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CHAPTER 1
INTRODUCTION

According to the Nationa Highway Traffic Safety
Adminigration (NHTSA), driving under the in-
fluence (DUI) isamgor safety problemand men-
ace to society. In 2000, 40% of dl traffic fatali-
ties, or 16,653 desths, were related to acohol
use (NHTSA, 2001). Additiondly, acohol-re-
lated crashes injure more than amillion persons
per year (U.S. Department of Hedth and Hu-
man Services, 2000, p. 375). While the crite-
rion for DUI in most states is a blood acohol
concentration (BAC) of 0.08 or higher, in 1997
it isestimated that 62% of acohol-reated fatdi-
ties involved a BAC of 0.14 or higher (Allen,
2000). Alcohol-related traffic accidents de-
creased dramatically during the 1980s, leveled
off inthelate 1990s (U.S. Department of Hedth
and Human Services, 2000, p. 375), but in-
creased sharply in 2000 (MADD, 2001a). In
additiontoitstoll on human life, the conssquences
of DUI place burdens on a variety of societa
resources and reduce workplace productivity in
the United States.

In an effort to reduce acohol-related traffic ac-
cidents and fatdlities throughout the country,
dtates are becoming sricter on DUI offenders.
Some dtates are lowering the BAC required for
DUI offensefrom 0.10t0 0.08. Othersaretough-
ening DUI pendties, including the suspension of
an offender’s driver’s license, fines, mandatory
education or treatment, house or jall arrest, and
vehicle and license plate impoundment

(DeY oung, 1997; Green, French, Haberman,
& Holland, 1991; McDonald, 1999; Ohio De-
partment of Public Safety, 2001). Outcomesin
some dtates have indicated that trestment and
participation in Alcoholics Anonymous (AA)
are more effective in reducing repest DUI of-
fenses than imprisonment, fines, and education
classes (DeYoung, 1997; Green, French,
Haberman, & Holland, 1991; U.S. Department
of Health and Human Services, 2000). There-
ductionin acohol-related fatditiesin the 1980s
IS attributed in part to the combination of rais-
ing the legd drinking age to 21, enforcing zero
tolerancelawsthat makeitillegd for any youth
under 21 to drive after any consumption of a-
cohol, and implementing the automatic license
revocation (ALR), which dlows an officid to
confiscate the DUI offender’ s license immedi-
atdy without going through the courts (U.S.
Department of Heath and Human Services,
2000).

Whiledtricter laws and pendtiesmay help curb
DUI, these measures aone seem inadequate
because about athird of al DUI arrestsinvolve
repeet offenders (Jones, Lacey, Berning, & Fll,
1996). According to the National Highway
Traffic and Safety Adminigtration, one out of
nine acohol-related fatd traffic accidents in-
volve someone who has had a DUI offense
within the past 3 years, and many repeat DUI
offenders recelve driving violaions or are in-



volved in crashes during the period when their
licenseissuspended (MADD, 2001b). Accord-
ing to the U.S. Department of Hedlth and Hu-
man Services, one of the more effectivewaysto
reduce DUI is to mandate trestment in combi-
nation with other measures (2000). In light of
thisincreasein DUI offenses and research about
the effects of substance abuse trestment, man-
dating trestment may be one of the most effec-
tive means of decreasing DUI in the United
States.

DUI'IN TENNESSEE

In 1997, 10,436 automobile crashesin Tennes-
seeinvolved adriver or pedestrian withaBAC
over the legd limit (0.08). However, a much
larger number, an estimated 28,900 crashes, in-
volved adriver impaired by acohol (Public Ser-
vices Research Indtitute, 2002, p. 1). The State
of Tennessee is trying to reduce the number of
drunk driversin the state with severd pendties
induding fines, time in jail, license revocetion,
vehicle seizurefforfeiture, and alcohol and drug
treatment (Tennessee Department of Safety,
2001). The severity of pendties depends upon
the offender’'s BAC and the number of times
the person has been arrested for DUI.

Tennessee recently toughened its DUI laws. In
the past, when adriver involved in a crash re-
aulting in bodily injury and refused to teke a
blood acohal tedt, his or her license was sus-
pended for 2 years; 5 yearsif the crash resulted
in death. However, under the current law, driv-
erswho refuse to take ablood a cohol test have
their licenserevoked for 12 months, evenif they

are not involved in an accident. Tennessee law
now makes second and subsequent DUI offend-
erssubject to vehideforfeitureand requiresthem
to atend DUI school (second offense only) in
addition to the previoudy required jail time,
mandatory court fines of $500, and participa:
tion in adcohol and drug abuse trestment and/or
education prior to reinstatement of the license.
The current changesin driving lavs aso makeit
afeony to be arrested four or more times for
DUI or to kill someonewith avehicdlewhiledriv-
ing under the influence (Tennessee Department
of Safety, 2001) (see Exhibit 1).

ADAT-DUI PROGRAM IN
TENNESSEE

All repeat DUI offenders are required to par-
ticipatein asubstance abuse trestment program
before reingtatement of their license (Tennessee
Department of Safety, 2001). To pay the cost
of that trestment, the State established the Alco-
hol and Drug Addiction Treatment (ADAT) Pro-
gram in 1998. Funding for the ADAT Program
comes from sales of DUI-confiscated vehicles
and from finesfor drivingwhileimpaired (DWI).
ADAT expenditures are currently capped at
$1,000,000 per year (Bureau of Alcohol and
Drug Abuse Services, TN 2000).

The ADAT-DUI program’s procedure for pro-
viding acohol abuse trestment involves severd
steps. Firgt, a person is convicted of a second
(or subsequent) DUI or of driving on acancelled,
suspended, or revoked license when the origi-
nal conviction was DUI. Then, thejudge orders
the person to enter a substance abuse treatment



program. Thedefendant isrequired to pay dl or
part of the costs of screening, assessment, and
treatment, if possible. However, if the court
deems the person indigent, ADAT pays for the
treatment. The defendant Signs a release form
provided by the court to rel ease his/her records
to the Bureau of Alcohol and Drug Abuse Ser-
vices of the Tennessee Department of Hedth.

The defendant is alowed to sdlect from alist of
trestment providers and is given indructions on
how to contact the facility. After the defendant
selects a provider, the provider verifiesthat the
Bureau hasauthorized theindividud’ strestmernt.
The Bureau then shares the defendant’ srecords
with the treatment provider selected by the de-

fendant. When the person is admitted for treat-

ment, the provider evaluates the client using the
Addiction Severity Index (AS), completesthe
admission process, monitors the stay, and per-

forms discharge reviews. At the end of trest-

ment, the defendant isrel eased into the commu-

nity if jal timewas completed prior to treatment
or reurnstojail tofinish higher sentence. ADAT

then reimburses the provider for amaximum of
28 days of treatment, based on the rate of $110
per day for days 1 through 7 and $75 per day
for days 8 through 28.

OBJECTIVES OF THE
OUTCOME EVALUATION

The god of thisreport isto assessthe effective-
ness of substance abuse trestment for DUI cli-
ents who were funded by ADAT in 2000. To
accomplish this god, this report has two main
objectives: (1) evduateclients performance on
various trestment outcome indicators and (2)

identify strengths of the services currently pro-
vided and areasthat need improvement in these
sarvicesfor ADAT dients.

TOADS OUTCOME
EVALUATION SYSTEM
Theoutcomeevduaionisperformed by the Ten-
nessee Outcomes for Alcohol and Drug Ser-
vices(TOADS). Although thisisthe second year
TOADS is evdudting the treetment effective-
ness of ADAT-DUI clients, TOADS has been
monitoring and evauating al acohol and drug
abuse treetment facilities funded by Substance
Abuse Prevention and Treatment (SAPT) fed-
erd block grantsin the State of Tennessee since
1988. The TOADS project, part of the Depart-
ment of Anthropology a The Universty of Mem-
phis, conducts outcome evaluation research on
an ongoing basis. Over the years, TOADS has
provento beacritica component of theBureau's
performance-based evauation system in plan-
ning and improving treatment services for dco-
hol and drug abuse in the State of Tennessee.

METHODOLOGY

To asss the effectiveness of the dcohol and
drug abusetreatment for ADAT clientsprovided
during the calendar year 2000, TOADS used a
pre- and post-test design. The pre-test infor-
mation on clients was collected during the time
of intake by trestment facility Saff; the post-test
information was collected by TOADS g&ff via
telephone interviews 6 months after intake. The
questionnarefor thefollow-up interview adheres
to the American Society of Addiction Medicine
(ASAM) andthe Addiction Severity Index (AS)



and incorporates the “Interstate Core Data
Items’ and “Performance Indicators’ of the
Treatment Outcomes and Performance Pilot
Studies Il (TOPPS I1) Enhancement to main-
tain national standards for acohol and drug
abuse trestment outcome evauations.

Thefollow-upinterview condsted of awiderange
of questions concerning living arrangements,
employment Situations, persona history of sub-
dance abuse, domestic violence involvement,
arrest record, substance abuse habits, and the
client’sopinion of treetment, aswell aswhether
or not the client has remained abstinent. The
follow-up interview data were meticuloudy in-
tegrated and compared with the clients admis-
son data to assess the effectiveness of treat-
ment. The Universty of Memphis sinditutiona
Review Board for the Protection of Human
Subjects gpproved both the research design and
the follow-up questionnaire.

STUDY POPULATION

The study population for this outcome evalua-
tion included al those DUI clients whose treat-
ment for acohol or drug abuse was funded by
ADAT and who consented to participate in the
TOADSfallow-up study. At thetime of intake,
clientswererequested by the staff at their treat-
ment agency to participatein thefollow-up study,
though clients were assured that participation
would be completely voluntary. Out of the 555
ADAT dients in the year 2000, agencies sent
TOADStheformsfor 227 clients, of which 34
declined to participate. Due to the small popu-
lation Szeof 193, TOADS interviewerstried to

contact each of these clients, rather than use
sampling. In order to maximize the chances of
establishing contact with clients, interviewers
made a least Sx attempts to contact each cli-
ent—three during the day and three during the
evening.

Most clientsreached for theinterview werewill-
ing to completeit. However, somewerehhard to
reach because of changes in address or phone
number, relgpse, or other reasons. Due to the
confidentid nature of the interview, unlessadli-
ent had previoudy authorized another personto
respond, only the client could be told the nature
of thecall. If the client was not present when the
interviewer caled, the interviewer was depen-
dent on the client to respond to messages|eft on
answering machines or voice mail. Many times
the client never returned the message. Thus, out
of these 193 consenting clients, 74 completed
interviewswith TOADS gtaff, acompletion rate
of 38.3%. Nevertheless, the completed inter-
views have yielded vauable information about
trestment effectiveness whichispresentedinthe
next section.



EXHIBIT 1
DRIVING UNDER THE INFLUENCE (DUI) OFFENSES OUTLINE

Implied Consent — Refusal to Submit to Blood Alcohol Content (BAC) Test
* Revocation of driver’slicensefor 12 months
» Revocation of driver’slicense for 24 monthsif crash resulted in bodily injury
* Revocation of driver’slicensefor 5 yearsif crash resulted in adesath

Adult Driving While Impaired (DWI1) —0.08 (BAC)
* Included on driving record, but not as DUI
* Recaives 8 points on driver’s license
* $500 mandatory fine (submitted to the ADAT fund)

1s Time DUI Offender —0.10 (BAC)

* Recelves from 48 hours to 11 months and 29 days of jall time

* $350 to $1500 mandatory fine

* Revocation of driver’slicensefor 1 year

» Court-ordered participation in acohol and drug safety DUI school and/or in drug
offender school program

* Payment of regtitution of physica injury or persond loss involved if offender is
economically capable of making such regtitution

Most Aggravated Drunk Driver —0.20 or Greater (BAC)
* Minimum period of confinement of person for 7 consecutive calendar daysin lieu of
48 hours of jail time

2" Time DUI Offender
* Recalves from 45 days to 11 months and 29 days of jail time
* $600 to $3,500 mandatory fine
* Revocation of driver’slicensefor 2 years (no redtricted license available)
* Alcohol and drug abuse trestment before reingtating license
* Subject to 0.08 BAC presumption
* Possible saizurefforfeiture of vehicle (proceeds of vehicle sde go to ADAT fund)
* DUI school

(Continued)



EXHIBIT 1 (Continued)

3 Time DUI Offender
* Recaives from 120 daysto 11 months and 29 days of jal time
« $1,100 to $10,000 mandatory fine
* Revocation of license for 3-10 years (no restricted license available)
* Subject to 0.08 BAC presumption
* Subject to vehicle seizurefforfeture
* Alcohol and drug abuse trestment before reingtating license

4t and Subsequent DUI Offender
* ClassE fdlony
* Recaives up to 1 year (365 days) of jail time with aminimum of 150 consecutive days
Served
* $3,000 to $15,000 mandatory fine
* Revocation of driver’slicensefor 5 years (no redtricted license available)
» Alcohal and drug abuse trestment before reingtating license

Aggravated Vehicular Homicide (while DUI)
* Class A fdony
« If any of the following conditions are present: Two or more prior (8) DUI convictions or
Vehicular or (b) Vehicular Assault convictions or () any combingtion
* One prior Vehicular Homicide
* BAC of 0.20 or grester a the time of the vehicular homicide and 1 prior
DUI or Vehicular Assaullt offense

(Source: Extracted from Tennessee Department of Safety, 2001)



CHAPTER 2
SuBsTANCE ABUSE TREATMENT OUTCOMES

CLIENT PROFILE

Of the 74 dientsinterviewed, maes outnumbered
femaes by dmog four to one, with maes com-
posing 79.7% of the group and females, 20.3%
(see Figure 2.1). The proportion of Whites
(86.5%) was more than saven timesthat of Af-
rican Americans (12.2%), and only one person
was of another ethnic background (see Figure
2.2).

Three fourths (75.7%) of the respondents said

they were Protestant, while some (4.1%) were
Cathoalic, and others had other religious affilia-
tions (5.4%) or no religion (14.9%). Two thirds

Figure 2.1 Gender

20.3%

O Mmale
Oremale

79.7%

Figure 2.2 Ethnicity

12.2% 1.4%

B white

O African
American

O Other

86.5%

(66.2%) of the respondents had completed
some high school, dmaost one fourth (23.0%)
had completed some college, and a tenth
(10.8%) had attended only middle school (see
Table2.1).

Table 2.1
Demoaraphic Characteristics
Variable % (n)
Gender
Male 79.7 (59)
Female 20.3 (15)
Ethnicity
White 86.5 (64)
African American 12.2 9)
Other 1.4 (1)
Religion
Protestant 75.7 (56)
Catholic 4.1 3)
Other 5.4 (4)
None 14.9 (112)
Education level
Some middle school 10.8 (8)
Some high school 66.2 (49)

Some college 23.0 (17)




About afourth (25.7%) of the respondents had
been children of substance abusers. Many re-
spondents had other family memberswho were
substance abusers as well, such as siblings,
gpouses, sgnificant others, and other relatives

Over hdf (56.8%) of the respondentsfirst be-
gan their substance use between the ages of 12
and 16 years. Late teens and young adulthood
were other garting points for many (27.0%).
Only one person began abusing substances &f-
ter the age of 23. However, about 15% tarted
using their substancesbelow theage of 12 years.
(see Table 2.3).

(see Table 2.2 and Figure 2.3).
Table 2.2
Family History of Substance Abuse
Variable % (n)

Child of substance abuser
Yes 257 (19)
No 74.3 (55)

Family member who abused

substances®
Parent 378 (28) b
Spouse 54 4)
Significant other 4.1 3)
Siblings 27.0 (20)
Children 5.4 4)
Other relative 24.3 (18)

Table 2.3
Age Client Began Substance Use

Age (in years) % (n)
6 and under 14 @
7-11 135  (10)
12-16 568 (42
17-22 270 (20)
23 and over 14 (@)

®Percentages add up to more than 100% because
some clients gave multiple responses.

PEven though 19 clients reported to be children of
substance abusers, in an open question on all
family members who abused substances, the total
count of parents abusing substances reported by
the clients is 28. This discrepancy could be due to
the fact that many of these 28 parents may not be
biological parents.

TREATMENT FEATURES

Accessing Treatment
Only asmdl proportion of respondents (16.2%)
had to wait to begin treatment (see Table 2.4).

Figure 2.3 Parental History of
Substance Abuse

25.7%

O ves
O No

74.3%

Table 2.4

Accessing Treatment

Client had to wait for treatment % (n)
Yes 16.2 (12)
No 83.8 (62)

Treatment Received

A substantial number (40.5%) of respondents
had been in trestment at least once previoudy
(seeTable2.5and Figure 2.4), and dl received
their trestment in aresdentid facility.



Table 2.5
Treatment Received
Variable

%

(n)

Second or subsequent
treatment

Yes
No
Acquired special skills
Yes
No

Missing values
Received medication to
help recover from addiction

Yes

No

Missing values
Type of special skills®

Relapse prevention

Coping skills

Other

Level of treatment
completion

Whole

More than half
Half

Less than half

40.5
59.5

77.0
216
14

9.5
85.1
54

96.5
87.7
18

86.5
41
2.7
6.8

30)
(44)

(67)
(16)
1)

(@)
(63)
4

(55)
(50)
@

(64)
®)
)
®)

This category includes only those clients who

acquired special skills during treatment (n = 57)

and percentages add up to more than 100%

because some clients gave multiple responses.

Figure 2.4 Clients' First or
Subsequent Treatment

40.5%

O First

O Subsequent

59.5%

Most (86.5%) of the respondents compl eted the
entire course of treatment (see Figure 2.5), and
only afew (9.5%) received medication to help
them break their addiction. Most (77.0%) re-
spondents participated in specia skills classes.
The mgjority (96.5%) of them were trained in
rel gpse prevention, and dmost as many (87.7%)
learned coping skills (see Table 2.5).

Figure 2.5 Level of Treatment
Completion

2 79 6.8%

4.1%

B Whole

O More than half
B Half

O ess than half

86.5%

TREATMENT OUTCOMES

Abstinence
About haf (51.4%) of respondentsweretill ab-
ginent 6 months after treatment.

More than three fourths (78.4%) had abstained
during the 30 days preceding the interview (see
Table 2.6 and Figure 2.6).



Table 2.6
Abstinence and Recidivism Since Treatment

Variable % (n)

Substance use in the 30 days
before follow-up

Abstinence 78.4 (58)

Recidivism 21.6 (16)
Substance use since treatment

Abstinence 51.4 (38)

Recidivism 48.6 (36)
Alcohol use since treatment

Abstinence 58.1 (43)

Recidivism 41.9 (31)
Drug use since treatment

Abstinence 44.6 (33)

Recidivism 12.2 9)

Not applicable 43.2 (32)

Figure 2.6 Substance Use Since

Abstinence seemed to be positively associated
with participation in aftercare and Alcoholics
Anonymous or Narcotics Anonymous (AA/
NA).

More than two thirds (69.2%) of the re-
spondents who participated in aftercare
were abstinent, while a magjority (60.4%)
of AA/NA participants were abstinent (see
Table 2.7).

Treatment
Recidivism
48.6% Almost as many respondents (48.6%) relapsed
as remained abstinent (51.4%) after treatment,
O Abstinence but respondents were far more likely to return
O Recidivism to dcohol than to drugs: 41.9% returned to al-
cohol use after trestment, but only 12.2% re-
turned to drug use (see Table 2.6). Lack of par-
51.4%
Table 2.7
Substance Use Since Treatment by Treatment Characteristics
Abstinence Recidivism
Variable % (n) % (n)
Participation in aftercare®
Yes 69.2 ©) 3038 (4)
No 483 (28) 517 (30)
Participation in AA/NA?
Yes 60.4 (29) 396 (19)
No 29.2 @) 70.8 (17)

Note. This table presents the proportion and number of abstinent clients and recidivists in each subcategory.
Therefore, the proportions across rows, not down columns, will add up to 100%.
®The distribution of the categories within this variable is statistically significant at the p < .05 level using the Chi-

square test.




ticipation in aftercare or AA/NA seemed to be
apredictor of recidivism. Over haf (51.7%) of
the respondents who had not participated in af-

tercare had relapsed, compared to less than a
third (30.8%) of aftercare participants. Likewise,
70.8% of respondents who chose not to par-

ticipate in AA/NA relapsed, compared to
39.6% who had gone to meetings (see Table
2.7).

Females (60.0%) had a higher abstinence rate
than males (49.2%). Over hdf of those clients
who completed their treatment achieved absti-
nence. Of those who did not even complete half
of their treetment, 80% relgpsed (see Table2.8).

Substance Use Patterns
The substance most commonly used by recidi-
vists was acohoal, used by 41.9% of respon-

dents at the 6-month follow-up. While 5.4% of
repondents were gtill usng marijuanathashish,
2.7% were using cocaine (see Table 2.9 and
Figures 2.7 and 2.8).

Reasons for Relapse

Exactly hdf of therecidivists gave no reason for
their relapse. However, some (16.7%) said that
their old friends and environment caused them
to return to substance abuse.

Some (5.6%) blamed stress, caused by an event
such as being laid off from ajob. Some (5.6%)
had spousa or relationship pressures, and oth-

Table 2.8
Abstinence Within Groups
Abstinence Recidivism
Variable % (n) % (n)
Total client population 51.4 (38) 48.6 (36)
Gender
Male 49.2 (29) 50.8 (30)
Female 60.0 9) 40.0 (6)
Ethnicity?
White 50.0 (32) 50.0 (32)
African American 55.6 (5) 44.4 4)
Other 100.0 Q) 0.0 0)
Level of treatment completed
Whole 54.7 (35) 453 (29)
More than half 0.0 (0) 100.0 (3)
Half 100.0 2) 0.0 0)
Less than half 20.0 (1) 80.0 (4)

Note. This table presents the proportion and number of abstinent clients and recidivists in each
subcategory. Therefore, the proportions across rows, not down columns, will add up to 100%.
¥The distribution of the categories within this variable is statistically significant at the p < .05 level using

the Chi-square test.
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Table 2.9
Substance Use Patterns

Admission 6-month follow-up Chanae
Substance % (n) % (n) %

Alcohol 100.0 (74) 41.9 (31) -58.1
Marijuana/hashish 17.6 (13) 5.4 4 -69.3
Cocaine 6.8 (5) 2.7 2 -60.0
Opiates/narcotics 2.7 (2) 0.0 ()] -100.0
Stimulants/amphetamines 1.4 QD 0.0 (0)) -100.0
Other 0.0 (0) 4.1 (3) 100.0

Note. Percentages add up to more than 100% because some clients gave multiple responses.

ers (8.3%) sruggled with emotional or menta One of the reasons given was willpower or the
health issues, especially depression. A few  desreto stop. Some respondents had family con-
(13.9%) relapsed for other reasons such as

boredom (see Table 2.10). Table 2.11
Substance Use After Relapse

Velsle 2,10 Variable % (n)
Reasons for Relapse Stopped using after relapse

Reason % (n) Yes 472 (17)
No reason/no answer 50.0 (18) No 528 (19)
Friends/environment 16.7 (6) Reason for stopping?®
Stress _ 6 @ Willpower/desire 17.6 ©)
Sgrci)t;)slggérlfnend/boyfnend 5.6 2 Family concerns 11.8 2
Emotional/mental health 8.3 (3) ChUrCh/GOd/Splrltuallty 17.6 (3)
Choice 28 (1) AA meetings 17.6 (3
Other 11.0 (4) Other 35.3 (6)

aOnIy those clients who responded “yes” to
stopping substance use after relapse (n=17)
Overcomi ng Recidivism are included in this category.

Approximately half (47.2%) of respondents

who relapsed were ableto stop their substance  ©8s, such aschildren. Other dlientsattributed their

abuse. stopping to church attendance and AA/NA meset-
iNgs (see Table 2.11).

Aftercare and AA/NA

Less than one fifth (17.6%) of respondents par-
ticipated in aftercare provided by the facility, and
most of them (53.9%) had attended ten or fewer




Table 2.12
Aftercare Participation
Variable % (n)
Participation
Yes 17.6 (13)
No 78.4 (58)
Missing values 4.1 3)
Number of times attended®
1-5 23.1 3)
6-10 30.8 (4)
11-20 38.5 (5)
More than 20 7.7 ()
Helpfulness®
Very helpful 46.2 (6)
Somewhat helpful 30.8 (4)
Not helpful at all 7.7 Q)
Missing values 15.4 (2)

aOnly those clients who responded “yes” to
participation in aftercare (n = 13) are included

in this cateqory.

Males (18.6%) and Whites (18.7%) were more
likely to participate in aftercare than femaes
(13.3%) and African Americans (11.1%) (see
Table 2.13).

In contrast to aftercare, amost two thirds
(64.9%) of the respondents participated in AA/
NA, and more than haf (52.1%) of these cli-
ents had attended more than twenty meetings.

meetings. Almost half (46.2%) of attendees
found the meetingsvery helpful. Only one per-
son found them not hel pful at all, whiletheoth-
ersfound aftercare to besomewhat helpful (see

Table 2.12).
Table 2.13
Participation in Aftercare by Group
Group % (n)

Gender

Male 18.6 (112)

Female 13.3 (2)
Ethnicity

White 18.7 (12)

African American 11.1 (1)

Table 2.14
Alcoholics Anonymous or Narcotics
Anonymous (AA/NA)
Variable % (n)
Participated in AA/NA
Yes 64.9 (48)
No 32.4 (24
Missing values 2.7 3]
Number of times attended”
1-5 20.8 (10)
6-10 4.2 2
11-20 22.9 (11)
More than 20 52.1 (25)
Helpfulness®
Very helpful 72.9 (35)
Somewhat helpful 16.7 (8)
Not helpful at all 10.4 (5)

0nly those clients who participated in AA/NA (n =
48) are included in this category.

In addition, dmogt three fourths (72.9%) found
these meetings very helpful, while a few
(10.4%) found themnot hel pful at all (sse Table
2.14).



Table 2.15
AA/NA Participation by Group
Group % (n)
Gender
Male 64.4 (38)
Female 66.6 (10)
Ethnicity
White 64.0 41)
African American 77.8 (7)

Note. This table shows the n of group mem-
bers participating in AA/NA. Each correspond-
ing % is based on the total n in each group.

For AA/NA meetings, African Americans
(77.8%) and females (66.6%) had higher par-
ticipation rates than Whites (64.0%) and maes
(64.4%) (see Table 2.15).

QUALITY OF LIFE MEASURES

at admission (36.5%). In addition, there were
far fewer respondents unemployed after treat-
ment (33.8%) than before (56.8%) (see Table
2.16 and Figure 2.9).

Usual Occupation

The number of professionas and skilled work-
ers increased from 9.5% to 16.2% and from
28.4% to 39.2% respectively, and the propor-
tion of those who answered unempl oyed asther
usua occupation decreased from 47.3% to

Employment Situation 35.1% (see Teble 2.16).

Significantly more respondents were employed

full-time 6 months after treatment (56.8%) than

Table 2.16

Economic Factors of Substance Abuse Clients

Admission 6-month follow-up
Variable % (n) % (n)

Employment Situation
Full-time® 36.5 (27) 56.8 (42)
Part-time 1.4 1) 5.4 (4)
Unemployed? 56.8 (42) 33.8 (25)
Student® 1.4 (1) 1.4 (1)
Other® 2.7 @) 1.4 (1)
Missing values” 1.4 (1) 1.4 (1)

Usual occupation
Professional 9.5 ) 16.2 (12)
Skilled worker 28.4 (21) 39.2 (29)
Laborer® 10.8 8 1.4 (1)
Unemployed 47.3 (35) 35.1 (26)
Other” 1.4 () 5.4 (4)
Missing values’ 2.7 (2) 2.7 (2)

*The difference change for this category is statistically significant at the p < .05 level using the McNemar

b, . L. .
test. Due to small sample sizes. statistics were not computed for this category.
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Table 2.17 Living Arrangement

?g;?;qn;?‘?ce I SIENSE @ B Sl At admission, most respondents (71.6%) lived
Better Performance % - ywt.h relatives. Aftgr treaman, d.though ama
Yes 39.2 (29) jority (66.2%) till lived with releives, the num-

No 6.8 (5) ber of regpondentslivingwithanimmediatefamily
Missing values 54.0 (40) member more than tripled to 23%. The number

_ . _ of respondents|iving aone decreased from nine
More than athird (39.2%) of respondents said to eight (see Table 2.18 and Figure 2.10).
that they now performed better a school or work

then they had before trestment (see Teble 2.17). At the time of admission, five respondents re-

ported to be homeless. At the 6-month follow-

Table 2.18
Living Arrangement of Respondents Before and After Treatment
Admission 6-month follow-up

Arrangement % (n) % (n)
Alone 12.2 9) 10.8 (8)
With immediate family® 6.8 (5) 23.0 17)
With relatives 71.6 (53) 66.2 (49)
In foster care® 1.4 (1) 0.0 (0)
Other® 8.1 (6) 0.0 (0)

®*The difference change for each category is statistically significant at the p < .05 level using the
McNemar test. "Due to small sample sizes, statistics were not computed for this category.

Figure 2.10 Living Arrangement of Respondents
Before and After Treatment
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Table 2.19 Table 2.21

Homelessness People with Whom Clients Had Serious
When Homeless % n) Problems in the 30 Days Before Follow-up

Admission 68 (5 % ()

Follow-up 00 (0 No one 824 (61)
. . . Spouse/significant other 2.7 2

up, dl five had moved inwith rdatives (sse Table Sﬁ)"ng J 14 8

2.19). Mother 4.1 ©)

Children 14 (1)

Marital Status

Between admission and the 6-month follow-up,
the percentage of married respondents de-
creased from 24.3% to 21.6%. The proportion
of never been married aso decreased dightly,
while the proportion of clients who were sepa
rated or divorced increased from 43.2% to

Note. Missing values are excluded.

Arrest Record
Prior to admisson, al respondents had an ar-
rest record. This percentagewas dramaticaly

Figure 2.11 Difference in Arrest
Record Before and After Treatment

50.0% (see Table 2.20).
100.0
. . 100 7
Relationship Problems
The mgority (82.4%) of respondents had no 90 1
seriousreationship problemsduring the 30 days - 80 7
prior to the 6-month follow-up. Of those re- £ 70 -
spondents who did have problems, three had a % 60 1
problem with their mother and two with ther 250 A
spouse or significant other (see Table 2.21). 240 -
gs)
O\o 30 T
201 10.8
10 ~
0 T 1
During the 2 years During the 6 months
before admission after admission
Table 2.20
Marital Status
Admission 6-month follow-up Change
Status % (n) % (n) %
Never married/single 324 (24) 28.4 (22) -12.5
Married 24.3  (18) 21.6 (16) -11.1
Separated/divorced/widowed/annulled 43.2 (32) 50.0 (37) 15.6




Table 2.22
Arrest Record 2

During the 2 years before admission

During the 6 months after admission

Client was arrested % (n) % (n)
Yes 100.0 (74) 10.8 @8)
No 0.0 ) 89.2 (66)

®The distribution of the data within the categories is statistically significant at the p < .05 level

using the Chi-square test.

lower by the time of the follow-up, as only a
tenth of respondents had been arrested in the
past 6 months (see Table 2.22 and Figure 2.11).

This difference in arrest rates seems largely at-

tributable to trestment because the number one
reason for being arrested during the 2 years be-

forewas DUI (100%), with acohol accounting
for most arrests (81.1%).

Table 2.23

Top Ten Reasons for Clients’ Arrests Before
Treatment

Reason % (n)
DUI 100.0 (74)
Major driving violation 8.1 6)
Drug charges 54 (€]
Disorderl n \%

i R T
Robbery 41 ©)
Assault 2.7 )]
Burglary/larceny 2.7 )]
Parole/probation violation 14 @
Domestic violence 14 ®
Other 4.1 (©)

Note. Percentages add up to more than 100%
because some clients gave multiple reasons.

Other reasonsfor having been arrested included
maor driving violations (8.1%), drug charges
(5.4%), disorderly conduct (5.4%), and rob-
bery (4.1%) (see Table 2.23).

Over tharr lifetime, the length of incarceration
for most respondents (54.1%) was 3 months or
less. About onefifth (21.7%) of the respondents
had spent from 4 monthsto 1 year injall.

Domestic Violence

Nearly one third (31.1%) of respondents had
been involved in domestic violence while under
the influence of drugs or alcohol. Of thesere-
spondents, 30.4% said that someone was in-
jured, and 85.7% of those respondents said that
they themsalves wereinjured (see Table 2.24).

Physical and Mental Health

Most (82.4%) of the respondents felt that their
physicd and menta heath had improved since
treatment (see Figure 2.12). Around two fifths
(39.2%) had experienced psychological or emo-



Table 2.24
Domestic Violence Involvement While
Using Substances

Variable % (n)

Involved in domestic violence
while using substances

Yes 31.1 (23)

No 60.8 (45)

Missing values 8.1 (6)
Person was injured®

Yes 304 (7))

No 69.6 (16)
Person injuredb

Self 85.7 (6)

Other 143 (1)

®This category includes only those clients who
admitted domestic violence involvement (n =
23). ®This category includes only those clients
who said a person was injured in this domestic
violence (n = 7).

tiona problems during the 30 days preceding the
interview (see Table 2.25).

These respondents suffered from depression
(69.0%), anxiety (58.6%), cognitive difficulties
(20.7%), difficulty controlling violent behavior
(13.8%), and other problems. Less than one fifth
(17.2%) of the respondents had been prescribed
medication for their problems (see Table 2.25).

Table 2.25
Physical and Mental Health Since Treatment
Variable % (n)
Experienced better physical health since treatment
Yes 82.4 (61)
No 14.9 (11)
Missing values 2.7 2
Experienced psychological or emotional problems in the 30 days before the follow-up
Yes 39.2 (29)
No 56.8 (42)
Missing values 4.1 3)
Type of problems experienced”
Serious depression 69.0 (20)
Serious anxiety or tension 58.6 @an
Difficulty understanding, concentrating, or remembering 20.7 (6)
Trouble controlling violent behavior 13.8 4
Serious thoughts of suicide 6.9 2
Hallucinations 34 1)
On medication for emotional problems 17.2 (5)

*This category includes only those 29 clients who experienced a psychological/emotional problem.
Percentages add up to more than 100.0% because some clients gave multiple responses.




Figure 2.12 Physical Health
Since Treatment
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Tobacco Use

mon one cited (37.8%) was the knowledge and
indght gained during the Say.

Only afew respondents (6.8%) found their treat-
ment not at all helpful . For them, poor counsdling
wasthe main complaint (see Table 2.27 and Figure
2.13).

Table 2.27
Most (86'5%) of the respondents u_sed atobacco Clients’ Perception of Treatment
product during the 6 months following trestmen. Variable % ()
Cigarettes were preferred by nearly dl (93.8%)  Helpfulness of treatment
of the tobacco users (see Table 2.26). Very helpful 67.6  (50)
Somewhat helpful 25.7 (29)
Table 2.26 Not helpful at all 6.8 (5
Tobacco Use Reasons for rating®
Variable % (n) Knowledge/insight gained 37.8  (28)
Client uses tobacco products Achieved abstinence 12.2 9)
Yes 86.5 (64) Good counselors 8.1 6)
No 135 (20) Good program 6.8 ®)
Tobacco products used® Bad counselors 6.8 (5)
Cigarettes 93.8 (60) No reason 5.4 4
Chewing tobacco/snuff/ 31 @) Treatment didn’t help 2.7 @
. smokeless tobacco Other 203 (15)
Cigars 1.6 (1) ®Percentages in this category do not add up to
Pipe tobacco 16 @ 100.0% because of rounding.

#This category includes only those clients who
said they used tobacco products.

TREATMENT PERCEPTION

Helpfulness
Two thirds (67.6%) of the respondentsfound their
trestment very helpful, and afourth (25.7%) re-

ported it to be somewhat helpful. The reasons

for these ratings were varied, but the most com-

Figure 2.13 Clients'
Perception of Treatment

6.8%
25.7%

BOvery helpful
O Somewhat helpful
B Not at all helpful

67.6%



Suggestions for Improvement

When asked for suggestions to improve treat-
ment, most respondents (79.7%) had none. The
rest suggested better counsdling (13.5%), more
one-on-one counsding (4.0%), more activities
(1.4%), and a physicd fitness program (1.4%)
(see Table 2.28).

Table 2.28
Clients’ Suggestions for Improving Treatment
Suggestion % (n)
No suggestion 79.7 (59)
Better counseling/staff 135 (20)
More one-on-one counseling 4.0 3)
More activities 14 Q)
Physical fithess program 14 1)

Note. Percentages in this table do not add up to
100.0% because of rounding.




CHAPTER 3
SuMMARY AND PoLicy IMPLICATIONS

SUMMARY STATEMENTS
TheAlcohol and Drug Abuse Treatment (ADAT)
clients in this study have been a threat both to
themselves and to society. At thetime of admis-
son, dl of these respondents had been arrested
for DUIL. Mogt admitted to usudly driving after
consuming acohol and/or other substances.

ADAT respondents tended to be White males
with at least some high school education. About
two fifths of them had been in trestment at least
once previoudy. Many of these clients said they
sought trestment both to ded with their acohol
and drug abuse and to follow through with acourt
order. Morethan four fifths of respondents com-
pleted the entire course of treatment. Most par-
ticipated in specid skillsclassesand weretrained
in relgpse prevention and coping skills.

Trestment appears to have been effective in re-
ducing substance use in a least hdf of the re-
spondents.

Abstinence was much more likely to be main-
tained if respondents participated in Alcoholics
Anonymousor NarcoticsAnonymous (AA/NA)
or in afacility’ s aftercare program.

Respondents were more likely to abstain from
using drugs than from using acohol, and acohol
was the most common substance used among
recidivists aswell as among dients at the time of
admisson.

In addition to reducing substance use, trestment
hed additiona benefits:

» A substantial proportion of respondents
gained employment between admission to
trestment and the 6-month follow-up.

* The proportion of respondents recently ar-
rested decreased dramatically, from
100% at time of admission to one tenth &t the
time of follow-up.

* Interpersond relationships seemed to have
improved, suggested by the tripling of
the proportion of respondents who lived with
immediate family members, from admisson to
follow-up.

» Mogt respondents felt that their physicd and
mental health had improved since trestment.

Over 90% of the respondents rated the treat-
ment asether very hel pful or somewhat help-
ful, while less than 7% reported that the treat-
ment had been not helpful at all.

COST EFFECTIVENESS
ANALYSIS

DUI offenses are extremely costly to society.
According to the National Highway Traffic
Safety Adminigration (NHTSA), “Preventing
al impaired driving crasheswould save $42 hil-
lion annualy” (NHTSA, 2000). In addition,



the average cost nationdly in 1993, for an in-
jured survivor of an acohol-related traffic acci-
dent was estimated at $67,000, which included
$6,000 in hedlth care and $13,000 in lost pro-
ductivity (MADD, 2001a, p. 1).

It was ds0 estimated that, in 1993, an innocent
victim of an acohol-related traffic accident lost
$26,000, compared to a victim of assault
($19,000) or robbery ($13,000). Giventherate
of inflation and a proportionaly higher increase
in medica codgts over the past 8 years, these
estimated costs could have only increased. A
sgnificant proportion of these costs are passed
on to taxpayers, as over 25% of the medical
cogsfor thefirg year after apersonisinjuredin
an acohol-related traffic accident are paid
through public programs like Medicaid and
Medicare (MADD, 20014a).

In 1997, e cohol-reated traffic accidentsin Ten-
nessee cost the public more than $2.2 billion, of
which more than $0.9 billion are monetary costs
and $1.3hillionarein qudlity of lifelosses (Pub-
lic Services Research Indtitute, 2002, p. 1).
“People other than the drinking driver paid $0.9
billion of the dcohal-related crash bill” (p. 1).
That same year, the estimated average cost per
injured survivor of an acohol-related crash was
$70,000, of which $30,000 were in monetary
costsand $40,000in qudity of lifelosses (p. 1).

Driverswho are not involved in acohol-related
accidents <till bear some of thefinancid burden.
It isestimated that a cohol-rel ated crashes have
increased auto insurance payments in Tennes-
see by 12% (Public Services Research Ingti-

tute, 2002, p. 2). Reducing acohol-related au-
tomobile accidents by 10% would save an eti-
mated $60 million in claims payments and loss
adjustment expenses (p. 2).

In addition to the financid cost of tregting the
consequences of alcohol-related traffic acci-

dents, the hedth care and legd systemsare bur-

dened with treeting or punishing DUI offenders.
According to the Nationd Highway Traffic and
Safety Adminigration (NHTSA), more people
(1.4 million) were arrested in the United States
in 1997 for driving whileimpaired (DWI) or for
DUI thandl other reported crimind offensesex-

cept for larceny and theft (cited in MADD,

2001a). However, the greatest cost of DUI is
the loss of life that often results from crashes
involving an intoxicated driver.

The maximum amount of money that the date
spends treating an ADAT-DUI client is $2,345
(cdculated by the rate ADAT reimburses pro-
vidersper day, $110 per day for days 1 through
7 and $75 per day for days 8 through 28). Even
with an abgtinence rate only dightly higher than
50% (which may beeven higher with therecidi-

vigswho subsequently regain their abstinence),
the cost of ADAT islow compared to the cost
of untreated drivers impaired by substance
abuse. Furthermore, because the fund is gener-
ated from the sale of confiscated vehicles and
fines, ADAT isnaot coglly to taxpayers. This a-
tests to the worth of the ADAT-DUI program.



PROGRAM AND POLICY
IMPLICATIONS

The following are the mgor policy implications
of the findings of this evauation.

Treatment Effectiveness

We must recognize the effectiveness of treat-
ment in improving the costs and occurrence of
DUI. Treatment was particularly effectivefor the
respondentsinthis sudy. Sightly more than half
of them abstained from the time of trestment to
the 6-month follow-up, and more than three
fourths abstained during the 30 days before the
follow-up interview.

Perceived Helpfulness

Themagjority of respondentsreported their tregt-
ment to be very helpful. While four fifths had
no suggestion for improvement, a number of
them felt that there could have been better coun-
sding/staff or more one-on-one counsding ses-
sons. Additiond training and funding for coun-
selors may help them provide better treatment.

Substances Used

Alcohol was abused by al DUI offenders. In
addition, some used marijuana/hashish, cocaine,
and opiates/narcotics a the time of admisson.
Clientswere more likely to return to usng alco-
hol than other substances after trestment.

Beginning Age of Abuse

It appearsthat the mgority (56.8%) of respon-
dentsfirgt began substance use betweenthe ages
of 12 and 16, and another quarter (27.0%)
started between the ages 17 and 22. Therefore,

prevention programs need to particularly target
junior high, high school, and college students.

Aftercare and Support Group
Participation

A dientismorelikely to abstain after trestment
if he or she participates in a facility’s aftercare
program. Attending AA or NA meetings makes
abstaining even morelikely. Because of the cru-
cid benefitsof both aftercare programsand AA/
NA, trestment facility staff should continue to
encourage client participation in these programs
and groups.

Employment

Treatment helps clients become economically
productive. Significantly more respondentswere
employed full-time 6 months after treatment
(56.8%) than at admisson (36.5%). In addi-
tion, most reported performing better at work
or school after trestment.

Cost Effectiveness

The ADAT program isof minimd finandia bur-
den to the state given that treetment is funded
by sdesof DUI-seized vehiclesand through the
collection of driving whileimpaired (DWI) fines.
Dueto the highly severe consequences of DUI,
those who continue to drive under the influence
place a heavy burden on society and the State,
whether or not they are caught by the police.
Because treatment has been successful for a
leest hdf of the dientsin this sudy, ADAT has
proven to be acodt-€effective program, onewor-
thy of continued funding.
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DIrecTtorY oF ADAT-FuUNDED
TREATMENT PROVIDERS

Stephen Patterson, Executive Director
Aspdl Recovery Center

T.A.M.B. of Jackson Tennessee, Inc.
331 North Highland Avenue

Jackson, TN 38302

Phone: (731) 427-7238

Fax: (731) 423-3811

Jarry Risner, Executive Director
Buffdo Valey, Inc.

501 Park Avenue

P.O. Box 879

Hohenwald, TN 38462

Phone: (800) 447-2766

Fax: (931) 796-5250
www.buffalovaley.com

Kenneth Badd, Executive Director
Helen Ross McNabb Center, Inc.
Centerpointe Adult Services

5310 Bal Camp Pike

Knoxville, TN 37921

Phone: (865) 523-4704

Fax: (865) 602-2387

Reve McDavid, Executive Director
Comprehensive Community Services, Inc.
6145 Temple Star Road

Kingsport, TN 37660

Phone: (423) 349-4070

Fax: (423) 349-6597



Terry Shapiro, Executive Director

Council for Alcohol and Drug Abuse Services, Inc.
207 Spears Avenue

P.O. Box 4797

Chattanooga, TN 37405

Phone: (423) 756-7644

Fax: (423) 756-7646

Douglas Varney, Executive Director

Frontier Health: Magnolia Ridge Residentia Treatment Center
900 Buffalo Street

Johnson City, TN 37601

Phone: (423) 232-4130

Fax: (423) 232-4145

Sharon Trammell, Executive Director
Grace House of Memphis, Tennessee
329 North Bdlevue

Memphis, TN 38105

Phone: (901) 722-8460

Fax: (901) 722-9023

Douglas Harr, Executive Director

Jackson Area Council on Alcoholism and Drug Dependency (JA.C.O.A.)
900 East Chester Street

Jackson, TN 38301

Phone: (731) 423-3653

Fax: (731) 422-2820

Hershdl Warren, Executive Director
Lloyd C. Elan Mentd Hedth Center
Meharry Medica College

1005 D.B. Todd Boulevard
Nashville, TN 37208

Phone: (615) 327-6609

Fax: (615) 321-2951



Mike McLoughlin, Executive Director
Memphis Recovery Center, Inc.

219 North Montgomery

Memphis, TN 38104

Phone: (901) 272-7751

Fax: (901) 274-2172

Albert Jones, Executive Director
New Directions, Inc.

642 Semmes Street

Memphis, TN 38126

Phone: (901) 327-4244

Fax: (901) 327-4263

Jerry Gilliland, President
New Life Lodge, Inc.
999 Girl Scout Road
P.O. Box 430

Burns, TN 37029
Phone: (800) 365-3899
Fax: (615) 446-2377

Dan Hoyle, Executive Director
The Pathfinders, Inc.

875 Highway 231 North
Cagtdian Springs, TN 37031
Phone: (800) 553-2540

Fax: (615) 374-3560

Mike Coupe, Executive Director
The Place of Hope, Inc.

105 North James Campbell Blvd.
Columbia, TN 38401

Phone: (931) 388-9406

Fax: (931) 388-9418



Allen Richardson, Executive Director
Serenity Recovery Centers, Inc.

301 North Bellevue Boulevard
Memphis, TN 38105

Phone: (901) 726-1131

Fax: (901) 274-1146

Water Williams, Executive Director
The Synergy Foundation, Inc.

2305 Airport Interchange Avenue
Memphis, TN 38132

Phone: (901) 332-2227

Fax: (901) 332-0477

Dr. Bobby L. Freeman, Executive Director
Volunteer Behaviord Hedth Care System
New Leaf Recovery

P.O. Box 3165

Cookeville, TN 38502-3165

Phone: (931) 432-4123

Fax: (931) 432-4605



