specific community programs.
Women offenders need inten-
sive women-specific treatment
programs, including programs
that also serve their children
and families, and these are in
particularly short supply.
There is concern that, as inten-
sive treatment programs are
introduced in prisons, women
will be incarcerated as the only
available option for providing
them with adequate substance
abuse treatment.

* Waiting lists. Waiting lists for
publicly funded community
treatment slots are common
across the country. When
women offenders transition
from a prison or jail treatment
program into the community,
they need immediate admission
to a community treatment pro-
gram. Being put on a waiting
list for treatment is not accept-
able. Institutional treatment
programs report that women
offenders can be lost to treat-
ment if there is even a day’s
delay between release from the
institution and their entry into
a community program.

* Managed care Medicaid plans.
Across the country, many
States are placing their Medi-
caid patients under managed
care arrangements. There is
concern that managed care
plans, designed to treat acute
problems, will not cover the
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type of treatment needed by

women offenders with their

long-term, chronic problems.

Just how the ancillary services,

such as vocational training and

family counseling, will be paid
for under managed care plans
is also not apparent.

* Loss of welfare support. In the
past, many women offenders
returning to the community
have received welfare support
until they are employed. Such
support assists a woman while
she is in community substance
abuse treatment. Under the
recent welfare reform legisla-
tion, women convicted of a
drug offense are no longer eli-
gible for welfare support
unless the State makes an
exemption. Most States have
not done so.

An important solution to the
funding dilemma is to set up
treatment funding that follows
women offenders from in-cus-
tody treatment into the continu-
um of care in the community.
More funding for community-
based treatment through the cor-
rectional system is one potential
and positive solution. In some
States, treatment funding is now
linked to offenders through the
correctional system. State correc-
tional or community supervision
departments set up contracts
with community substance
abuse, mental health, and voca-
tional agencies to provide servic-
es for offenders on probation. For
example, the California legisla-
ture has recently allocated funds
so that graduates of the Forever
Free program from all parts of the
State can receive community
treatment after their release from
prison. (Forever Free is one of the

CSAT-funded treatment pro-
grams described in this Guide.)

Types of
Community-based
Systems Models

For planners in either corrections
or treatment, there are now a
number of different models for
setting up an integrated commu-
nity system. Several of these
models are demonstrations sup-
ported by funding from the
Center for Substance Abuse
Treatment (CSAT). Many of
CSAT’s recent initiatives have
been designed to enhance and
support the development of
treatment systems, as opposed to
single points of intervention.

Treatment Accountability

for Safer Communities
(TASC)

TASC, begun during the 1970s by
the Bureau of Justice Assistance,
is now a widely used model for
bridging the gap between crimi-
nal justice agencies (courts and
probation) and the treatment
providers. TASC clients remain in
treatment 6 to 7 weeks longer
than other criminal justice
clients, whether referred to resi-
dential or outpatient programs
(Lipton 1995). National studies of
TASC in the 1970s showed that
the program was effective in
reducing rearrest rates; only 8
percent of clients in all sites were
known to have been rearrested
for new offenses while in the
program.

TASC incorporates the philoso-
phies of both the criminal justice
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and substance abuse treatment
systems into its operating princi-
ples. This model capitalizes on the
leverage of the criminal justice
system to achieve maximum ben-
efits from treatment for its clients.
TASC provides supervision, but
this is not equivalent to probation
or correctional supervision. TASC
conducts clinical screens and
assessments and provides case
management services, but it is not
a treatment program. However,
some TASC programs do provide
treatment services either directly
or through contracts. Although
TASC can function as a program,
it is perhaps most powerful when
managing offenders who are
moving through complex levels of
criminal processing, supervision,
and sanctioning, while also
receiving multiple treatment
interventions and modalities.
TASC programs now operate
“in more than 100 cities through-
out the United States, and TASC
is heavily represented in some
States, including Florida, New
York, Ohio, Pennsylvania,
Illinois, Arizona, and Colorado.
Besides being an effective pro-
gram model, TASC has also
developed a methodology for
integrating the criminal justice
and substance abuse treatment
systems, holding offenders and
both systems accountable by
means of client-specific case
management. The TASC meth-
ods can be used by other pro-
grams or systems that are
managing substance-involved
offenders, including women.
These methods are essential in
such efforts as developing part-
nerships between drug courts
and the treatment delivery sys-
tem and for linking institution-
based treatment services with
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community-based supervision,
treatment services, and aftercare.
TASC has particular expertise in
the following service compo-
nents:
* Screening and assessment
* Drug testing
* Data collection and
management
* Client monitoring
¢ Case management
¢ Client advocacy
¢ Clinical methods
* Relapse prevention
* Staff training
TASC has developed a public
domain management informa-
tion system with SEARCH, Inc,,
called TASC-MIS. TASC has also
developed a variety of mono-
graphs and guidelines, including
a training curricula, manuals for
trainers and participants, and
monographs on urinalysis as part
of a TASC program and on drug-
involved female offenders.

Drug Courts

Drug courts are an important
development in treating the sub-
stance-abusing offender. The
National Association of Drug
Court Professionals (NADCP), an
organization formed several
years ago, defines drug treat-
ment courts as “a special court
given the responsibility to handle
cases involving less serious drug-
using offenders through a super-
vision and treatment program.
These programs include frequent
drug testing, judicial and proba-
tionary supervision, drug coun-
seling, treatment, educational
opportunities, and the use of
sanctions and incentives.” The
NADCP has developed a set of
key components for drug courts
(see table 5).

Drug courts are reporting cost
savings. For example, the
Multnomah County, Oregon
Department of Community
Corrections estimated that the
Portland drug court would save
almost $300,000 in costs to the
criminal justice system during
one fiscal year.

There is no universal model for
drug courts, and not all drug
courts are “diversion” models.
The main types involve drug
treatment and expedited case
processing. The involvement of
judges—and the judge’s detailed
knowledge of an offender’s
behavior, from attending treat-
ment to maintaining “clean”
urines to probation reports—is a
significant and new factor in this
approach. From modest begin-
nings with four or five drug
courts in the early 1990s, there
were now more than 400 drug
courts in the United States sup-
ported by a variety of local, State,
Federal, and private funds and
participant fees. The 1994 Crime
Act authorized the U.S. Attorney
General to award and administer
discretionary grant funds for
drug courts. Many drug courts
were started with Justice
Department grants made avail-
able from 1996 through 1998. In
addition, CSAT has provided
modest funding and technical
assistance.

Drug courts appear to offer a
promising approach for manag-
ing drug-abusing women offend-
ers. Some drug courts for women
have been developed. One such
example is the Brooklyn, New
York, Treatment Court, which is
supported by CSAT as a project
in the Criminal Justice Networks
demonstration program.
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Table 5. Defining drug courts: The key components

The National Association of Drug Court Professionals
Drug Court Standards Committee

Key Component No. 1:

Drug courts integrate alcohol and other drug treatment services with justice

system case processing.

Key Component No. 2:

Key Component No. 3:

Using a nonadversarial approach, prosecution and defense counsel promote
public safety while protecting participants’ due process rights.

Eligible participants are identified early and promptly placed in the

drug court program.

Key Component No. 4:

Drug courts provide access to a continuum of alcohol, drug, and other related treat-

ment and rehabilitation services.

Key Component No.
Key Component No.

Key Component No.

®» N o @

Key Component No.

Abstinence is monitored by frequent alcohol and other drug testing.
A coordinated strategy governs drug court responses to participants’ compliance.
Ongoing judicial interaction with each drug court participant is essential.

Monitoring and evaluation measure the achievement of program goals and

gauge effectiveness.

Key Component No. 9:

Continuing interdisciplinary education promotes effective drug court planning, imple-

mentation, and operations.

Key Component No. 10:

From: Office of Justice Programs (OJP) Drug Courts Program Office. Defining Drug Courts: The Key Components, by The National Association
of Drug Court Professionals Drug Court Standards Committee. Washington, DC: U.S. Department of Justice, January 1997.

Forging partnerships among drug courts, public agencies, and community-based
organizations generates local support and enhances drug court effectiveness.

Three helpful resources are
shown in the box on the follow-

ing page.

Integrated Management
Information Systems

CSAT, through its Target Cities
initiative, provides discretionary
funding to develop infrastruc-
ture planning in major metro-
politan areas. Criminal justice
components are now part of
these treatment networks in 11
cities. Two projects described in
this  Guide—the  Baltimore
Women’s Acupuncture and
Awareness Program and the

OPTIONS program in Phila-
delphia—are both benefiting
from new comprehensive pro-
grams for women made avail-
able under this project. The
Target Cities that contain crimi-
nal justice components, most of
which are jail-based, include
Albuquerque, Baltimore, Cleve-
land, Dallas, Detroit, Newark,
New Orleans, Philadelphia,
Portland, San Francisco, and St.
Louis.

The approach of the CSAT
Target Cities program is to
develop an infrastructure that
will support coordination, com-
munications, and information

sharing across the network. The
projects focus on developing
such integrating mechanisms as
centralized intake units (CIUs)
and management information
systems.

Community Networks

Late in 1995, CSAT awarded
eight cooperative agreements to
develop and implement a
sophisticated new concept—
criminal justice treatment net-
works. This demonstration pro-
gram involves consortia led by a
local court or community correc-
tions agency, which also include
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substance abuse treatment agen-
cies and a range of health and
mental health organizations.
Four of the community networks
are specifically designed to serve
women—these are in Brooklyn,
Philadelphia, San Francisco, and
Phoenix.

This holistic approach repre-
sents an intensive effort to build
and strengthen networks made
up of diverse organizations and
systems that have conflicting
goals, varied management and
operating philosophies, and dif-
fering realities. Each network is
developing an automated man-
agement information tracking
system to document the progress
of both programs and individual
offenders. The most effective
models—those that expand serv-
ices in a cost-effective way and
show enhanced treatment out-
comes in reduced drug use,
lower recidivism, and improved
social  functioning—will  be
appropriate for replication. The
models selected for replication
will include intake screening and
assessment and will provide a
continuum of care that includes
case management, primary
health and mental health care,
and other supportive services.

CSAT’s
Recommended
Approaches for
Establishing
Networks

The goal of an integrated network
is to provide women offenders
with a systemic, unified approach
where all statewide or community
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Administration, 1996.

of Justice, January 1997.

Helpful resources for information about drug courts
* CSAT Treatment Improvement Protocol TIP, No. 23

Center for Substance Abuse Treatment. Treatment Drug Courts:
Integrating Substance Abuse Treatment With Legal Case
Processing. Treatment Improvement Protocol (TIP) Series,
No. 23. DHHS Pub. No. (SMA) 96-3113. Rockville, MD:
Substance Abuse and Mental Health Services

* Briefing report by the U.S. General Accounting Office

U.S. General Accounting Office. Drug Courts: Information on a
New Approach to Address Drug-Related Crime. Briefing
Report to the Committee on the Judiciary, U.S. Senate,
and the Committee on the Judiciary, House of
Representatives. Washington, DC: General Accounting
Office (GAO/GGD-95-159BR), May 1995.

* Defining Drug Courts: The Key Components, by the
National Association of Drug Court Professionals

Office of Justice Programs (OJP) Drug Courts Program Office.
Defining Drug Courts: The Key Components, by The National
Association of Drug Court Professionals Drug Court
Standards Committee. Washington, DC: U.S. Department

agencies join together to super-
vise, case manage, and treat
offenders. CSAT expects such col-
laborative efforts to expand serv-
ice delivery and reduce the cost of
treatment to criminal justice
clients, as compared with the cost
of current systems that provide
single points of intervention.

A network is defined as a tightly
structured partnership of State
and local government and crimi-
nal justice agencies, including
courts, pretrial services, proba-
tion/parole, and law enforcement.
Other government agencies in-
clude public and nonprofit pri-

mary health care, mental health
care, substance abuse treatment,
allied social services, job place-
ment agencies, and schools. At the
local network level, the primary
leadership should come from the
local jurisdiction’s judiciary or
probation/community corrections
agency. The continuum of servic-
es needs to be integrated around
some key intake point that can
operate as a “gatekeeper” to the
system. For example, a drug
diversion court or a jail/detention
agency could function as the cen-
tral intake point. (CSAT’s recom-
mendations follow.)
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Recommendations

The local consortium or network needs to
1 tie together the pivotal points of referral

and supervision in the courts or community
supervision agencies (probation and parole agen-
cies) with the appropriate State and local agencies
responsible for offender treatment services.

The services provided through the consor-
2 tium should include addiction treatment,

public health, primary health care, mental
health services, supervision/testing by courts and
corrections agencies, and child welfare services.

The consortium should create a new infra-
3 structure or enhance existing components

for a comprehensive criminal justice net-
work by incorporating and integrating existing
Federal, State, and locally funded projects. The
consortium should identify and work with proj-
ects that serve specific target populations
involved with the criminal justice system.

The model developed by the consortium
4 needs to include a centralized intake point

of entry where offenders referred by the
courts and criminal justice system can be compre-
hensively assessed and referred to treatment. The
model needs to include intake screening, assess-
ment, and the provision of a continuum of care
that includes case management, primary health
and mental health care, and other services for eli-
gible substance-abusing women offenders.

The consortium should integrate culturally
5 sensitive services as appropriate for ethnic

and other minority groups in terms of both
program planning and implementation.

A core element of the network services
6 should be a case management system that

provides appropriate supervision and track-
ing. This case management is expected to include
assisting clients with referrals, tracking clients, fre-
quent case review, frequently scheduled random
urine testing, a schedule of regular and frequent
communication with community treatment pro-
viders, and frequent reporting of client progress
to the referring criminal justice agencies.
7 Case managers may be situated at numer-

ous points within the system. These case
managers should be individuals knowl-

edgeable about the criminal justice process,
offender clients, substance abuse treatment,
and child welfare and other women-specific
services.
A system of intermediate sanctions and
8 positive rewards should be implemented as
a structure for client behavioral guidelines.
Comprehensive, women-specific treatment
should be provided for women offenders
with AOD abuse. This treatment should
address the clinical issues related to women'’s
substance abuse, including primary and specialty
health care for infectious diseases and other
physical disorders, mental health services, vio-
lence reduction and intervention, family counsel-
ing and job placement, services for victims of
physical or sexual abuse, and services for families
and children.
The public health component of the
1 O treatment regimen should involve local
and/or State agencies that engage in
screening and counseling for infectious diseases,
as well as coordination with treatment providers.
The infectious diseases of concern include
HIV/AIDS, tuberculosis (TB), sexually transmitted
diseases, and hepatitis B.
The consortium should develop an
11 automated management information
system (MIS) for rapid communication
across agencies and to allow for rapid tracking
and referral of clients for maximum system-wide
utilization of treatment capacity. This MIS will be
designed so that it continues to protect client con-
fidentiality.
A goal for the system should be to
12 expand service delivery and increase
access to substance abuse, mental
health, and primary care treatment for women
offenders who need these services. A longer term
goal should be to provide improved treatment
outcomes by means of more effective treatment
and recovery services. These improved outcomes
can be measured through reduced drug usage
and associated problems, lower criminal justice
system recidivism, and improved health and

- social functioning.
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Chapter 4—Clinical Issues

in Treating Women Offenders

he women served in the

CSAT-funded prison and

jail programs all have

severe substance abuse

problems. Many are
dependent on more than one
drug, have a history of substance
abuse extending over a number
of years, and often have already
undergone some substance
abuse treatment.

Although women in both the
prison and jail programs share
serious substance abuse problems,
program managers emphasize that
these are distinct client popula-
tions. The CSAT prison demonstra-
tion programs stress the overall
severity of their clients’ problems
in three areas—drug addiction,
social and cognitive deficits, and
criminogenic behavior. The severi-
ty of these problems must all be
addressed in prison treatment pro-
grams. Women in the jail programs
often have a shorter history of
drug problems and of criminal
behavior.

The characteristics of clients in
two CSAT-supported programs
suggest how prison and jail pop-
ulations may differ.

* The Forever Free prison program.
In this 6-month treatment pro-
gram, a typical participant
could have a 25-year daily
heroin addiction, no high
school diploma, no legal job

history, social and cognitive

deficits, and a criminal history

(typically petty theft) going

back 30 years.

* The Baltimore Detention Center
program. This 2-week Baltimore
pre-trial program targets female
substance abusers in the city
detention center—women who
have less extensive histories of
drug use and crime and are
therefore likely to be released
back to the streets at the time of
trial. The majority of women
lack a high school diploma and
have limited work histories.
These women, like those in the
State prison programs, are
heavily involved with drugs. In
the Baltimore program, 74 per-
cent of the women report hero-
in as their primary substance
problem, more than 80 percent
report a secondary drug prob-
lem (most often cocaine), and
40 percent report alcohol
abuse/dependence in addition
to their primary drug prob-
lem(s).

For all women offenders with
serious substance abuse prob-
lems, the substance abuse cannot
be successfully treated in isolation
from the social and psychological
issues in which their addiction is
embedded. Critical issues to
address—for both recovery and
for public health reasons—are

empowerment/self-esteem, sexu-
al and physical abuse and vio-
lence/victimization, and health
and high-risk behaviors. The
Center for Substance Abuse
Treatment (CSAT) required that
their program grantees serving
incarcerated women develop
programs that address the major
clinical issues affecting substance-
abusing women. These major
issues are listed in table 6. The fol-
lowing section describes each of
these clinical issues in chronolog-
ical order, following CSAT’s list.
This list is not intended to suggest
any priority order. All issues are
important.

Clinical Issues
Affecting Substance
Abuse in Women

Clinical Issue 1: The
etiology of addiction, espe-
cially gender-specific issues

Women’s drinking and drug abuse
is different from men’s. Knowledge
about how and why women
become addicted to alcohol and
drugs has been steadily growing
since the 1970s. Current research
indicates that chemically depend-
ent women differ from their male
counterparts in significant ways:
in their patterns of drug use, their
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psychosocial characteristics, and
in the physiological conse-
quences of their drug use
(Nelson-Zlupko et al. 1995). For

example, unlike men, women
often describe the onset of drug
use as sudden and heavy rather
than gradual.

following issues:

of addiction)

. Low self-esteem

0o ~N O O M W N

other abuse

9. Eating disorders

11. Parenting

family members, or partner

13. Work

16. Life plan development

17. Child care and child custody

pp. 178-179.

Table 6. CSAT’s Comprehensive Treatment Model
for Women—Clinical Issues

Within the treatment program, counselors should address the

1. The etiology of addiction, especially gender-specific issues related
to addiction (including social, physiological, and psychological
consequences of addiction, as well as factors related to the onset

. Race, ethnicity, and cultural issues

. Gender discrimination and harassment

. Disability-related issues, where relevant

. Relationships with family and significant others

. Attachments to unhealthy interpersonal relationships

. Interpersonal violence, including incest, rape, battering, and

10. Sexuality, including sexual functioning and sexual orientation

12. Grief related to loss: to the loss of the substance that was being
abused, and the emotional losses related to the woman'’s children,

14. Appearance and overall health and hygiene

15. Isolation related to a lack of support systems (which may or may not
include family members and/or partners) and other resources

Source: Practical Approaches in the Treatment of Women Who Abuse Alcohol
and Other Drugs, Center for Substance Abuse Treatment (CSAT), 1994c,
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Women are more likely than
men to be addicted to more than
one mood-altering substance,
and many addicted women
report that they began using
drugs after a specific traumatic
event in their lives. Most impor-
tantly, for women, chemical
addiction frequently represents
an effort to self-medicate for
depression and other mental
impairments, to numb pain, and
to make tolerable what is a
painful and hopeless life. Women
have higher rates of psychiatric
comorbidity than men.

Women substance abusers
often have experienced physical
and sexual abuse during their
childhood. More than for men,
women’s substance abuse is inter-
twined with the drug and alcohol
abuse of their partners. To achieve
lasting recovery from substance
abuse, women need to work
through issues of guilt and
shame, lack of self-esteem, and
feelings of disconnection and dis-
empowerment. Substance-abus-
ing women need to build trust,
bonding, and hope as a basis for
recovery.

Women’s addiction is complex
and embedded in psychosocial
and other issues. Many clinical,
developmental, and economic
issues are intertwined as the
framework for substance abuse
in women offenders. The major
issues affecting substance abuse
in women fall into the following
categories:

* Psychological stressors for
women, including sexual and
physical abuse, violence, and
victimization

* Social and cultural role issues
for women, which pertain to
stigma, self-esteem, underedu-
cation, and economic deficits



* Centrality of women'’s relation-
ships as an organizing princi-
ple in their lives, particularly
their relationships with chil-
dren and family

* Loss of self-image and person-
al empowerment

* Vulnerability in health and
high-risk behaviors, with fre-
quent medical problems and a
high rate of HIV/AIDS and sex-
ually transmitted diseases

Clinical Issue 2: Low self-

esteem

Substance-abusing women lack
self-esteem, regardless of their
socioeconomic level. Addicted
women offenders who serve time
in jail or prison have been report-
ed to have very low self-esteem,
combined with a feeling of
almost total lack of power over
any aspect of their lives.

The CSAT grantees have found
their women clients typically feel
powerless over their lives and
exhibit extremely low self-esteem.
The Forever Free program, in
testing for self-esteem, found that
more than 70 percent of their
women clients fell in the lowest 1
percent on a scale normed for the
general population. As one proj-
ect director pointed out, these
women have experienced such
powerlessness that they have no
sense of self-efficacy. That is, the
women truly see no cause and
effect relationship between their
actions and the consequences. An
initial step in treatment is to
develop the woman’s consequen-
tial thinking—the belief that she
can affect how things happen.

Programming approaches. New
psychological approaches, called
“alternative approaches,” offer
great promise as a framework for
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helping women offenders who
have serious substance abuse
problems. These theories perceive
women to be developing within
the confines of a culturally driven
society, with a “cultural mandate
tobe powerless” (see, for example,
Miller 1986). The theorists look at
the impact on women of growing
up in a society whose institutions
were built and designed by and
for men. It is important to under-
stand this “cultural mandate” as
the backdrop to understanding
why women feel powerless and
may resist independence and
autonomy.

The CSAT-funded grantees
point out that women offend-
ers—whose boundaries of self

Rather than being a specific
intervention, the push toward
empowering the women and
developing their self-esteem and
identity are underlying motifs
throughout the entire program.
This is accomplished by the pro-
gram'’s policies and by the many
small gestures that set a pro-
gram’s tone. For example, as
described in chapter 5 in the sec-
tion on TC models, the WCI
Village program never asks a
woman to face a difficult issue in
group alone. A buddy is always
beside her and uses either verbal
reinforcement or physical touch-
ing to convey support and the
belief that the woman can face
this difficult issue in her life.

Substance-abusing women lack self-esteem,
regardless of their socioeconomic level.

have been profoundly violated—
need to face the realities of their
situation without being mired in
guilt and shame. These marginal-
ized women need a program that
is designed to help them become
empowered, to build their self-
esteem, and to find their inherent
inner strengths.

Programs for incarcerated
women need to provide an
approach that supports and bol-
sters these women’s very low
self-esteem. The approach needs
to encourage trust, bonding, and
empowerment, and to provide
confrontation that is low key and
supportive. Firm, but supportive,
confrontation is absolutely essen-
tial for these women—a theme
that will be stressed throughout
this document.

Clinical Issue 3: Race, ethnic-
ity, and cultural issues

Many incarcerated women with
substance abuse problems come
from minority racial and ethnic
groups. Race, ethnicity, and cul-
ture are all important to a
woman'’s sense of identity, to her
life experience, and to her per-
sonal history of drug use. The
nuances of these differences
need to be understood and
respected.

For women of color, racism
may be a central issue. Racismis a
very sensitive and often uncom-
fortable issue to talk about.
Because the topic is so difficult,
racism often is not addressed in
treatment programs. In addition,
women of color can find it very
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difficult to ask for help with such
problems as substance abuse and
mental health issues, because
they do not trust the systems that
have traditionally provided this
care. Incarcerated women of color
especially feel that the criminal
justice system does not treat them
equitably (Kanuha 1994, p. 447).
These women feel that counselors
and clinicians will not under-
stand them, just as those who
were supposed to help them dur-
ing the judicial process did not.
Every clinician must seri-
ously consider the intense,
historical, and reality-based
conflict that some battered
women of color have about
protecting themselves from
violence vs. protecting their
family or community from
judgment or further stig-
matization as a result of
institutionalized  racism.
Practitioners must balance
the issue of safety for the
battered victim with the
real and perceived experi-
ences of battered women of
color that the very institu-
tions mandated to help
them, such as the police
and courts, themselves
have a legacy of violence
toward men and women of
color (Kanuha 1994, p. 447).
Because of their own cultural
experience, women of color may
approach certain important issues
from a different perspective than
other groups. For example,
women of color have a harder
time than others in acknowledg-
ing abuse by the men in their lives
(Rogers et al.,, n.d.). These women
often use the excuse that their
men are constantly faced with
racist attitudes; the only place
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where the men can express their
anger is at home. In addition,
women of color are also more
reluctant to report abuses against
themselves and their children
than other women may be (White

1986). These women fear the con-

sequences of the criminal justice

system not only for themselves
and for the men of color in their
lives, but for their children as well

(C.E Newkirk, personal commu-

nication, 1997).

Programming approaches. The
CSAT-sponsored treatment pro-
grams for women work to provide
a culturally sensitive environment
and, in many cases, special pro-
gramming for specific ethnic and
minority groups. As a base, such
programs approach each woman
with respect for her cultural tradi-
tions and an understanding that
her acculturation exerts profound
effects on how a woman views
herself and others, on her feelings
and what she values, and on her
behavior. Designing a culturally
sensitive program requires atten-
tion to at least the following two
key issues:

* Awareness of the wide differ-
ences within ethnic groups. For
example, Hispanic or Latina
women come from a variety of
different countries and cultural
traditions. American Indian
tribes represent a considerable
range of cultural attitudes and
values, with differences per-
taining to women'’s traditional
roles and power, child-rearing
practices, and many clinical
issues. An excellent overview
of this diversity appears in
Comas-Diaz  and  Greene
(1994), in a seven-chapter sec-
tion titled “Women of Color: A
Portrait of Heterogeneity.”

* Awareness of the challenges in
providing a culturally sensitive
staff. It is important to realize
that all staff, regardless of their
ethnicity, may need training in
cultural sensitivity and knowl-
edge. Just because a peer coun-
selor or professional staff mem-
ber comes from a particular
racial or ethnic group does not
mean that the person will nec-
essarily be sensitive to specific
cultural issues of that group.
Staff members’ life experiences
may have been quite different
from those of the group they
are asked to counsel and treat.
One recommended strategy is

to make the discussion of cultural
differences a part of everyday
conversations in the program,
especially in process groups. This
ongoing attention fosters respect
for differences. Both clients and
staff learn from each other what
their differences and similarities
are. In our society, we have
learned to talk about how
women and men think and act
differently, based on their accul-
turation. Similar differences
occur as a result of racial and eth-
nic issues, but as a society we find
these issues difficult to talk
about.

In substance abuse treatment,
women’s groups are used to
focus on topics affecting special
populations. Several of the CSAT-
supported programs offer special
counseling and process groups
for culturally specific and older
women'’s groups.

Clinical Issue 4: Gender dis-
crimination and harassment

Programs for women need to
acknowledge and explore the
broad-ranging effects on women



of the sexism still encountered in
American society. The differential
treatment of men and women
underlies many of the issues that
women need to address, includ-
ing self-esteem, roles, and work
opportunities.

Alcoholic and addicted women
suffer from the social stigma
attached to women’s drinking
and drug use. It is widely recog-
nized that this stigma is greater
for women than for men. The
shame and secrecy that sur-
rounds this addictive behavior is
one challenge. Cultural disap-
proval and disdain for abusing
women is damaging to the
women'’s sense of self. The vehe-
mence of this disapproval can be
seen in recent U.S. social and
legal responses to women’s sub-
stance abuse, such as efforts in
some States to imprison sub-
stance-abusing women who are
pregnant rather than to treat
them. Substance-abusing women
in prisons and jails must combat
not only the stigma attached to
being a woman with addiction
problems, but also the multidi-
mensional effects of being a
woman—often a single mother—
without education or job skills,
with few or no legal sources of
income, and living in poverty if
not homelessness.

All substance-abusing women
feel the effects of this social stigma
and disapproval. But women in
prison or jail must face this disdain
on all levels. These are typically
poor women, undereducated and
generally without jobs. Many are
women of color. Women generally
have low-ranking roles in male-
dominated drug-dealing, which
don’t net them much income.
Many of these women are forced
by economic need to support their
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drug habits through prostitution
or the barter of sex for small sums
of money. Our society thinks very
badly of such women. Their chil-
dren have been neglected and in
some cases abused. It is devastat-
ing for women to feel they have
failed to be a “good woman” in so
many dimensions. Women often
turn the cultural disdain for this
behavior inward on themselves.

bined with racism and social stig-
ma, are deep-seated currents in
U.S. society that create guilt,
shame, and lowered self-esteem
for substance-abusing women, as
well as lessening their real oppor-
tunities. Their effects on women
need to be recognized within the
program. For example, a woman-
centered program philosophy
can acknowledge the many ways

Programs for women need to acknowledge
and explore the broad-ranging effects on women
of the sexism still encountered in American society.

The effect is to erode a woman's
self-esteem and paralyze her abili-
ty to recover and build a different
life.

Women are most often the vic-
tims of domestic violence, but
they can also be the perpetrators
of physical and sexual abuse. In
our society, we have a strong
social taboo regarding women
who are perpetrators, particular-
ly when they neglect or abuse
their children. Because of the
stigma, it is very difficult for
clients and for staff, as well, to
discuss these behaviors. Staff
need to be aware and empathic
about the fact that many women
offenders are at risk for these
behaviors because of their histo-
ries of physical and sexual abuse,
as well as incest. This experience
of abuse, combined with their
present alcohol and/or other
drug abuse, make these women
offenders particulary vulnerable
to such behaviors and to “acting
out” in terms of their own stigma.

The programming approaches.
Gender discrimination, com-

in which women in our society
may be economically disadvan-
taged, financially dependent,
and lacking in marketable job
skills. This perspective lets the
woman offender know she is not
personally deficient because she
is poor and has few job skills.

These are circumstances a

woman can hope to change.

An important strategy is to
provide female role models who
demonstrate competence and
power. Aspects of this include:

* Providing female counseling
staff, including women who
are in recovery from substance
abuse and/or are ex-offenders
themselves (several of the
CSAT-funded programs have
all-female staffs)

* Ensuring that women staff
members have administrative
positions of authority (it is
more common for treatment
programs to have men in the
key administrative and super-
visory positions while women
work as counselors)
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* Hiring an ethnically diverse
staff and bringing back suc-
cessful program graduates of
differing backgrounds to serve
as additional role models

Clinical Issue 5: Relevant dis-
ability-related issues

Disabilities place a woman at
increased risk of drug and alco-
hol abuse. For substance-abusing
women who have disabilities, the
role these disabilities may play in
a woman's addiction is an impor-
tant topic to pursue. For this rea-
son, CSAT lists the presence of
disabilities as an important clini-
cal issue in treating women. This
topic needs to be considered and
addressed by anyone designing
and setting up a treatment pro-
gram.

However, the women clients in
the CSAT offender demonstra-
tion programs did not present
with serious physical disabilities.
Since disability-related issues
were not a concern among the
grantees, the CSAT jail and
prison programs did not develop
any specific program strategies
for disabled women.

Clinical Issue 6: Relationships
with family and significant
others

Importance of relationships in the
woman’s life. As described in
chapter 2, the “relational model”
(Covington and Surrey 1997) is
useful for understanding the
importance of relationships in
women’s lives and in the process
of their recovery. This model
emphasizes that relationships are
central in the emotional develop-
ment of women. A woman’s
development hinges on her rela-
tionships with others, including
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serving and caring for others,
and on her connections with oth-
ers and feelings. These nurturing
and caregiving roles are organiz-
ing principles in a woman’s life,
which can be a source of great
strength during her recovery
(CSAT 1994b).

Women offenders often devel-
op their dependency on drugs
early, frequently in early adoles-
cence. Such adolescent drug
dependency interferes both with
a young woman'’s cognitive and
emotional growth and develop-
ment. These emotionally imma-
ture and dependent women need
the opportunity, in a drug-free
environment, to become emo-
tionally mature adults capable of
real connection with others.

Many substance-abusing women
offenders have had few or no pos-
itive relationships in their lives.
Such women have no models for
developing healthy relationships,
nor do they even have a sense of
what a healthy relationship could
be. For a model of a healthy rela-
tionship, one resource is Leaving
the Enchanted Forest: The Path from
Relationship Addiction to Intimacy
(Covington and Beckett 1988).

Addicted women lose their
sense of self. Women offenders
who became dependent on alco-
hol and other drugs during their
teen years did not have a chance
to develop a deep inner sense of
self and of personal identity.
Without a sense of who she is, a
woman is incapable of having
real connections to others.
Recovery from addiction is about
expansion and growth of the self.

Family of origin issues. Women
also need to understand how
alcohol and drug problems may
have affected the family in which

they grew up, including the rela-
tions between family members.
Substance use patterns—and
relationships—are modeled with-
in families. Norms about drinking
are “set” by family members as
well as by peers. Substance abuse
creates a dysfunctional family
structure, even for mainstream
families. Both this family dys-
function, and problems with
chemical dependency, tend to be
passed on from generation to
generation. In some cases, there is
a genetic predisposition to alco-
hol or drug dependence. But sub-
stance abuse is also learned.
Children and codependent adults
develop family roles and behav-
ior patterns that help them sur-
vive in this environment. These
dysfunctional patterns persist
and limit the family members’
ability to connect with others and
to live a full and satisfying life.

Women alcoholics are more
likely than male alcoholics to
have a family history of alco-
holism (Blume 1992). In State
prisons, 32 percent of women
inmates have a parent who
abused alcohol and 7 percent
have a parent who used drugs
(BJS 1994). In New Jersey, 43 per-
cent of the women in State pris-
ons lived with alcoholic relatives
while they were growing up and
45 percent lived with drug-using
relatives (Gonzalez 1996). Among
these women’s siblings, 39 per-
cent have an alcohol problem
and 50 percent have a drug prob-
lem.

Programming approaches. A
good treatment program needs
to establish an environment in
which women are encouraged to
grow in maturity and to connect
with others. Issues of trust, inti-



macy, and bonding are all central,
and the program approach
should encourage sharing of feel-
ings and bonding among the
women. Staff members can be
important role models for how to
connect and relate to others in
healthy, caring relationships.

Programs also need to make
women aware of the emotional
dynamics in substance-abusing
families. These dynamics affect
not only the attitudes that a
woman develops while growing
up with a substance-abusing par-
ent, but also the woman’'s life
with her children.

Nearly half of female inmates
report that at least one member
of their immediate family has
been incarcerated (BJS 1994).
These women need to look at
what effect their family environ-
ment may have had on their atti-
tudes, values, and behavior, and
on how they connect with others.

Several of the CSAT-supported
women’s programs provide edu-
cation on the effects of family
addiction, and one has a group for
adult children of alcoholic families
(ACoA). A number of communi-
ties have ACoA groups that could
provide post-release support for
women and their families.

Clinical Issue 7: Attachment
to unhealthy relationships

Women who abuse alcohol and
other drugs tend to have relation-
ships characterized by unhealthy
dependencies and poor commu-
nication skills (Bepko 1985).
Substance-abusing women
offenders often have unhealthy,
illusory, or unequal relationships
with spouses, partners, friends,
and family members (Covington,
in press). Some drug-dependent
women use addictive substances
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to mask the inadequacies and
pain of their relationships—to
help them maintain relationships
with drug-using partners, to fill
up the void of what is missing in
the relationship, or to deny the
pain of being abused (Covington,
in press).

Problems connected with drug-
using male partners. Having a
drug-using male partner is a par-
ticularly critical problem for the
incarcerated woman with sub-
stance abuse problems. Many
women say a man introduced
them to drugs, while men more
often began using drugs with
male peers. In one study, 33 per-
cent of female heroin addicts said
a male friend, spouse, or partner
influenced their decision to use
narcotics. Only 2 percent of male

The woman may be part of a
drug-using environment in
which not only her partner, but
also her siblings and parent(s),
are involved with drugs.
Incarcerated women need to
build the strength to break their
unhealthy dependency bonds on
their partners, not only as a step
toward substance abuse recovery
but to prevent recidivism to crim-
inal activities through the part-
ner’s influence.

Programming approaches. Pro-
grams for incarcerated women
need to place an emphasis on
overcoming disempowerment
and disconnection from others as
a basis for recovery. This
approach looks at a woman’s
relationships in terms of her own
needs, her sense of self, and the

A good treatment program needs to establish an
environment in which women are encouraged to
grow in maturity and to connect with others.

addicts said that a woman influ-
enced their decision (CASA 1996).
It is accurate to say that some
of these women are addicted
both to the substance and to a
man who is addicted. A man
introduces them to drugs, and
they depend on the man for their
supply. In many cases, the
woman’s criminal activities can
result from dependent acquies-
cence in responding to the wants
of an addicted male partner.
Lack of awareness of exploitation.
The woman may not recognize
that she has a history of being
exploited by the addicted part-
ner. Physical, sexual, and emo-
tional abuse often go hand-in-
hand with these relationships.

responsibility she owes to herself.
The woman needs first to under-
stand what a healthy relationship
entails, so she is able to assess her
own relationships. Before enter-
ing treatment programs, many
women do not see how they are
being exploited or even realize
that they are being abused.

Through an effective treatment
program, the woman finds that
she can care about others, while
also making responsible choices
in her own behavior. She learns
that she has a responsibility to set
boundaries and take care of her
own needs (Beattie 1989, 1990).
For a woman to break her pattern
of unhealthy relationships, she
needs help to:
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* Recognize intimacy and
friendship, as distinct from
sexuality

* Develop trust in herself as a way
of developing trust in others

* Attend to her own needs and
identify how these needs could
be met through friendship and
support from others, especially
from other women

* Develop actual relationships of
trust and support with others

* Understand the different qual-
ities of dependence, independ-
ence, and interdependence

¢ Identify and deal with any
codependent behaviors in
which the woman represses
her own feelings, neglects her-
self, and doesn’t set her own
boundaries
Many drug-dependent women,

when they leave prison or jail,

will face the necessity of cutting

Clinical Issue 8: Interpersonal
violence, including incest, rape,
battering, and other abuse

Research shows that a high pro-
portion of both alcoholic women
and those addicted to drugs have
a history of being physically or
sexually abused. Incarcerated
women, particularly those with
substance abuse problems, have
almost universally suffered some
form of violence, including sexu-
al abuse as children.

Two of every three women
offenders ran away from home at
some time as children (a frequent
reaction to abuse at home); about
one in every four have attempted
suicide; and nearly seven of
every 10 offenders were victims
of severe and prolonged physical
and sexual abuse primarily as
children, but continuing into
adulthood for many (Lord 1995,
p. 261). At Forever Free and WCI

Incarcerated women, particularly those with
substance abuse problems, have almost
universally suffered some form of violence,
including sexual abuse as children.

themselves off from the signifi-
cant people in their lives. To
maintain recovery, the woman
needs to live in a safe and drug-
free environment. She needs to
be independent from addicted
family members—whether a
partner, a brother or sister, or a
parent. Treatment programs need
to prepare women to make this
kind of emotional break, and also
to help the woman find safe and
drug-free housing and a network
of support.
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Village—both CSAT-supported
prison programs—the project
directors estimate that 90 percent
of their clients have suffered
some form of abuse from an early
age, and 90 percent of that is sex-
ual abuse.

Sexual abuse during childhood
is particularly devastating, since
it can lead to distrust, depression,
anxiety, shame, and poor self-
image, all of which can hinder
recovery from addiction (Harvey
et al. 1994). Violence has a psy-

chological impact on women that
is manifested in such disorders as
depression, post-traumatic stress
disorder, and low self-esteem.
Among pretrial jail detainees in
the large-scale study in Chicago,
fully one-third (34 percent) met
the criteria for post-traumatic
stress disorder (Teplin et al. 1996).

Many studies have shown the
correlations between domestic
violence and substance abuse.
Because so many substance-
abusing women offenders are
involved in relationships with
substance-abusing men, the
women suffer a high level of
verbal/physical abuse and vic-
timization. Both victimization
and post-traumatic stress disor-
der are related to relapse in
women (Root 1989).

Over the past decade, a good
deal has been learned about the
etiology of domestic violence and
battering and about strategies for
helping women to avoid and
escape such relationships. Most
researchers now view violence
against women in a broad social
and cultural context, not solely as
a mental health problem result-
ing from individual pathology.
The  psychological  model
explains violence as a manifesta-
tion of both individual psy-
chopathology and learned
behavior, with roots in early
childhood abuse, family dysfunc-
tion, drug abuse, or disorders of
personality, thought, or impulse
control (Thorne-Finch 1992). In
accord with this view, interven-
tion strategies for women need to
be comprehensive in approach.

The programming approaches.
Treatment programs for incarcer-
ated women need to start with
the recognition that many of the
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(NCADI), 1-800-729-6686.

Treatment

Resources

Treatment Protocol: Domestic Violence and Substance Abuse

For an introduction and recommendations on treating substance-
abusing clients who are the survivors or perpetrators of domestic
violence, order CSAT’s recent guidelines produced by a panel made
up primarily of domestic violence experts. The book is Substance
Abuse Treatment and Domestic Violence, Center for Substance Abuse
Treatment (CSAT), Treatment Improvement Protocol (TIP) Series,

No. 25, DHHS Pub. No. (SMA) 97-3163. Rockville, MD: Substance
Abuse and Mental Health Services Administration, 1997b. This guide
includes an overview of female survivors and male batterers; and
covers screening and referral of survivors and batterers in substance
abuse treatment programs; legal issues; community linkages and
coordination; Federal confidentiality regulations; assessment instru-
ments in English and Spanish; a sample personalized safety plan for
survivors; and resources and services. All TIPs are available free
through the National Clearinghouse for Alcohol and Drug Information

Bibliography: Women, Violence, and Substance Abuse

To learn more about women, violence, and substance abuse
treatment, order CSAT’s selected bibliography of articles and books
published on this topic since 1990, as well as other resources. The
report is titled Women, Violence, and Substance Abuse: Selected
Bibliographies, 1990-1998. It was prepared for the Center for
Substance Abuse Treatment by the National Evaluation Data and
Technical Assistance Center (NEDTAC), April 1998. The report is
available on the Internet at: [http://neds.calib.com)].

participants have suffered from
physical, verbal, psychological,
and sexual mistreatment (Miller
1991, Mondanaro et al. 1982). For
many, this abuse is a central fac-
tor in their addiction and in their
inability to maintain recovery.
Women who return to violent
relationships tend to relapse
(Miller et al. 1989).

Establishing an environment for
recovery. According to Herman
(1992), in her book Trauma and
Recovery, “Survivors feel unsafe
in their bodies. Their emotions

and their thinking feel out of
control. They also feel unsafe in
relation to other people” (p. 160).

In the early stages of recovery
from trauma, the essential ele-
ment is safety (Herman 1992). A
woman must feel that she is in a
safe environment, both physical-
ly and emotionally. Successfully
establishing such an environ-
ment within the prison or jail set-
ting is primary.

Working through feelings about
abuse. The second essential ele-
ment is to help the woman con-

front and deal with her feelings
about the emotional and physical
trauma she has endured. As one
of the CSAT program directors
stated, “The abuse these women
have suffered is at the core of
their substance abuse. If women
don’t have a chance to work
through their rage, they soon
relapse and end up right back in
prison.” For women, the issue of
abuse is a sensitive, emotionally
charged issue. Project staffs rec-
ommend addressing this issue in
various ways, depending on the
stage in the treatment process
and the length and intensity of
the program.
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How deeply to probe about feel-
ings about abuse during screen-
ing is discussed in chapter 6, in
“Stage 1: Screening and
Assessment.” The most effective
ways to handle issues of sexual
and physical abuse in short and
longer term programs are also
discussed in chapter 6.
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How best to introduce these
sensitive issues will depend on
the woman’s readiness to
acknowledge the abuse and to
process her feelings. For some
women, the preferred way to
handle issues of abuse is in
women'’s process groups. Other
women may fare better with
individual therapy.

Within their process groups,
the CSAT-supported programs
have chosen to deal with these
sensitive issues in two different
ways. Some programs consider
violence, victimization, and
abuse to be so pervasive that it is
a subject which emerges
throughout all the group work.

47



Chapter 4—Clinical Issues in Treating Women Offenders

This avoids any stigma attached
to a special group on the topic.
Other programs utilize a variety
of specific groups, such as:
Domestic Violence and Abuse,
and Surviving Sexual Abuse.

Staff need to be aware that
many of these women have been
so violated since childhood that
they don’t even recognize they
have been abused. It is important
to raise their awareness about
their personal rights and bound-
aries, and about what constitutes
verbal, physical, and emotional
abuse. Only then can the women
set their own personal boundaries.

Racial and cultural differences.
The patterns and outcomes asso-
ciated with violence do vary,
depending on the woman’s
racial, ethnic, and cultural back-
ground. Most researchers now
agree that domestic violence
does exist in a social and cultural
context (Kanuha 1994, p. 430).
Research is beginning to show
what the differences are across
cultural lines on this issue, and
providers need to be sensitive
and knowledgeable about these
complex cultural differences
(Comas-Diaz and Greene 1994).
For a review of the primary liter-
ature sources discussing cultural
patterns in domestic violence, see
Kanuha (1994).

Kanuha (1994, pp. 446-449)
discusses intervention strategies
with women of color in battering
relationships, both in terms of
individual clinical interventions
as well as organizational devel-
opment activities. Studies sug-
gest that having social supports
available, such as social net-
works and extended family, is a
positive factor in helping
women of color perceive options
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for leaving their battering part-
ners (Coley and Beckett 1988).
Kanuha (1994) recommends
comprehensive approaches. She
suggests that, for women of
color, individual therapy can be
a helpful tool but it needs to be
incorporated with “group work,
educational sessions about the
etiology of violence against
women ... family therapy, and
most importantly, culturally
specific healing regimens ‘and
ceremonies.”

Battering in lesbian relation-
ships. Battering and domestic vio-
lence may be present in lesbian as
well as heterosexual relation-
ships, and is often related to drug
abuse. The isolation and invisibil-
ity that is enforced by society
makes this a difficult issue for any
woman, and this difficulty is com-
pounded for women of color.
Separate groups for lesbian
women are desirable, since these
women may not feel comfortable
in support groups for battered
heterosexual women (Kanuha
1994).

Clinical Issue 9:

disorders

Eating

The culturally driven urge to be
slender is widespread among
women in the United States. On
any given day, from 33 to 40 per-
cent of American women are try-
ing to lose weight (NIH 1992).
Substance-abusing women are
particularly prone to eating dis-
orders. In part, this is because
cocaine, heroin, and tobacco are
all linked to being thin. Women
who give up these substances are
likely to gain weight. Bulimia and
anorexia occur more frequently
among alcoholic women than
other women.

Among the women offenders in
the CSAT demonstration pro-
grams, eating disorders are not a
major problem. Some information
suggests that the cultural pres-
sures to be thin may not be as
strong for women of color as for
other groups. In the CSAT pro-
grams, nutrition is the more
important concern. Incarcerated
women demonstrate a number of
issues around eating. One of these
is cultural: the fact that women
and mothers are equated with
nurturing and food. Addiction,
recovery, and relapse are associat-
ed with drastic fluctuations in
weight loss and gain. Women in
institutional settings may be
rewarded for gaining weight
because of the perception that
extra weight signifies a woman is
not using drugs. Weight gain may
be rewarded because of the per-
ception that extra weight signifies
no drug use. In prison, women
who have been heavy cocaine or
heroin users will tend to gain
weight. Obesity can also result
from the heavy prison diet, often
designed for men.

Good nutrition is a problem.
Many of the women have never
had a well balanced, nutritional
diet. The women tend not to
have knowledge about nutrition
and good eating habits.
Establishing good nutrition, and
reducing food cravings from
nutritional imbalances, is impor-
tant for preventing relapse.

Although the CSAT-supported
programs did not focus on nicotine
addiction, this can be an important
issue in prisons and jails. The cur-
rent information about nicotine
addiction suggests that, particular-
ly in the case of young white
women, nicotine addiction is on



the rise. Smoking is used to control
weight gain. However, the same
information suggests that smoking
is on the decline among African
American teenage girls because
the cultural pressures to be thin are
not as strong.

Women in prisons and jails
may actually be heavier smokers
than male inmates. An increasing
number of prisons and jails are
becoming smoke-free environ-
ments, and nicotine addiction
then becomes a necessary treat-
ment issue. The OPTIONS
Program in Philadelphia is one
model that addresses this issue.
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For program descriptions and
contact information on eating
disorders, see chapter 8.
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The programming approaches.
Because of the high rate of mal-
nutrition among substance-abus-
ing women offenders, programs
need to educate the women
about proper nutrition. In prison
TC settings, it may be possible for
the women to plan and cook
their own meals, which gives
practical benefits. The women
need to know how to prepare
nutritious, well-balanced meals
on a low budget. Many of the
CSAT-supported programs pro-
vide educational sessions on
nutrition.

In general, prisons and jails
often do not provide the types of
foods most appropriate and
desirable for women. Treatment
programs may not be able to
influence their institution’s food.
However, the kinds of concerns
expressed by the CSAT advisory
group were that (1) institutional
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food tends to be too heavy on
meat, cheeses, and starches, so
the women gain weight, (2)
women who are vegetarian have
difficulty achieving a balanced
diet, and (3) meals may not be
nutritionally adequate for preg-
nant women.

The most desirable physical
arrangement is for incarcerated
women’s treatment programs to
be located in their own separate
space. The women eat together
in their unit rather than with the
overall jail or prison population.

and drugs will aggravate, not
help, a woman’s sexual dysfunc-
tion.

Developing a sense of healthy
sexuality is tied to a person’s
sense of self-worth. It represents
the integration of the biological,
emotional, social, and spiritual
aspects of who the woman is and
how she relates to others
(Covington 19914). A woman's
sense of her sexuality is a devel-
opmental process that occurs
over time. For women offenders,
this normal developmental

Developing a sense of healthy sexuality
IS tied to a person’s sense of self-worth.

Under these conditions, program
providers may be able to provide
meals that demonstrate good
nutrition for women.

Clinical Issue 10: Sexuality,
including sexual functioning
and sexual orientation

Women often go through sub-
stance abuse treatment without
ever addressing issues of sexuali-
ty and intimacy. Yet sexual dys-
function is very common among
women with substance abuse
problems, often predating their
problem drug use. It has been
reported that only 55 percent of
women recovering from alcohol
abuse report satisfaction with
their sexual functioning, com-
pared with 85 percent of nonal-
coholic women (Covington
1991a). Contrary to social stereo-
types, alcohol depresses a
woman'’s interest in sex. There is
also a lack of sexual desire among
heroin-addicted women. Alcohol

process has often been interrupt-
ed by addiction <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>