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FOREWORD

Scholars, policy makers, and practitioners from around the country joined ONDCP and
the Departments of Justice and Health and Human Services in March of 1998, to address key
policy questions regarding drug treatment and the justice system. This consensus meeting took
stock of existing knowledge, probing scientific research and clinical experience to determine
what is known with reasonable confidence. The participants found that quite a bit is known, but
also found that what is being done is often not consistent with what is known. To help rectify
this situation, ONDCP has taken a number of steps.

e A comprehensive statement of policy that reflects the state of established knowledge has
been crafted and circulated, first among Federal agencies and then among major stakeholder
organizations. In concert with the Departments of Justice and Health and Human Services,
ONDCP will convene a National Assembly on Drugs, Alcohol Abuse, and the Criminal
Offender in December of 1999, where local, state, and Federal stakeholders will be
challenged to seek consensus on sound national policy and identify short- and long-term
actions required for its implementation.

e The Breaking the Cycle initiative -- a fully integrated program of testing, swift and certain
sanctions, treatment and continued monitoring, and relapse prevention — has been expanded
from one to four sites, three for adults and one for juveniles.

¢ The Drug-Free Prison Zone Demonstration Project was established and is demonstrating, in
eight states and selected Federal prisons, a program of regular inmate drug testing, the use of
advanced technologies for drug detection, interventions including drug treatment, and
training of correctional and other institutional staff.

e The field testing of Operating Standards for Prison-Based Therapeutic Communities (TCs)
has been conducted by Therapeutic Communities of America (TCA), with ONDCP support.

This document is the result of that field testing effort. TCA is to be commended for this
groundbreaking contribution and for bringing a new level of discipline to the discussion of drug
treatment. This comprehensive set of operating standards for prison-based TCs -- over 120
standards across 11 program domains — has now been validated in operational prison settings. It
provides a blueprint for state and local leaders who want to do it right. The standards will
eventually be put into a format appropriate for use by national accrediting organizations. In the
interim, TCA’s continuing leadership will be needed to provide expert guidance for their proper
application. Well done TCA. We look forward to continuing progress, step by step.

T 2D

Barry R. McCaffrey
Director
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.  Overview of the Standar ds Development Proj ect

Thergpeutic Communities of America, (TCA), through its crimina justice task force has launched a
project to develop minimum standards for operating modified therapeutic community (TC) programsin
prison settings. The project congists of three continuous phases: Phase |, Phase |1, and Phase 1. Phase
| activities, supported by the Ohio Department of Alcohol and Drug Addiction Services (ODADAYS),
developed an initid draft of standards and outlined procedures for assessing compliance with standards.
Phase Il activities, supported by The White House Office of National Drug Control Policy
(ONDCP), were afidd vdidation of the assessment procedures (i.e. the review protocol) to inform a
find revison of gandards. Phase |11, the find phase of the project, will trandate the TC sandardsinto a
format appropriate for accreditation of modified TC programsin correctional settings.

Phase | of the project yielded a draft of the standards and a preliminary fidld sandards
assessment protocol (see TCA, Phase | Project Report, 1997). Phase Il of the project has been
successfully completed. The present report summarizes the work scope, conclusions, and
recommendations of the Phase I working committee. It includes the Revised Prison TC Sandards

based upon the activities of Phase .

II. Introduction to the Standar ds Development Project

In recent years, avariety of TC-oriented program models have been adapted for incarcerated
substance abusers in prison settings. This devel opment has been fostered by overcrowded
prisons, the influx of drug offenders, and the documented success of an early TC prison modd in

reducing recidivism to crime and relgpse to drug use.



Modifications of the TC modd for prisons are shaped by the unique features of the correctiona
inditution, e.q., its focus on security, its god of early release, itslimited physicd and socid space, and
the prison culture itself. Nevertheess, experience and research shows that peer-managed communities
for socid learning can be successfully established for the substance abusers who enter these prison-
basad programs. A prominent festure of modified prison modds is the mutua involvement of
correctiond officers and prison administrators and mental health and TC treatment professonds. For
participants who leave these prison TCs, models for continuance of recovery have recently been
established outsade the wals in TC-oriented hafway houses.

The Need for Standards

The diversty of programs within the TC moddity in generd and within the correctiond systemin
particular underscores the need for standards that trestment programsin correctiond settings have
labeled themsdalves TCs. Whether these are valid or even smilar TC modelsis often unclear. In addition
to these broad issues, there are pragmatic reasons for developing standards for TC prison programs,
which include: maintaining quaity assurance and best practicesin TCs, guiding g&ff traning; and
evauating the effectiveness and cost benefit of TC trestment in prison.

Also, explicit program standards are essentid criteriafor forma accreditation and licensure efforts.
I1l. Phasell: Major Aimsand Scope of Work

The primary am of Phase [l was to complete afield validation of the tandards review protocol. There
were two key objectivesin this phase: (8) to assess and improve the comprehensiveness and clarity of
the standards themselves and (b) to assess the utility of the standards review protocol. The field

evauation trid was conducted at eight modified TC prison programs sdlected from prison ingitutions in



different regions of the country. An expert in TC prison programming conducted the trid a each Ste
utilizing the exidting field review protocal (i.e,, formerly the “SEEQ-Criminal Justice Version Reviewer
Worksheet;” see Appendix B).

The Phase Il project began Oct. 1, 1998. Table 1 summarizesthe key tasks, activities, and

deliverablesin this period.



Tablel | Key Tasks, Activities, and Ddiverablesfor Phasell of the Standards

Development pr oject

Four field reviewers were selected whaose experience with TC programming ranged from 12—20
years. The criteriafor site selection provided areasonable first test of the general validity of the review
protocol and the standards themselves. A tota of eight different modified prison TC programs were

selected from prison systemsin Cdlifornia, FHorida, New Y ork, and Ohio. Table 2 ligs the field

1.

2.

3.

8.

0.

Planning: 2 full days full working committee
Sdlection of 46 prison TC stesfor field review
Sdection of 4 fidld reviewers

Orientation for field reviewers

Development of a protocol for the Ste vist
Conducting the field reviews a each ste
Development of reports from the field reviewers
Analysis of the field reports by the project coordinator

Development of the executive summary report

10. Review and gpprova of revisonsto the fied protocol and the prison stlandards by the

full working committee.

11. Review of Executive Summary report by ONDCP

12. Completion of the Full Phase Il Report

reviewers and prison Sites sdlected for field review.

Some of the programs were housed in the same prison complex. However, each Ste vist to the

prison was limited to two days to complete. Typica reviewer activities during the Ste



vigts induded examination of records, interviews with saff a al leves, interviews with resdents,

observation of meetings and groups, and observation of the physicd environment.



Table 2.

Field Reviewers and Sites Selected for Phase |1 of the Standards Development project

Reviewers

Selected
Prison Sites

1. Florida

2. California

3. Ohio

4. New York

*Allan Bernhardt, M.A., MSW
*David Kressel, Ph.D.
*Robert L. Neri, LMHC, CAP
*Nelson Tiburcio, M.A.

* Lowells Men’s Unit Therapeutic Community Program

capacity= 210 beds
operational for 10 years at Marion Correctiona Institution

» ZephyrHills Correctiona Ingtitutional Therapeutic Community for dualy disordered

operationd for 3 years under the Florida Dep’t of Corrections
number of beds = 70
gender = men

* KEY SAP Men's Program at the California Rehabilitation Center (CRC)

operational for 7 years
capacity = 200 beds

*Walden House Women’s Program at the California Rehabilitation Center (CRC)

operationa for 4 years
capacity = 294 beds (96 at the time of field reviewer visit)

» OASIS Men's Therapeutic Community at Pickaway Correctiona Ingtitution (Orient,
OH)

operational for 7 years
capacity = 150 beds

* Tapestry Women’s Therapeutic Community at the Ohio Reformatory for Women
(Marysville, OH)

operational for 9 years
capacity = 92

e Stay’n Out Men's TC facility at Arthur Kill Prison
operational for 23 years
capacity =143 beds

 Stay’n Out Women's TC facility at Bayview Prison

operational for 23 years
capacity = 40 beds



V. Report of the Field Review: Main Findings and
Recommendations

This section summarizes in bullet form the main findings and recommendations drawn from both the
quantitative and qualitative reports of the Site reviews. The findings and recommendations presented
address the two main aims of Phase|l: (1) to assess the utility of afield review protocol and (2) to

assess the utility of and revise the Prison Based TC Standards.

A. Utility of the Review Protocol and Process:

Overdl, the review protocol was relevant and useful and the review process was feasible and
comprehengive. The exiding Field Review Protocol (formerly the “Reviewer Worksheet for
Crimind Justice TC programs [SEEQ)]”) is appropriate and useful for assessng whether
programs meet the TC standards. However, later versons of this protocol must correspond
more closdly to the find revisonsin the sandards themsdves. The specific recommendations for
revision of the field review protocol and process are noted:

The Fied Review Protocol should include more quality assurance measures of

accreditation such as staff education, adequacy to the facility, etc.

Criteriafor weighting the subsections of the standards must be developed to capture

the variance within programs in meeting different areas of the Sandards.

Thefidd reviewers must be highly experienced in the TC and in the use of the

review protocol. Moreover, there must be experiential parity across reviewers

who are evauating different program stes to assure comparability in the quality of

accreditation process based upon the review protocol.

The elements of the review process (e.g. participant observation, assessment of

files, interviews with key personnel and residents etc.) are appropriate to assess

program compliance with standards. However, the time required to complete an



adequate field review must be expanded to at |least two days per program rather

than two days per prison.

Thefidd reviewer must be positively perceived by the correctiona and clinical

gaff and the residents as nonintrusive, neutra, and helpful to the program. Such

perceptions facilitate voluntary and honest disclosures concerning program eements
and culture.

Some additional components of the process that must be included are attending
adtaff meeting, assessing whether clinica records are used in the trestment process,
and reviewing the g&ff training program.

Preparation prior to the prison te vist is essentid to maximize the efficiency of the fidd review
process. A preparation checklist for program ste visits was developed and successfully implemented
during phase I1. This preparation checklist should be standardized and included in later revisions of the

field review protocol.

The Feld Review Protocol utilized in Phase 11 is contained in Appendix A. This document will
be revised to include the recommendations from the field review as part of the phase 11 activities of the
project. Aswith the standards themselves, the Field Review Protocol will be refined through its generd
usein thefidd.

B. Utility and Revision of the Prison-Based TC Standards

Overdl, the standards were comprehensive, clear, and relevant to ng the vaidity of
modified TC programming in prisons. The specific recommendations which were considered for
revison of the standards are noted.
Theterm community member should replace the terms brother and sister to provide a
generic concept of the roles of the resdentsin prison TCs.
Items must be included which assess capability of the program to meet sandards, i.e. limits
of the prison setting, standards for programs with and without aftercare capability, and
gandards for integrating dl prison personnd in the TC program.



Items must be included thet reflect the TC trestment gods of diminating criminal and
antisocial behavior and thinking in prison TC admissons.

Quedtioning gaff concerning their recovery history chalenges American Disability

Association guidelines.

Standards should be added that address problems, needs, and issues of special populations.
Some of the standards are abstract and leave room for interpretation and thereby reviewer
differences. Items in each area should provide concrete examples of the TC perspective and
approach.

Standards should include items requiring routine random observation of TC activities, such
as meetings and groups by staff to reliably assess quaity assurance. Site vidits provide a
single sample (often biased) of the qudity of the activities. The random

observations (ana ogous to random urine screens) should be conducted at some frequency
and recorded in the file with dete, activity, and overdl rating of the activity.

Field reviews for purposes of accreditation of the programs based upon these standards
require reviewers with specid expertise in TC programming, prison treatment, and program
qudlity assurance assessmen.

Accreditation based upon the review protocol must consder factors influencing the
program’ s capacity to comply with the standards. Such factors include the age of the
program sart up (e.g., early stage, experienced), indtitutiona redtrictions (e.g., degree of
isolation of the program from the generd population in prisons, prison referrd pathways,
and classfication criteria), limits of funding resources, and the presence of gppropriate
aftercare sarvices. Overdl the standards should include items that assess the minimal
requirements to support the capability of the program.

Compliance with the TC prisons standards should be appropriately assessed in terms of
particular client characteristics and specid needs (eg., MICAS, femdes, juveniles, sex
offenders). Funding and training resources must be available to improve the program’s

capability to address these specid needs.
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V. TheRevised Prison TC Standards: Conclusion, Clarifications,
and Caveats

The Revised TC Prison Standards are contained in Appendix B. These reflect the concdlusons and
recommendations of the Phase Il project as modified and gpproved by the TCA Crimind Justice
Committee. TCA recommends dissemination of Prison TC Standards as generd information to the field.
Periodic refinement and revision of these sandards will be informed
through their generd implementationin the field as guidelines for program accreditation, staff training,
and gaff certification

The TCA standards represent the core elements and best practices of the thergpeutic
community treatment gpproach modified as TC treatment in correctiona settings. Based upon
theoretica writings, research, and clinical experience (see for example De Leon, 1995, 1997, in press,
Lipton, 1997), the standards were devel oped to provide quality assurance of therapeutic community
programming in the prison settings. They should be distinguished from standards required for prison
ingtitutions in general or hedlth care components within prison ingtitutions. For example, the standards
for functiona areas such as safety, security, and order are more gppropriately included in ingtitutiond-
wide evauations (see for example, Performance Sandards for Adult Community Residential
Standards (4™ ed.), American Correctional Association, 1999). TC programsin prisons must comply
with basc indtitutiona regulations and standards. However, accreditation of TC-oriented programs
within prison settings sgnifies compliance with minimum standards for implementing the essentia

elements and best practices of the TC trestment modd and method.

11



Specific Caveats

Interpretative guidelines for these standards are under development as part of the TCA standards
project. Until these are available, implementation of these standards for accreditation and other uses

should be guided by the following considerations.

*These nationd standards are minimum criteria for assuring appropriate implementation of prison
based TC oriented programs. Their efficacy as guiddines for accreditation or quaity assurance criteria
depends upon use of the standards in their entirety. Modifications in the form of deletions, additions,
word changes, and sdective omissons of particular sections could undermine the integrity, vaidity, and
utility of the standards.

*These nationa standards can guide the development of standards that are specific to states or other

juridictions. TCA can assg states in the appropriate adaptations of the national standards to meet loca
conditions.

* Accreditation of prison TC programs based upon these nationa standards should be conducted by
qudified agencies or bodies, e.g., the American Correctiond Association (ACA), to assure their

appropriate use in the accreditation process.

*The present standards represent generic guiddines for prison-based TCs. However, compliance with
these standards should be appropriately assessed in terms of the particular characteristics and specid
needs of the participantsin prison-based TC programs (eg., MICAs, femdes, juveniles, sex offenders).
Funding and training resources must be available to improve the program'’ s capability to address these
specia needs.

» Accreditation based upon these standards must consider factors influencing the program’ s capacity to
comply with the standards. Such factors include the age of the program gtart up (e.g., early stage,
experienced), inditutiond restrictions (e.g., degree of isolation of the program from

12



the generd population in prisons, prison referrd pathways, and classification criteria), limits of funding

resources, and the presence of appropriate aftercare services.

*These nationd standards reflect the essentiad € ements and best practices of the TC gpproach. Thus,
they can be utilized for initiativesin staff training, credentialing and licensure. TC training should include
acurriculum, expert faculty, and teaching formet that appropriately reflect scope and intent of the

standards.

VI. Summary Of Phasell and Plans

Phase | of the Standards Devel opment Project has been successfully completed. Thefield reviews at
al stes have been conducted and the data have been analyzed. The Phase |1 results vaidated the
standards themsdlves and the review protocol. Recommendations based upon the field review guided
the find revison of both the slandards and the protocol. The TCA Crimina Justice Committee has
recommended dissemination of the TCA Nationa Prison TC standards guided by considerations and
cavests that assure ther gppropriate implementation. Thefina and third phase of the standards
development project isto trandate the TCA standards into the format that can be utilized by the
American Correctional Association (ACA) for program accreditation. A brief outline of Phase 1l is

attached as Appendix C.
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The (SEEQ)*: Criminal Justice Version

Therapeutic Community Model Standards

Field Review Protocol*

* Much of the material in this document is based upon the Therapeutic Community
Scale of Essential Elements Questionnaire (SEEQ, Melnick and De Leon 1993), and
adaptations made by Allen I. Bernhardt. The SEEQ is based upon theoretical writings
on the therapeutic community model and method (e.g., De Leon 1995). No part of
this material may be reproduced in any form of printing or by any other means,
electronic or mechanical, including, but not limited to photocopying, audiovisual
recording and transmission, portrayal or duplication in any information storage and
retrieval system without express permission from the authors of the SEEQ, and

publishers, Center for Therapeutic Community Research, at NDRI, Inc., New York,
NY.

Field Review Protocol



Therapeutic Community Model Standards

Thisinstrument is intended for internal use as a working document only, and not for distribution.
Scoring is based upon reviewer’ s subjective interpretation of observed behavior (on-site) and
objective data obtained from the provider.

Scoring Guide
0 = Program lacks this element or failsto meet this standard.

1 = Program has this element, but does not successfully engage this standard.

2 = Program has element but needs more work before meeting this standard.

3 = Program has element and is working reasonably well. Sandard is met.

4 = Program has element and is working very well. Additional work is not needed in this area.
N/A = not applicable, or appropriate

STANDARDS

SECTION | — TC PERSPECTIVE

The TC Perspective includes a four-view way of looking at the problem of substance abuse, and
its treatment. It isa social model which views addiction as a disorder of the whole person.

Within this view, substance abuse is a symptom and the actual physical addiction is secondary to
the need for total treatment of the individual. Treatment is seen as a process of experiential
learning including direct confrontation of the individua’s values, behaviors and attitudes. It takes
place in a highly defined community with firm boundaries and expectations.

1.0 View of the Addictive Disorders

1.1 The program’s written philosophy of addiction is consistent with the TC
perspective.

1.2 Inlanguage, actions and attitude, the community clearly and consistently
demonstrates adherence to the TC Perspective.

Comments:

2.0 View of the Addict

2.1 Residents and staff clearly acknowledge and identify common personality
and behaviora problems shared by all substance abusers.

2.2 The prevailing attitude in the community is a sense that the individual
needs to make major, conscious life changes, rather than that the person is
“sick” and in need of care.

Field Review Protocol - 2



Comments:

3.0 View of Recovery

3.1 Abstinenceis seen as a prerequisite to recovery, as evidence by a drug-free
environment.

3.2 Recovery isdiscussed as an on-going process; continuing after treatment.

3.3 Residents and staff clearly identify elements of the TC Perspective (e.g.
Right Living) as keys to true recovery, including global self-changes.
Comments:

40 View of Right Livinq1

4.1 The program openly displays and promotes prosocia values, including:
honesty, self-responsibility, work ethic, community responsibility, etc.

4.2 A common theme of al interactions in the community reflects a
commitment to clearly defined values of Right Living.

Comments:

SECTION | SUMMARY:

Comments:

L«Right Living” refersto an understanding that particular lifestyle and behavioral choices lead to physical and
mental health, and a positive and prosocial outlook on life overall.

Field Review Protocol - 3



Section |1 — The Agency: Treatment Approach and Structure

The agency provides the structure, resources and framework for the treatment approach, which
needs to support the TC Perspective. Lines of authority, agency policies and procedures, rules
and regulations and practices should help to define the therapeutic community.

5.0 Agency Organization

5.1 The program maintains positive and supportive relationships with all
stakeholders sufficient to maintain the integrity and autonomy of the
therapeutic community process.

5.2 The program has financial resources sufficient to maintain the integrity
and autonomy of the therapeutic community process.

5.3 The program maintains written administrative policies and procedures that
are known to the staff, and are updated at least annually.

54 The program has established “cardina” rules (no sex, violence, substance
use, etc.) which, if violated, may result in termination of client’s
participation in the program.

5.5 Thereisaminimum planned duration of treatment which is based upon
research and is related to the target population, with actual length varying
by individual treatment plans.

5.6 Theentire staff (clinical, admin., support, etc.) meets and communicates
regularly in order to address clinical issues and to assess the functioning
of the TC process.

Comments:

6.0 Agency Approach to Treatment

6.1 The primary approach to treatment is the “community-as-healer”, versus
individual focus.

6.2 Treatment activities emphasize experiential learning (direct and vicarious);
“doing” rather than “getting” therapy.

Field Review Protocol - 4



6.3 Residents are accountable to each other and the community on a continuous
basis, fostering a strong sense of responsibility for self and others.

6.4 Treatment emphasizes the development of behavioral aternatives to
substance use.

6.5 All elements of the multidimensional program are linked through the
community process, which takes precedence over specific treatments.

6.6 The program reflects inclusion and respect for al, regardless of cultural
background, gender, age, ethnicity, sexual preference and medical status
(eg. HIV).
Comments:

7.0 Staff Roles and Functions

7.1 Theclinica staff includes substance abusers in recovery, preferably with
thorough knowledge of TC theory and method.

7.2 Thelocusof programmatic control is shared between staff and residents,
however, the staff maintains ultimate authority, and appliesit in arational
manner.

7.3 Throughout interactions, the staff tends to redirect individual members to the
community healing process.

Comments:

8.0 Members Roles and Functions

8.1 Thereisaclearly defined stratification of members which establishes
increasing levels of responsibility and clinical status.

8.2  Senior residents take a responsible role in relation to junior residents,
including roles such as: Running house meetings, orientation of new
members, and other peer and house management functions.

8.3 Interpersonal relationships are reflective of appropriate boundaries as
represented by the brother/sister model.

Field Review Protocol - 5



Comments:

9.0 Hedlth/Menta Care
[Note: servicesin this section may be provided outside the actual TC, perhaps by other providers— particularly in
the case of correctional programs. Scoring takes thisinto account.]

9.1 The treatment provider works in conjunction with the host institution to
allow for the provision of initial and regular physical exams, with
appropriate labwork and provides for the ongoing medical care of residents,
as indicated.

9.2 The program provides health education training in both prevention and
control of threatening diseases.

9.3 The treatment provider works in conjunction with the host institution to
allow for the provision of appropriate mental health screening and treatment,
according to the target population’s needs.

9.4  The treatment provider works in conjunction with the host institution to
allow for the integration of health/mental health services with appropriate
modifications to the clinical program to accommodate special needs.

Comments:

SECTION |l SUMMARY :

Comments:

Field Review Protocol - 6



SECTION |1l — COMMUNITY AS THERAPEUTIC AGENT

The primary therapeutic agent in the TC is the whole milieu, best defined as “ community-as-
healer.” The process depends upon a solid structure that provides a surrogate family and
community, with distinct values and mores. Key to the process is direct, honest and immediate
feedback or “mirroring,” which gives external control and definition to the individual in away
that provides “social order.”

10.0 Peers as Gate Keepers

10.1 The prevailing mode of interaction is positive peer pressure, including
confrontation and supportive feedback aimed at changing behavior and
attitudes.

10.2 Negative behaviors and attitudes are confronted immediately and directly by
peers, and this practice is seen as acceptable by the community, reinforced
by it, and acts to neutralize “jailhouse’ attitudes.

10.3 The program culture fosters the development of personal relationships to
facilitate individual change.

10.4 Peersare given the opportunity for input regarding behavioral sanctions to be
imposed by staff.

Comments:

11. 0 Mutua Help

11.1  Much of the actual help received by members is through informal
interactions between members in the course of daily activities.

11.2 Therapeutic groups are held regularly, and allow members to help each other
in their treatment goals.

Comments:

12.0 Enhancement of Community Belonging

121 There are regular points of interaction between staff and residents that
indicate a shared mission and experience, e.g., recreational activities, specia
events such as program anniversaries and holiday celebrations.
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12.2 There are regularly held meetings and seminars, which serve to motivate,
educate and coordinate members; and general meetings ad hoc to address
negative behaviors, including the entire house

12.3 Residents participate in activities to mark significant program milestones
(e.g. movement between program phases, scholastic achievement).
attainment of treatment goals.

12.4 Residents and staff work together to solve community problems; residents
have meaningful input into program planning.

Comments:

13.0 Contact with Outside Community [for Aftercare units]

13.1 Contact with individuals outside the TC is limited, and closely monitored by
the program.

13.2 Residents earn unsupervised contact with people outside the TC through
clinical progress.

Comments:

14.0 Community/Clinical Management: Privileges

14.1 Thereareclearly defined privileges that are earned based upon clinical
progress, including status advancement.

14.2  Actua choices of privileges are supportive of recovery, self-enhancement,
positive behavior, and values of right living.

Comments:

Field Review Protocol - 8



15.0 Community/Clinical Management: Sanctions

15.1 There are clearly defined behavioral norms that govern resident behavior.

15.2 Sanctionsfor violation of rules are well defined, and known by all residents;
including learning experiences.

Comments:

16.0 Community/Clinical Management: Surveillance

16.1 The treatment provider, in conjunction with the host institution, will allow
for the conducting of regular and random urine screening, including testing
for probable cause, using areliable system.

16.2 Thereis awell-documented system (e.g., sign-in/sign-out logs) that keeps
continuous track of the whereabouts of all residents.

16.3 The program screens belongings and conducts “room runs’ in order to
minimize the presence of contraband and drugs.

Comments:

SECTION |l SUMMARY:

Comments:
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SECTION |V — EDUCATIONAL AND WORK ACTIVITIES

The TC is structured as an educational experience, teaching right living and responsibility in
addition to independent living skills. The structure of job functions has as a secondary goal the
maximization of employability. In addition, the TC should provide formal educational
assessment and instruction to support high school completion.

17.0 Forma Educational Elements

[Educational and vocational elements may be provided off-site, and by another provider, particularly in corrections
program. Scoring will account for this.]

17.1 The program supports and encourages resident participation in available
educational assessment and instructional services on-site.

17.2  The program supports and encourages resident participation in available
vocational training, including actual job preparation.

17.3 The program includes seminars that enhance independent living skills and
contains alearning lab to assist participants in such areas as GED
preparation, English as a Second Language, and other tutoring.

Comments:

18.0 Therapeutic-Educational Elements

18.1 A major focus of member learning is on the development of affective skills,
including the ability to identify and express feglings in an appropriate
manner.

18.2 Conflict resolution and decision making skills are emphasized in the clinical
program.

18.3 The program includes formal and informal training in relapse prevention.
Comments:

19.0 Work as Therapy

19.1 Thereisaclearly defined hierarchical structure of levels of resident job
functions.
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19.2 Members perform al possible house chores, e.g. cleaning, maintenance, etc.

19.3 Work is used to fully support the clinical program goals and to reinforce the
sense of community and individual self-esteem.

19.4 A key clinical focus of job functionsis to improve the participant’s ability
both to give direction to subordinates and to take direction from superiors.

Comments:

SECTION |V SUMMARY:

Comments:

SECTION V — FORMAL THERAPEUTIC ELEMENTS

In addition to the 24-hour per day therapeutic process of the TC, group counsealing (especialy
encounter) is the primary therapeutic element. Individual and family counseling are adjunctive
and serve to enhance the TC process. Substance abuse counseling is relatively informal and
includes role modeling and mentoring by ex-addict staff, as well as persona sharing.

20.0 Genera Therapeutic Techniques

20.1 Confrontation focuses on negative behavior and attitudes, not on the
individual.

20.2 Members are encouraged to “act as if” as a means of developing a positive
attitude.

20.3 Inthe balance, peer feedback occurs more frequently than staff counseling.

20.4  The program prohibits public humiliation, physical punishment, and the
withholding of sleep, food, water, and the use of the toilet.

Comments:
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21.0 Groups as Therapeutic Agents

21.1 The program uses groups as a primary clinical intervention, including:
encounters, probes, marathons, tutorials, etc.

Comments:

22.0 Counsdling Technigues

22.1 Counselors' interactions with residents contain a high degree of positive role
modeling.

22.2 Staff counseling techniques include didactics, persona sharing and
redirecting members to the peer/community process.

22.3 Staff counselors meet individually with residents on a regular basis no less
than twice monthly.

Comments:

23.0 Role of the Family

23.1 Where applicable, family services are provided as determined by individual
treatment plans.

23.2  Where appropriate, the family is utilized as a therapeutic or behavior
management agent.

Comments:

SECTION V. SUMMARY :
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Comments:

SECTION VI — PROCESS

The program is segmented into distinct phases that enable residents to gauge their progress, and
to generate personal motivation to continue treatment to completion. The stages of treatment
generally reflect classic therapeutic process, but allow more formal transition and rites of
passage, a corrective experience in the rehabilitation of addicts.

24.0 Stages of Treatment

24.1 The program is designed in 3 main stages, each with clearly defined goals,
activities, and member expectations.

Comments:

25.0 Introductory Period

25.1 Adctivities of the orientation/induction period are clearly aimed at
assimilating the new resident into the community.

25.2 A complete psychosocial assessment is completed in writing within 10 days
of admission.

Comments:

26.0 Primary Treatment Stage

26.1 Major goals of primary treatment include full incorporation into the
community process, focus on abstinence and psychological growth.
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26.2 This phase emphasizes full use of the positive reinforcement of privilege and
status level systems.

26.3 Members develop job readiness skills, strengths in interpersonal
relationships in the workplace and resolve authority relationship problemsin
order to improve employability.

Comments:

27.0 Community Re-entry Period

27.1 Themajor clinical focus of re-entry is on preparation for transition to living
in the community, family reintegration and development of an aftercare plan.

27.2 Re-entry/aftercare plans include a clear list of personal objectives such as:
employment and/or education/training, support network, family
reintegration, living arrangements, transportation, savings, and continuing
trestment as indicated.

27.3 The program provides for continuity of care viareferral to appropriate
service providers.

Comments:

SECTION VI SUMMARY:

Comments:
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SECTION V11 - ADMINISTRATION

Therapeutic communities are now impacted by significant external forces that require
accountability. Administrative activities need to continuously interface with local, state and
federal agencies, and other funding and regulatory entities. Matching the demands of these with
the unique characteristics of the therapeutic community necessitates proactive approaches from
administrative units.

28.0 Quality Assurance

28.1 The agency has awritten plan and conducts identifiable quality assurance
activities, and documents same.

28.2 The quality assurance oversight body is situated in a manner that insures
corrective action takes place in atimely fashion

28.3 Each resident has a written treatment plan, which is reviewed and updated
regularly.

28.4 The program demonstrates its commitment to documenting the effectiveness
of treatment through the maintenance of record-keeping systems that will
facilitate analysis of program performance, and through its willingness to
participate in evaluation studies and criminal justice system follow-up.

28,5 Thereisan ongoing effort to support each resident’ s staying in treatment as
long as necessary.

20.0 Staff Training

29.1 The agency is committed to ongoing enhancement of the TC through
assessment of training needs, provision of relevant staff training and regular
communication with other TC's.

29.2 Thereisdocumentation of attendance at all required staff trainings, and
evidence of an ongoing schedule of activities.

30.0 Physical Plant

30.1 Thefacility is clean, safe and adequate in space to meet the needs of the
population.

30.2 Thefacility meets all applicable fire/safety and building codes, and local,
state and federal regulations, including licensing.

31.0 Client Records

31.1 The agency maintains clinical records in a manner that meets regulatory
requirements, but aso facilitates clinical work.

31.2 Confidentiality is clearly maintained in the handling of al client-identifying
materials.

SECTION VII  SUMMARY:
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Comments:

SECTION VI — CORRECTIONS PROGRAMS

While most of the key elements of corrections-based TC's are common to al TC's, some unique
characteristics are essential in the appropriate application of the model to the environment of
prisons.

32.0 Corrections-Based TC Standards

32.1 The political/fiscal environment enables the TC to maintain its integrity,
while insuring safe integration into the prison population.

32.2 The TC program operates within a distinct space, separate from the main
prison population.

32.3 Inthe balance, the environment is supportive of identification with the TC
culture.

324 Theareain whichthe TC is housed is clean and well-maintained.

32,5 Where permissible, the TC staff includes ex-inmates who provide
appropriate role modeling.

32.6 The program length-of-stay is adequate to provide necessary rehabilitation
and preparation for re-entry.

32.7 Program participants agree to be subject to sanctions for infractions of
program rules that may involve the loss of program status or privileges.

SECTION VI SUMMARY:

Comments:
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OVERALL SUMMARY

SECTION |

SECTION |1

SECTION 111

SECTION IV

SECTION V

SECTION VI

SECTIONVII

SecTION VIII (Correctionsonly)

Comments:
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INTRODUCTION

This chapter presents a provisiona list of standards for TC programs in prisons. The standards are
organized into 11 domains. For each domain, there is a general standard reflecting an essential element or
overarching principle of the TC approach. Thisisfollowed by a general rationale or intent of the standard
and the list of specific indicators, or performance measures, of the genera standard.
A. THEORETICAL BASIS
T. It isessential that programs operating asTCshave a solid grounding in the existing professional
literature which describesthe TC (history), theory and treatment model.
General Rationale/l ntent

The TC Per spective consists of four broad views which guide its approach to the treatment of
substance abuse and related problems: the view that substance abuse and criminality are symptoms of a
disorder of the whole person, the view of the person which consists of the social and psychological
characteristics which must be changed, aview of “right living.” the morals and values requirements
which sustain recovery, and aview of recovery from addiction as a developmental learning process.
These views define the unique, characteristic manner in which the therapeutic community approach
differs from other forms of treatment.
Standards
T1. The program has a package of written orientation materials that includes a statement of program
philosophy that is consistent with the TC perspective.
T 2. The program openly displays TC dogans and teachings and promotes prosocial vaues of ‘right
living,” including: truth, honesty, self-responsibility, work ethic, community responsibility, responsible
concern for peers, etc.
T 3. The program handbook or manual should provide an explicit and comprehensive section on the TC
perspective on the substance abuse disorder. Substance abuse and criminality are seen as symptomatic
behavioral problems that are secondary to the disorder of the whole person.
T4. The prevailing attitude in the community is a sense that the participant needs to make mgjor,
conscious life changes, rather than that the person is ‘sick’ and in need of care.
T5. Participants and staff clearly acknowledge and identify common personality and behaviora traits
shared by al (incarcerated substance abusers).
T6. Abstinence is seen as a prerequisite to recovery, as evidenced by a substance-free environment.
T7. Recovery is discussed as an on-going process, continuing after treatment.
T8. TC prison programs have a clearly defined, written glossary of program terminology based upon
generad TC and program-specific sources that is given to participants upon entry, as well asto clinical and

security staff at onset of employment.
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B. GENERAL CLINICAL PRINCIPLES
CP. It isessential that program participantsidentify with the TC and fedl a sense of belonging in
order to changetheir patternsof criminality and substance use. There must be a continuous (i.e.,
24-hour) atmospher e of constructive confrontation and feedback to individuals and the community
asawhole, in order to raise personal awareness of theindividual’s behavior and attitudes.
General Rationalée/l ntent

The TC approach to substance abuse treatment is a psychosocial, experiential learning process
which utilizes the influence of positive peer pressure within a highly structured socia environment. The
primary therapeutic change agent is the community itself, including staff and program participants
together as members of a“family.” The culture is defined by a mutual self-help attitude where community
members confront each other’ s negative behavior and attitudes and establish an open, trusting and safe
environment where persona disclosure is encouraged, and the prison culture of the genera population is
rejected. Participants need to view staff as role models and rationa authorities rather than as custodians or

treatment providers

Standards

CPL1. The primary approach to treatment is “community-as-method.”

CP2. The prevailing mora imperative is“| am my brother’ s keeper” as opposed to the prison culture
attitude.

CP3. Both TC staff and security staff are seen as members of the community, with different roles and
responsibilities.

CP4. Participants are aware of each other’ s trestment goal's and objectives and help others to achieve
persona growth toward their goals.

CP5. Treatment activities emphasize experiential learning (direct and vicarious); “doing” rather than
“getting” therapy.

CP6. Participants are accountable to each other and the community on a continuous basis, fostering a
strong sense of responsibility for self and others.

CP7. Thelocus of control is shared between staff and program participants. However, the staff maintains
ultimate authority, and applies it in arationa manner.

CP8. A mgjor focus of participant learning is on the development of affective skills, including the ability
to identify and express feelings in a prosocial manner.

CP9. The counselor’ s interactions with program participants are both formal and informal (e.g., role
modeling).
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CP10. Staff counseling techniques include didactic, persona sharing and redirecting members to the
peer-community process.

CP11. Program participants are strongly encouraged to self-disclose personal issues and observations
about the community, in keeping with prison and TC guidelines.

CP12. Participants maintain strict confidentiality between the program and the general prison population .
CP13. Positive feedback such as encouragement is provided more frequently than negative feedback.
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C. ADMINISTRATION
AD. It isnecessary that key administrative and management staff who interface with the
contracting agency have a full under standing of the TC, and function synergistically in order to
maximize the effectiveness of the program.
General Rationale/l ntent

InaTC, al saff, including administrative and support staff, are part of the community and
therefore need to fully support the principles and practices of the TC process. In an in-prison TC, the
contracting agency responsible for the program operation is usualy not located at the site, except where
the corrections agency is the sponsor. It is assumed that the agency is accountable to the public funding
agency in terms of administrative requirements, including any licensing standards. It is aso assumed that
the facility is certified through other standards for correctional facility operations. There are genera
administrative standards which are specific to, or have a significant impact on, the TC program.
Standards
AD1. The agency maintains written administrative policies and procedures that are known to the staff,
and are updated at least annually.
A2. The agency has awritten quality assurance plan that insures corrective action takes place in atimely
fashion.
AD3. The program reflects inclusion and respect for al, regardless of cultural background, gender, age,
race, sexual orientation, crimina history and medical status (e.g., HIV).
ADA4. The program prohibits practices that are demeaning to a program participant or that otherwise
conflict with minimum standards of correctional care.
ADSb. Each participant has a written treatment plan which is reviewed and updated periodicaly in
accordance with the planned duration of treatment and phases of the program.
ADG. The agency is committed to documenting the effectiveness of treatment through identification of,
and collection of data on, relevant outcome indicators.
AD7. The agency maintains clinica records in a manner which meets regulatory requirements, but also
facilitates clinical work.
AD8. Confidentiality is strictly maintained in the handling of all client-identifying materials (reference:
federa regulations, 42 CFR, part 2).
AD9. The facility is properly licensed, accredited and/or certified as may be required by appropriate state
agencies.
AD10. The program has sufficient financial support and resources to enable it to maintain the integrity
and autonomy of the therapeutic community process while insuring safe integration into the prison

population.
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AD11. The program has written “cardina” rules (no sex, violence, substance use, etc.) which, if violated,
may result in termination.

AD12. The program length-of-stay is adequate to provide necessary rehabilitation and preparation for re-
entry, but not beyond the point of diminishing returns, asis optimal indicated by research (9-12 months or
12-18 months etc.).

AD13. Thereis an ongoing effort to support each participant’s staying in treatment long enough to have
the desired effect.

AD14. Thereis awritten policy and procedure that insures that program participants may leave the
program voluntarily.

AD15. The entire staff meets and communicates regularly in order to address clinical issues and to assess
the functioning of the TC process.

AD16. TC management meets regularly with the warden/superintendent and senior Corrections staff to
insure proper communication.

AD17. The TC provider and Corrections officials (e.g., warden) negotiate the following:

alowing program participants to express feelings openly, and loudly, if necessary

eshared locus of control between staff and program participants

sprocedures for program participants involvement in disciplinary handling of other program participants
smaximizing the number of TC program hours per day (operating 7 days per week when feasible)
ealowing informal/formal staff-program participants interactions that might be considered
“fraternization” in the prison setting.

swritten monitoring protocol about systematic accountability to prevent staff/participant-clinical boundary
problems.

«allowing program participants to perform maintenance and cleaning of the program space--broaden
scope of program TC work readiness job functions.

«clarifying the criteria for selecting client candidates who are appropriate for the program

sestablishing referral procedures in order to maximize utilization of program dots and to achieve optimal
outcomes

AD18. Efforts are made to insure that TC members maintain the respect of genera prison population
(e.g., by competing in sports, etc.).

AD19. An incident reporting protocol that distinguishes which incidentsmember behaviors are directly
addressed by the program and how they are reported and managed by clinical and prison security staff.
ADZ20. The warden and senior correctional staff permit access to the program by interested outside
parties.
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AD21. The warden/superintendent and senior correctional staff understand the program and support its
objectives.

AD22. Clinical records of program participants are not merged with their general prison file, but are fully
protected by confidentiality regulations.

D. STAFFING
S It isessential that the entire staff function in a manner that is consistent with the philosophy and
practice of the TC.
General Rationale/l ntent

Idedlly, the majority of clinical staff should be graduates of a TC. In any case, there should be a
mixture of recovering and non-recovering staff, including graduate-level professionas and ex-program
participants, who complement each other in a unified way. There needs to be full support for the integrity
of the TC at dl levels within the funding and sponsoring agencies, including administration. In order to
insure that the TC maintains its effectiveness, there must be initial and ongoing TC-specific training.
Security and TC staffs need to be sensitive to each others' needs and approaches.
Standards
S1. Theclinical staff includes recovering addicts and/or ex-offenders, preferably graduates from a TC,
who act as positive recovering role models.
S2. Staff who are not in personal recovery are fully initiated and integrated into the TC concept and act as
role models.
S3. At least one key management or senior supervisory staff person isa TC graduate, where this provision
is feasible under state regulations.
4. Thereisa TC taff orientation program consisting of at least 30 hours of didactic and experientia
(e.g., immersion) training required for all employees, and an ongoing schedule of in-service and TC-
specific training activities.
S5. Key administration officials from the contract agency and from the public agency and institution
receive aminimum of 15 hours of TC-gpecific training, including both didactic and experiential.
S6. Clinical staff are appropriately certified as may be required by state regulations, and all staff are
encouraged to obtain TCA certification.
S7. TC and security staff receive cross-training, i.e., TC staff receive security training from the public
agency and security staff receive TC-specific training through a qualified provider.
S8. All clinical staff receive at least 2 hours of individual and 6 hours of group clinical supervision per
month.
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E. FACILITY/ENVIRONMENT
FE. The environment should support the primary identification of program participantswith the
TC culturein contrast with the prison culture.
General Rationale/l ntent

The atmosphere within the TC facility should be one of safety, identification and caring.
Participants should be enabled to take full responsibility for the TC space, maintaining it with a sense of
ownership, pride and quality. Participants should be alowed to clean and maintain the facility as much as
possible, including painting, decorating and repairing. It isimportant that the physical space reflect the
care and concern which program participants in the TC demonstrate toward each other. When something
is broken, it should be fixed immediately.
Standards
FEL. To the extent possible the program should be a self-contained environment within the larger prison
setting. The treatment program is situated in special housing and space and there is minimal mixing of the
treatment participants with the population in the recreational yard or at mealtimes.
FE2. The facility meets all applicable fire/safety and building codes, and local, state and federal
regulations, including licensing requirements, as may be required.
FE3. The facility is clean, safe and adequate in space to meet the needs of the TC program.
FEA4. Throughout the TC space, there are highly visible signs, ogans and symbols indicating a common
philosophy, purpose and identification.
FES5. Larger TC programs are subdivided into units no larger than [50-75].

F. TC PROGRAM ELEMENTS
TC. All TC program components are structured to addr ess the common socialization and
psychological needs of program participants.
General Rationale/l ntent

Every element and activity in the TC has multiple purposes, including: community building,
education, increasing self awareness and self esteem, devel oping employment and independent living
skills and improving interpersonal skills. Participant interactions are maximized through the emphasis on
group activities. Participants may lead many of the activities under staff supervision.
Standards
TCL Thereisahierarchicd dratification of program participants which establishes levels of
responsibility and status by job functions. A TC organizationa chart and structure board is posted in the
main area of the program, managed by peers under staff supervision.

TC2. Participants perform all possible house chores, e.g., cleaning, maintenance, clerical, expediting, etc.
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TC3. Work is used to support the program goals and to reinforce the sense of community and individual
self-esteem.

TCA4. A key clinicd focus of job functions is development of appropriate attitudes and values concerning
work, and skills for resolving interpersonal conflict, especialy those involving authority relationships.
TC5. The program uses groups as a primary clinical intervention, including: encounters, probes,
marathons, tutorials, etc.

TC6. Therapeutic peer groups and topical theme groups are held at least weekly, allowing program
participants to help each other toward their individual treatment goals.

TC7. Staff counselors meet individually with program participants on at least a twice-monthly basis.
TC8. There are daily points of interaction between staff and program participants that indicate a shared
mission and experience, (e.g., meals, recreationa activities, holiday observances)

TC9. There are daily morning meetings which serve to motivate and energize program participants.
TC10. Mestings are held daily in which community business either is or can be transacted.

TC11. General meetings occur ad hoc to address negative behaviors, extraordinary positive behaviors,
incidents or attitudes, and include the entire house.

TC12. Program participants and staff engage in meaningful program rituas, traditions and rites of
passage.

TC13. The program includes daily, participant-led seminars which enhance independent living skills.
TC14. Conflict resolution, anger management and decisionmaking skills are taught throughout the
clinical program.

TC15. The program provides formal relapse prevention training.

TC16. The program integrates health/mental health services with appropriate modifications to the clinical
program to accommodate specia needs.

TC17. The program provides appropriate educationa assessment and instructional services on site.
TC18. The program provides health education training in both prevention and control of threatening
diseases.

TC19. The program provides appropriate vocational training, including job preparation.

G. TC PROCESS
TP. The process of changein the TC unfolds as an interaction between the individual and the

community. Socialization and personal growth occur s when individuals meet the community
expectations of participation in all program activities and all social roles.
General Rationale/l ntent
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The TCisrun primarily by positive peer pressure and group process. Participants check each
other’s behavior and attitudes on a continuous basis. Through constant interaction, the TC population
provides feedback and confrontation aimed at raising persona awareness, particularly of the effects of
one's behavior on others. This leads to increased community responsibility and accountability.
Standards
TP1. To strengthen trust in the program, the staff guide program participants to use the community
process.

TP2. Senior program participants take a responsible role in relation to junior program participants,
including roles such as: running house meetings, orientation of new program participants, and other peer
and house management functions.

TP3. The program culture fosters the development of interpersona relationships to facilitate individual
change.

TPA4. Program participants are viewed as brothers/sisters, and interpersonal relationships of aromantic or
sexua nature are considered taboo.

TP5. Much of the actua help received by program participants is through informal interactions between
program participants in the course of daily activities.

TP6. Peer feedback occurs more frequently than staff counseling.

TP7. The prevailing mode of interaction is positive peer pressure, including confrontation and supportive
feedback aimed at changing negative behavior and attitudes.

TP8. Participants and staff work together to solve community problems; program participants have
meaningful input into program planning.

T P9. Participants are encouraged to “act asif” as ameans of developing a positive attitude.

TP10. The program alows some contact with the genera prison population (e.g., mess, recreation) so
program participants can test their clinical progress outside the boundaries of the program space.

H. STAGESOF TREATMENT
ST. The protocol prescribes at least three major program stages: induction, primary treatment,
and re-entry. Theseare structured in order to facilitate a developmental process of change.
General Rationale/l ntent

Meeting the goals and objectives of the prescribed program stages facilitates internaized learning
until the individua actually incorporates a new identity which is consistent with the principles of right
living. Moving through the stages of compliance, conformity, commitment and integration, the

individual’ s motivation changes from external to internal. In prison TC programs, re-entry is modified,
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depending upon the circumstances of the jurisdiction. Ideally, there is a separate living space for re-entry
program participants until they are released to a community-based program.

Standards

ST1. The program is designed in three main stages, each with clearly defined written goals, activities and
participant expectations.

ST2. Activities of the orientation/induction stage are aimed at assimilating the new participant into the
community.

ST 3. Orientation program participants may receive lesser consequences in order to assist themin
adjusting to, and engaging in, the TC process. This phase has more of a psychoeducational focus.

ST4. There are written criteria for testing program participants for passage into the primary treatment
stage--which is celebrated as arite of passage.

ST5. Magjor goals of primary treatment include full incorporation into the community process, focus on
abstinence and psychologica growth.

ST6. The primary treatment stage emphasizes full use of the positive reinforcement of privilege and status
level systems.

ST7. Participants develop good work habits and values and job readiness skills, strengths in interpersonal
relationships in the workplace and resolve authority relationship problems in order to improve
employability.

ST8. The mgor clinical focus of re-entry is preparation for transition to independent living outside the
TC, through education and life skills training, followed by employment.

ST9. Re-entry program participants develop a commitment to continued treatment and support systemsin
the community, as well as concrete plans to obtain these.

ST10. Re-entry program participants are fully oriented to 12-Step recovery support groups (e.g., NA,
AA), relapse prevention technology and aternative support groups.

ST 11 The provider agency maintains qualified service agreements with a network of community-based
aftercare resources.

ST 12. The program maintains positive relations with community corrections and justice agencies
responsible for follow-up treatment and aftercare services in the community.

ST13. The program initiates joint discharge planning with parole and/or other community supervision
staff at least 90-120 days prior to a participant’ s release date.

|. COMMUNITY TC AND CLINICAL MANAGEMENT
CM. The psychological and physical safety of the community isthe responsbility of both program
participants and staff.
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General Rationalée/l ntent

Management of participant behavior requires full participation by al program participants. The
behavior modification system includes a balance of negative and positive rewards which are applied in a
congistent, predictable, immediate and rational manner. Senior program participants are involved as a
team in confronting individuals and investigating incidents in order to determine responsibility.
Participants are expected to engage in continuous checking of each other’s behavior and attitudes.
Standards
CM 1. There are written behavioral norms which govern participant behavior.
CM2. Graduated sanctions for violation of rules are well defined, and known by al program participants.
CM3. Participants are involved in handing out behaviora consequences and earned privileges to the
extent possible, under staff supervision.
CMA4. There are clearly defined privileges, e.g., status advancement, more desirable living space, which
are earned based upon clinical progress.
CM5. Choices of privileges are supportive of the principles of recovery and “right living.”
CM6. Negative behaviors and attitudes are confronted immediately and directly by peers. This practiceis
seen as acceptable to the community, is reinforced by it, and actsto neutralize prison culture attitudes.
CM7. Critical feedback is directed at negative behavior and attitudes, not at the individua’s character.
CM8. Participants enter into treatment contracts which include contingencies for behavioral
consequences (e.g., lesser housing, less desirable job, etc.).
CMO9. The program requests urine drug testing of program participants, conducts tests on staff for
probable cause, and requests the results of al urine drug screens conducted.
CM 10. There is a system of regular house-runs which keeps continuous track of the whereabouts of all
program participants.
CM11. In conjunction with correctiona staff, the program screens belongings and conducts “dorm runs’
in order to minimize the presence of contraband and drugs.
CM12. Supervisory staff regularly conduct random observations of the main clinical activities (analogous
to random urine screens) to sustain quality. These are recorded in the file with date, activity, and overall
rating of the activity.

J. INTAKE SCREENING AND ASSESSMENT
SA. It isessential to assessthe primary problem area of program participants admitted to the

program. Thisincludes obtaining a history of substance abuse and related criminal activity, other
offenses and mental health. In addition, the program should have an ongoing mental health
screening capability.
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General Rationale/l ntent

The TC approach has been adapted for awide variety of socia and psychologica problemsin
addition to substance abuse. However, certain subgroups of substance abuser may not be suitable for the
socidlization and psychologica demands of community life. For example, program participants who are
actively violent or severely mentaly ill pose threats to the safety, or make excessive management
demands upon, the peer community.
Standards
SA1. The program has written dligibility criteria agreed upon by the sponsoring agency and corrections
officials to identify participants most likely to benefit from the program.
SA2. Residents conduct outreach activities within the general prison population.
SA3. Thereis a standardized admission screening and assessment format, which may include interviews
with senior program participants.
SA4. Mental health screening is conducted by qudified staff.
SAS. The program has the authority to reject inappropriate and unmotivated applicants.
SAG6. Staff conduct a thorough biopsychosocia assessment within 10 days of admission, which includes

identification of the program participant’ s strengths and weaknesses.

K. COMMUNITY-BASED AFTERCARE
AC. There must be appropriate community-based after care of at least 6 months duration after
release from prison TC programs.
General Rationalée/l ntent

Research clearly demonstrates the importance of aftercare programs to maintain the positive gains
made in the prison TC. Ideally, these programs include a TC-oriented residential setting which enables
the former participant to transition back into the community successfully. However, other forms of
aftercare with documented effectiveness may be appropriate for some prison TC graduates.
Standards
ACL1. Minimally, each participant has a written aftercare plan co-authored by staff and program
participant, which includes community treatment and support group participation.
AC2. Where available, program participants are referred to a community residential facility for a
minimum of 6 months duration.
AC3. Urine surveillanceis available for at least the first 3 months of aftercare.
AC4. Whenever possible, family counsaling is provided as part of the aftercare plan.
ACS. Participants sign arelease form to alow for follow-up by the sponsoring agency.
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ACS6. The prison TC has awritten agreement with the specific community agency to which the participant
would be referred.
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PhaseIll: Brief Overview of Aim and Workscope

Phase |11 of the project and subsequent efforts will focus upon adapting these standards into
formats that facilitate a general accreditation process for TCsin correctional settings. The plan
for this phase consists of the establishing a collaborative liaison with the ACA to guide the
adaptation of these standards into its appropriate format. When funded, Phase 111 will require
approximately four months to complete. Some of the main tasks of this phase are listed in Table

3.
Table 3.

Main Tasksfor Phaselll

Planning meetings with the collaborative team.

Reviews of standards—related material in ACA formats to provide a framework
for trandation.

Selection of an appropriate format for correctional settings

Revision of the current prison based standards into correctional formats

Revision of the current for field protocol for assessing standards into
correctional formats.

Field Testing of the ACA version of the standards format in several sites

Review and approval of the and revisions of the ACA standards and assessment

versons

Fina Products: Reformulation of Standards into the ACA Format
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