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Abstract

Background—While continuing care for substance use treatment has been associated with 

reduced involvement in the criminal justice system, much of this research lacks random 

assignment to continuing care and so is limited by self selection bias.

Objective—This study seeks to determine the impact of adding telephone-based continuing care 

to intensive outpatient programs on criminal justice outcomes for people with cocaine dependence.

Methods—In three continuing care studies, spanning 1998–2008, participants were randomly 

assigned to an intensive outpatient program or an intensive outpatient program plus a telephone-

based continuing care intervention. Cocaine dependent participants from these three studies were 

included in the analyses, with outcomes derived from a dataset of jurisdiction-wide criminal 

sentences from a state sentencing agency.

Data Analysis—Multiple logistic regression was employed to examine the odds of a criminal 

conviction occurring in the four years after enrollment in a continuing care study.

Results—Controlling for a criminal sentence in the previous year, gender, age, and continuing 

care study, people with cocaine dependence randomized to an intensive outpatient program plus a 

telephone-based continuing care intervention had 54% lower odds (p=.05, OR=0.46, 95% CI 

[0.20, 1.02]) of a criminal sentence in the four years after enrollment into the continuing care 

study, compared to those randomized to an intensive outpatient program alone.

Conclusion—Adding telephone monitoring and counseling to intensive outpatient programs is 

associated with fewer criminal convictions over a four-year follow-up period than intensive 

outpatient programs alone.
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Introduction

A large percentage of people in the criminal justice system have substance use problems 

(Belenko & Peugh, 2005; Chandler, Fletcher, & Volkow, 2009; Taxman, Perdoni, & 

Harrison, 2007). Approximately 85% of all prisoners have used illicit drugs (Staton-Tindall, 

Havens, Oser, & Burnett, 2011). The most recent Bureau of Justice Statistics data indicate 

that about 50% of the state and federal prison populations and over two-thirds of the jail 

population meet criteria for a substance use disorder (Karberg & James, 2005; Mumola & 

Karberg, 2006). The large percentage of people with substance use disorders in these 

systems is related, in part, to the harsh policing and sentencing strategies of recent decades, 

which have focused on incarceration rather than treatment, for people with substance use 

disorders (Mitchell & Caudy, 2013; Pfaff, 2015; Phelps & Pager, 2016). By 2014, 50% 

(95,800) of people in federal prison and just under 16% of people in state prison (208,000) 

were incarcerated for a drug related offense (Carson, 2015).

Despite the large number of people with substance use disorders in the criminal justice 

system, relatively few people receive treatment. For example, in 2004, only 15 % of state 

and federal prisoners with a substance use disorder received treatment by trained 

professionals (Mumola & Karberg, 2006). Often, the substance use treatment that is offered 

in correctional facilities is educational in nature, lacking in the clinical depth required to 

attend to the needs of people with well-established drug use (Taxman, Perdoni, & Harrison, 

2007). This is surprising given that extensive research has shown that in criminal justice 

populations, various modalities of substance use treatment reduce both substance use and 

criminal justice system involvement (Chandler et al., 2009); including therapeutic 

communities (TC), drug courts (Bahr, Masters, & Taylor, 2012; Harvey, Shakeshaft, 

Hetherington, Sannibale, & Mattick, 2007; Lurigio, 2000), cognitive behavioral therapy 

(Bahr et al., 2012; Barnes, Hyatt, & Sherman, 2016), medication assisted treatment (Lee et 

al., 2016), outpatient group counseling (Welsh, Zajac, & Bucklen, 2014), and meditation 

(Bowen et al., 2006; Himelstein, 2011). Despite demonstrated efficacy, Lurigio (2000) 

cautions that substance use treatment is not a cure-all and that treatment must meet the 

diverse needs of people in the criminal justice system, while also recognizing the chronic 

and often enduring nature of substance use problems.

One factor consistently noted as key to successful substance use treatment is aftercare, also 

referred to as continuing care (Lurigio, 2000; Martin, Butzin, Saum, & Inciardi, 1999; 

Vanderplasschen, Bloor, & McKeganey, 2010). Continuing care is follow-up treatment 

provided after more intensive care, such as inpatient care or intensive outpatient treatment 

(McKay, 2009). The rationale for continuing care comes from the idea that substance use 

recovery is an ongoing process, as is the case for other chronic disorders, and extended 

support, as opposed to an episodic approach to treatment is often required to achieve 

sustained recoveries (McKay, 2009). As such, substance use treatment should meet the 

recovery needs of the person, including their particular profile of risks and needs (Andrews 

& Dowden, 2007; Bonta & Andrews, 2010; Taxman & Thanner, 2006).

Numerous studies within the criminal justice setting have demonstrated that intensive 

treatment followed by continuing care is effective in reducing substance use and criminal 
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justice involvement (Lurigio, 2000; Welsh et al., 2014); and is cost-effective (McCollister et 

al., 2003). For example, one study found that people who were randomly assigned to a TC 

and completed aftercare experienced reduced re-incarcerations one year after prison release 

as compared with both those who were randomly assigned to TC and did not compete 

aftercare and those who were randomly assigned to mental health treatment in prison (Sacks, 

Sacks, McKendrick, Banks, & Stommel, 2004). Studies that examine five-year outcomes of 

TCs find that people who complete TC and continuing care have significant reductions in 

substance use and rates of re-incarceration and re-arrest (Inciardi, Martin, & Butzin, 2004; 

Prendergast, Hall, Wexler, Melnick, & Cao, 2004). A recent study looked at a follow-up 

period of an average of 6.9 years post-release, and found that participation in TC and 

aftercare was significantly associated with a 44 % reduction in re-incarceration when 

compared with people released from prison without a substance use treatment facility (Olson 

& Lurigio, 2014). Continuing care was a key component of the program, as overall TC 

participation only demonstrated reductions in re-incarceration of 15% as compared with 

people released from prison without a substance use treatment facility (Olson & Lurigio, 

2014).

While the latter research demonstrates that those people who complete continuing care 

experience less substance use and criminal justice involvement than those who do not, self-

selection bias is a concern (Prendergast, Hall, Wexler, Melnick & Cao, 2004; Sacks, Sacks, 

McKendrick, Banks & Stommel, 2004). Selection bias likely poses an issue for all non-

experimental studies of continuing care. Since continuing care participation is usually 

voluntary, people who participate more in continuing care are likely to be more motivated, 

have less stressors, and/or cope with stress in ways other than using drugs, with these factors 

accounting for success, rather than continuing care alone.

One approach to isolating the causal effects of continuing care is to control for these 

potential biases by employing a randomized controlled trial to evaluate the continuing care 

component (Altman & Bland, 1999). This approach is underrepresented within the current 

literature. We identified only one older study, (completed in New England and Hong Kong), 

in which opioid users were randomly assigned to a 6–12 month group continuing care 

intervention or to standard care (McAuliffe, 1990). Individuals in the continuing care 

condition reported less criminal activity at 6 and 12 months when compared to those who 

did not receive the continuing care intervention. While this study demonstrated promising 

results, it was limited to self-report data and a relatively short follow-up period. A reliance 

on unverified offender self-reported data alone (instead of administrative criminal justice 

records) can create challenges in drawing inferentially valid conclusions (Hindelang, 

Hirschi, & Weis, 1979; Thornberry & Krohn, 2000).

In sum, while there is research that shows that continuing care is associated with reduced 

criminal justice involvement, there are several limitations and gaps in this literature that can 

be addressed through the current study. Firstly, to deal with self-selection (and other 

unknown) bias this study employs a randomized design to assign participants to intensive 

outpatient treatment plus a telephone-based continuing care intervention vs. intensive 

outpatient treatment only. In addition, this study uses administrative data from a state 

sentencing agency to address limits in the validity of self-report data on criminal justice 
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involvement. Finally, this study looks at four years of follow-up data to examine the longer 

term effects of continuing care on criminal justice involvement.

The objective of this study is to compare the criminal convictions of people with cocaine 

dependence randomized to receive an intensive outpatient program (IOP) which included 

some continuing care counseling groups as part of standard care, versus those randomized to 

receive both IOP and individual telephone monitoring and counseling calls (TMC).

Methods

Participants

Participants included individuals who were enrolled in one of three independent randomized 

controlled trials evaluating the effect of continuing care. While participants included in this 

data set may have used a variety of substances, they all met DSM criteria for cocaine 

dependence. We focused this study on patients with cocaine dependence because it was the 

most common illicit drug used by patients in Philadelphia IOPs when the trials were 

conducted and users often had criminal justice involvement. All three studies took place 

during a ten-year period, between 1998–2008. Participants from these three studies were 

largely in their early 40s, African American, and male. All three studies had follow-up 

periods of two years. Details of each of the three studies, including sample sizes, time 

frames and condition characteristics, are presented in Table 1.

Study treatment conditions

In each of the included research trials, the evaluation focused on the identification of the 

effects of IOP as compared to IOP in conjunction with the provision of additional services. 

Accordingly, participants were randomly assigned to IOP or to IOP and one of two other 

continuing care treatment conditions. These treatment conditions are listed in Table 1. In all 

three studies, TMC was one of the other treatment conditions. Although the experiments 

included additional conditions, individuals assigned to these groups are not included in the 

present analysis, because these additional conditions were each included in only one study. 

For example, one study included a CBT condition, and another study included a telephone 

monitoring only condition, without counseling. The current, pooled analysis includes only 

individuals assigned to the two treatment conditions that were constant across all of the 

experiments, as described below:

Intensive outpatient program (IOP only)—Group treatment was provided for about 

nine hours per week to individuals assigned to this condition. Sessions had themes such as 

denial, relapse prevention, and encouraging involvement in self-help groups (McKay et al., 

2010; McKay, Alterman, McLellan, & Snider, 1994). The duration of IOP varied across the 

three studies with IOP lasting four weeks in the first study, and three-to-four months in the 

second and third studies (Table 1). Most participants in IOP were eligible to participate in 

weekly group counseling aftercare sessions after completing the more intensive initial phase 

of treatment.
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Telephone monitoring and counseling (IOP+TMC)—Participants in this condition 

were also in IOP and were provided TMC, starting either at the end of or in the middle of 

IOP. TMC included individual counseling sessions, usually via phone (unless the participant 

was more comfortable meeting in person, or had difficulties accessing a phone). 

Additionally each participant received an individual in-person orientation to introduce them 

to the clinical protocol. The IOP+TMC sessions lasted three months for the first study, 18 

months for the second study and 24 months for the third study (Table 1). In the first study, 

IOP+TMC participants could receive 12 weekly individual continuing care counseling 

sessions. In the second study, IOP+TMC participants could receive eight weekly, followed 

by 22 bi-weekly, and lastly six monthly individual continuing care counseling sessions. In 

the third study, IOP+TMC participants could receive eight weekly, followed by 22 bi-

weekly, followed by 6 monthly, and lastly 3 bi-monthly individual continuing care 

counseling sessions.

The therapeutic approach was cognitive behavioral in nature. Sessions included 

identification of relapse risk, developing and rehearsing more effective coping responses, 

and discussions on how to connect with community supports. In the most recent study 

included in this paper, in addition to the IOP+TMC condition, there was a second IOP+TMC 

condition that included financial incentives for attendance (i.e., $10 per session). For the 

purposes of this study, the IOP+TMC plus financial incentives condition was included in the 

IOP+TMC group, because the TMC components were the same in both conditions, and the 

provision of incentives did not improve substance use outcomes (McKay et al., 2013).

Results of the three studies indicate that adding TMC to IOP generally produced improved 

substance use outcomes over IOP only. The first study found that alcohol and drug use 

outcomes were better in IOP+TMC than in standard group counseling continuing care 

(McKay, Lynch, Shepard, & Pettinati, 2005). In the second study (McKay et al., 2010, 

2011), IOP+TMC produced better alcohol use outcomes than IOP only. Finally, in the third 

study (McKay et al., 2013), people who were using cocaine at IOP initiation experienced 

less substance use if randomized to IOP+TMC or IOP+TMC plus financial incentives rather 

than IOP only. (McKay et al., 2013). While the IOP+TMC condition demonstrated favorable 

substance use outcomes, these previous studies did not look at its effect on criminal justice 

outcomes, which is the objective of the current study.

Study Procedures

Participants were recruited and consented within their first month in IOP. Follow-up 

assessments occurred at 3, 6, 9, 12, 18, and 24 months post-baseline in the first study; at 3, 

6, 9, 12, 15, 18, 21, and 24 months post-baseline in the second study; and at 3, 6, 9, 12, 18, 

and 24 months post-baseline in the third study. Participants received $35–50 for each 

baseline and follow-up assessment. Follow-up rates at the final study assessment ranged 

between 75% and 86% across the three studies and did not differ meaningfully across 

treatment conditions (Table 1).
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Measures

Demographic and baseline substance use data were obtained using the Addiction Severity 

Index (ASI; McLellan, Luborsky, Woody, & O’Brien, 1980) administered at the baseline 

interview, which was completed between week two and week four of IOP. The ASI results 

also provided information regarding prior substance use treatments, as well as patterns of 

cocaine and alcohol use within the past 30 days. In addition, the Structured Clinical 

Interview for DSM-IV was used to obtain information regarding cocaine dependence 

diagnoses and mental health problems (First, Spitzer, Gibbon, & Williams, 2012).

Criminal justice outcome and matching process

The primary criminal justice outcome for this analysis was conviction for a new criminal 

offense, as measured by the issuance of a new criminal justice sentence of any type within 

the four-year post-study enrollment period.4 Criminal justice data were obtained from the 

Pennsylvania Commission on Sentencing (PCS) for the years 1997–2012. For each study, 

we looked at number of distinct sentences in the year prior to a person’s enrollment in the 

continuing care study (baseline measure) and the number of sentencing events in the four 

years after enrollment in the continuing care study (outcome measure). The duration of 

baseline and outcome periods chosen for this analysis was based on the maximum number 

of years of criminal justice data available from the PCS, while allowing for the assessment 

of baseline and follow-up periods of similar duration across the three studies. PCS data were 

matched with continuing care data by first name, last name and date of birth.5

After matching the databases, 20% (n=129) of participants from the continuing care data set 

were determined to have a sentence listed in the PCS data. The 129 matches were verified by 

matching first name, last name and date of birth from both the criminal justice and 

continuing care data sets. One-hundred-five of the matches were exact matches. Twenty-four 

were possible matches with typographical errors; these were manually confirmed to 

represent the same individual. Of these 129 matches, 28 of the criminal justice sentences 

occurred within four years of enrolling in the respective continuing care study. Twenty-nine 

of the criminal justice sentences occurred in the year prior to enrollment in continuing care.6

Data Analysis

Differences between IOP only and IOP+TMC at baseline were evaluated with one-way 

ANOVAs (for continuous measures) and chi-square tests (for categorical measures).

Multiple logistic regression (SAS PROC LOGISTIC) was used to generate the odds of a new 

sentence (our dependent variable) occurring in the four years after enrollment into the 

4A sentencing event can encompass the punishment for a number of distinct criminal charges, each generally associated with a single 
criminal act. In some cases, the sentence may not carry any additional punishment, but, in these data, there is a 1:1 relationship 
between convictions and sentences. Additionally, while a variable temporal lag between arrest and sentencing for a crime is possible, 
the relatively long follow-up period employed uniformly here permits the use of these data. Alternate measure of recidivism (e.g., re-
arrest, re-incarceration, technical violations) may provide different times to failure and prevalence, though all are commonly used in 
criminological research (Andersen & Skardhamar, 2017; Ostermann, Salerno, & Hyatt, 2015).
5Link King, a public domain SAS application that integrates a deterministic and probabilistic strategy to match data sets was used 
(Campbell, n.d.).
6Seventy-two additional criminal justice sentences were discarded from study analysis because they were outside of the window of 
one-year pre-continuing care study enrollment and four years post-continuing care study enrollment.
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continuing care studies, taking into consideration four independent variables. These 

variables were: 1.) criminal justice sentence in the year prior to enrollment in the continuing 

care study (yes/no), 2.) treatment condition (IOP alone/IOP+TMC), 3.) gender (male/

female), which was included because the male gender has been associated with increased 

criminal justice involvement (Archer, 2004; Schwartz, Steffensmeier, Zhong, & Ackerman, 

2009), and 4.) study (study one/study two/study three), which was included because 

treatment intensity varied by study. Analyses were completed under the intent to treat 

principle, meaning all participants were included in the analysis under their randomized 

treatment condition assignment, regardless of intervention participation rates.

Results

The majority of participants were single, had about four years of previous substance use 

treatment and had used alcohol and cocaine each on about one day in the 30 days prior to 

their enrollment in the continuing care study. Rates of substance use were low because much 

or all of the 30-day baseline period coincided with the time in which the participants were in 

IOP. There were no significant baseline differences between those in IOP alone and those in 

IOP+TMC. Complete comparison statistics can be found in Table 2.

Eleven (2%) of people in IOP+TMC (including five misdemeanors and six felonies) were 

sentenced within the four years after study enrollment versus 17 (6%) of people who were in 

IOP alone (including ten misdemeanors and seven felonies). The top four charges among 

people in IOP alone and IOP+TMC included theft or robbery (n=9, 32%), followed by 

possession (n=5, 18%), DUI (n=4, 14%), and criminal trespass (n=4, 14%). Full results can 

be found in Table 3.

People in IOP+TMC had 54 % lower odds, (p=.05, OR=0.46, 95% CI [0.20, 1.02], Table 4) 

of having a criminal justice sentence within the four years after enrollment in the continuing 

care study compared to those in IOP alone. Men were at increased odds (in comparison to 

women) of having a criminal justice sentence within the four years after enrollment in the 

continuing care study (p<.05, OR= 5.53, 95% CI [1.27, 24.05]). People with a criminal 

sentence in the year prior to their enrollment in the continuing care study had increased odds 

of having a criminal justice sentence within the four years after enrollment into the 

continuing care study (p=.07, OR= 2.97, 95% CI [0.91, 9.68].

Participants in the second study had a greater likelihood of having a criminal justice 

sentence within the four years after study enrollment in the continuing care study in 

comparison to those in the first and third studies. To further understand this finding we 

completed an additional regression analysis that included a study by treatment condition 

interaction term. The regression analysis found that this interaction term did not approach 

significance (p=0.99), demonstrating that the effect of treatment condition on the conviction 

outcomes did not differ across studies. While IOP and IOP+TMC participants in study two 

had more criminal justice sentences than participants in studies one and three, the ratio of 

sentences for those in IOP+TMC versus IOP was similar across the three studies with those 

in IOP having about twice the percentage of criminal justice sentences than those in IOP

+TMC (Table 5).
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We also completed a secondary analysis to examine all baseline criminal justice sentences 

(i.e., not restricting to one year prior to continuing care study enrollment) and looking at all 

post-study enrollment criminal justice sentences (i.e., not restricting to four years post-

continuing care enrollment). The results were in the same direction, but with stronger 

associations between treatment and outcomes. Participants in IOP+TMC had 64 % lower 

odds (p<.05, OR=0.36, 95% CI [0.15, 0.85]. (i.e., in comparison to participants in IOP 

alone) of having a criminal justice sentence after enrollment in the continuing care study. 

Participants with a criminal justice sentence prior to their enrollment in the continuing care 

study were at increased odds of having a criminal justice sentence after enrollment into the 

continuing care study (p<.0001, OR= 27.69, 95% CI [9.72, 78.81]).

Discussion

This study found that people with cocaine dependence who were randomized to telephone 

monitoring and counseling in addition to intensive outpatient treatment were at decreased 

odds of having a criminal conviction in the four years after enrolling in a continuing care 

study, as opposed to people randomized to intensive outpatient treatment only. In addition, 

men were more likely to have a criminal justice sentence than women. This finding is 

unsurprising given that men make up a larger percentage of the prison population than 

women (Carson, 2015). People who had had a criminal justice sentence in the year prior to 

study enrollment were more likely to have a sentence after enrolling in a continuing care 

study (a finding that trended towards statistical significance at p=.07), consistent with 

literature that shows that a recent criminal justice offense is associated with additional 

criminal justice involvement (Kurlychek, Brame, & Bushway, 2006).

This study combined three different continuing care experiments, spanning the years 1998–

2008. We found that participants in the second experiment were more likely than 

participants in the first and third experiments to have a sentence in the four years after study 

enrollment, regardless of treatment condition. We have several hypotheses to explain this 

finding. First, participants in the first study (who had the least number of criminal sentences 

in comparison to the other two studies) enrolled people who had completed their IOP 

program and displayed abstinence in their final week of IOP. In the other two studies 

participants could be enrolled prior to IOP completion with no abstinence requirement. 

Therefore, it may be that people in the first study were more advanced in their recovery at 

study initiation, which supported less criminal justice involvement. A second hypothesis is 

that there were regional changes in criminal justice enforcement that led to increased 

criminal justice involvement in the population, a hypothesis that is supported by an increase 

in the Philadelphia Prison System population from the years of 1999–2008 (The PEW 

Charitable Trusts, 2011).

In the study sample (combining data from three separate experiments), there were 28 people 

who had a sentence within four years post-study enrollment, or just over 4% of the sample. 

In comparison, just under 3% of the general population in the United States is under 

correctional supervision, including prisons, jails, probation or parole (Kaeble, Glaze, 

Tsoutis, & Minton, 2015). We anticipated our study sample would have a higher percentage 

of sentences because people with substance use problems typically have higher rates of 
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criminal justice involvement than the general population. For example, one study found that 

among a sample of people with narcotics problems, 18% were incarcerated at age 37 and 

12% were incarcerated at age 48 (Hser, 2001). The relatively low number of sentences post-

study enrollment in the present study is likely due to several factors. First, study eligibility 

included completion of 3–4 weeks of IOP, meaning that participants with a poorer prognosis 

may have dropped out of IOP prior to enrolling in a continuing care study. This may have 

led to the study sample having better overall outcomes and less criminal justice system 

involvement. Second, we looked at a limited time period of four years post-study enrollment. 

There were an additional 72 sentences that occurred either before the year prior to a person 

enrolling in continuing care or more than four years after enrolling. These additional 

sentences were not included in our primary analysis so that each study had the same baseline 

and follow-up period in which a criminal justice sentence could occur. Third, study 

participants were mostly in their early forties, an age when less criminal justice involvement 

occurs; as most criminal justice offenses occur at a younger age (Hirschi & Gottfredson, 

1983; Massoglia & Uggen, 2010). Finally, we looked only at criminal justice sentences, as 

opposed to measures such as arrests or parole violations. We chose this measure because it 

has more impactful consequences to the individual and society. A criminal sentence is 

detrimental to the individual as it results in a criminal record and potentially incarceration, 

probation, parole and/or fines. In addition, criminal sentences are associated with substantial 

judicial and corrections costs to society.

Our findings have important implications in terms of cost savings associated with substance 

use treatment. While six percent of people in IOP alone had a sentence within four years 

post-study enrollment, only two percent of people in IOP+TMC had similar outcomes. If 

those in IOP+TMC had had sentences at a rate similar to those in IOP, fifteen more people 

from IOP+TMC would have had a sentence, a meaningful difference if we consider the great 

expense of police, courts and corrections expended for and as a result of each criminal 

incident. For example, if a person’s sentence leads to a year of incarceration in 

Pennsylvania, the incarceration alone costs $42,339 per year (Vera, 2012). This study 

therefore supports research that demonstrates the cost effectiveness of IOP+TMC to society 

(McCollister, Yang, & McKay, 2016), and the cost effectiveness of substance use treatment 

in relation to criminal justice costs (Harwood, Hubbard, Collins, & Rachal, 1988).

In the current climate of mass incarceration, the results of this study support the need to treat 

substance use problems from a public health standpoint. This study demonstrates that 

substance use treatment that includes individualized continuing care is associated with fewer 

criminal sentences. In this dataset, about one-third of the sentences were drug-related (e.g., 
drug possession or DUI). In addition, it is possible that the sentences were related to activity 

done while under the influence of, or for the procurement of, drugs. Current criminal justice 

reform efforts highlight the need to refer people with drug problems who have a criminal 

sentence related to their drug use to treatment rather than to the criminal justice system. 

Along this line of thinking, people with substance use dependence can best be served 

through treatment, including continuing care.
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Strengths

This study looked at three continuing care experiments over a decade and found similar 

treatment effects on criminal justice outcomes across the three experiments. Such replication 

of findings provides strong support for IOP+TMC’s effect on criminal justice sentences. 

With a lengthy follow-up period of four years (roughly two years while in continuing care 

and two years after continuing care completion), this study demonstrates that the effects of 

substance use treatment endure past treatment completion. The criminal justice data 

obtained for this study were robust and reliable. In addition, using the criminal justice 

measure of a sentence is a conservative measure of criminal justice involvement. Therefore, 

the study shows that substance use treatment can affect the more consequential criminal 

justice contacts. Finally, using the Link King matching system, we matched the substance 

use and criminal justice datasets, yielding matches that may not have been possible with 

only a deterministic matching strategy.

Limitations

This study, like others that rely on administrative data, is subject to several qualifications. 

Because the criminal justice data only included those who were sentenced, the data may not 

indicate the extent to which people had criminal justice involvement. In addition, we only 

controlled for criminal sentences in the year prior to that person’s enrollment in the 

continuing care study. Therefore, we do not have a full picture of the criminal justice history 

of the study population. However, secondary analyses that made use of all available data on 

criminal sentencing, which extended beyond the one year pre-baseline and four year post-

baseline study periods came to essentially the same conclusions as the more tightly 

controlled analyses.

This study does not shed light on the specific therapeutic mechanisms of action in IOP+ 

TMC that led to lower sentencing rates than IOP alone. It is possible that the reductions in 

substance use associated with receiving IOP+TMC led to reductions in criminal justice 

involvement related to either the effects of alcohol and drugs or efforts to obtain them. In 

addition, it may be that participants in IOP+TMC engaged in less criminal risk activity on 

the whole, such as less sex-risk behavior that is often associated with substance use and is 

criminalized (like sex work). Further, drug use disorders and criminal justice involvement 

are both highly stigmatized, and society’s response may involve exclusion from community 

resources (Best, Irving, & Albertson, 2017). Therefore, when a person is engaged in 

recovery, they may have greater access to social networks and community resources that also 

may reduce criminal justice involvement, such as access to a wider range of housing and 

employment options. More research will be needed to determine the specific nature of the 

effects of IOP+TMC on criminal justice involvement. It may be that the extended, 

individualized attention provided by TMC was an important factor in its effectiveness.

An additional limitation is that the three continuing care studies varied in the number of 

TMC sessions a participant could receive. However, all interventions did include weekly 

individualized sessions for the initial two-three months, which may have been one of the 

crucial components to the TMC intervention. A final limitation is that this study sample 
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included only people with cocaine dependence. Therefore, these study findings have limited 

generalizeability to people with dependency to other drugs, such as opioids, that have 

specific treatment needs.

Conclusion

Substance use recovery is a complex process that involves multiple relapses and for some 

people may never result in abstinence. Continuing care, in the form of telephone monitoring 

and counseling, offers continued support after people have completed more intensive 

treatment. The prior results of the three studies that were combined for this analysis (McKay 

et al, 2005; 2010; 2011; 2013) indicated that IOP+TMC reduces substance use relative to 

standard care, and these new results indicate that it also reduces convictions. Future studies 

in this area should build upon this work by examining extended follow-up periods, different 

criminal justice outcome measures and by collecting qualitative feedback from continuing 

care participants regarding how treatment affects criminal-risk behavior and access to 

community resources.
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Table 1

Continuing Care Studies at Publicly Funded Intensive Outpatient Programs (IOP)

Study 1 Study 2 Study 3

Continuing care recruitment period 1998–2000 2004–2007 2007–2008

Year of baseline criminal sentences 1997–1998 2003–2004 2006–2007

Four Years of criminal sentences 
post-continuing care enrollment

2000–2004 2007–2011 2008–2012

Sample size 163 168 321

Cocaine use eligibility criteria Cocaine dependence at time of 
entry to IOP

Cocaine dependence at 
time of entry to IOP

Lifetime criteria for cocaine 
dependence and using cocaine in 6 
months prior to starting IOP

IOP involvement at enrollment Completed 4-week IOP Completed week 3 of 
IOP. IOP had flexible 
length of stay of 3–4 
months.

Completed week 2 of IOP. IOP had 
flexible length of stay of 3–4 
months.

Treatment conditions 1.) IOP
2.) IOP + cognitive behavioral 
therapy/relapse prevention (not 
included in this paper’s analysis)
3.) IOP + telephone monitoring 
and counseling (TMC)

1.) IOP
2.) IOP + extended 
telephone monitoring 
(not included in this 
paper’s analysis)
3.) IOP + TMC

1.) IOP
2.) IOP + TMC
3.) IOP + TMC plus incentives

IOP Duration & intensity 1 month
9 hours per week

3–4 months
9 hours per week

3–4 months
9 hours per week

TMC intervention duration 3 months 18 months 24 months

Number of TMC Sessions Offered 12 36 39

Average Number of TMC Sessions 
Completed

6 9 TMC=16
TMC plus incentives=26

Follow-up rates at Final Study 
Assessment

86% 77% 75%

Behav Sci Law. Author manuscript; available in PMC 2019 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Wimberly et al. Page 16

Ta
b

le
 2

C
ha

ra
ct

er
is

tic
s 

of
 S

tu
dy

 P
ar

tic
ip

an
ts

 b
y 

T
re

at
m

en
t C

on
di

tio
n

In
te

ns
iv

e 
O

ut
pa

ti
en

t 
P

ro
gr

am
 (

N
 =

 2
82

)
Te

le
ph

on
e 

M
on

it
or

in
g 

an
d 

C
ou

ns
el

in
g 

(N
 =

 3
70

)

n
(%

)
n

(%
)

Si
gn

if
ic

an
ce

 T
es

t
p

G
en

de
r

 
M

al
e

20
8

(7
4)

28
1

(7
6)

χ
2  

=
 0

.4
1

0.
52

 
F

em
al

e
74

(2
6)

89
(2

4)

R
ac

e

 
B

la
ck

24
3

(8
6)

32
6

(8
8)

χ
2  

=
0.

54
0.

46

 
W

hi
te

39
(1

4)
44

(1
2)

M
ar

it
al

 S
ta

tu
s

 
M

ar
ri

ed
7

(6
.4

8)
21

(9
.8

6)
χ

2  
=

1.
03

0.
31

M
(S

D
)

M
(S

D
)

Si
gn

if
ic

an
ce

 T
es

t
p

A
ge

 
Y

ea
rs

42
.0

6
(7

.8
4)

42
.9

2
(7

.3
6)

F 
=

 1
.1

8
0.

28

E
du

ca
ti

on

 
Y

ea
rs

10
.3

7
(8

.1
1)

12
.4

2
(8

.3
6)

F 
=

 2
.0

5
0.

15

C
oc

ai
ne

 U
se

 
P

as
t 

30
 d

ay
s

1.
47

(3
.2

8)
1.

38
(3

.1
4)

F 
=

 0
.1

2
0.

73

A
lc

oh
ol

 U
se

 
P

as
t 

30
 d

ay
s

1.
53

(3
.9

7)
1.

21
(2

.7
8)

F 
=

 1
.3

4
0.

25

D
ru

g 
T

re
at

m
en

t

 
Y

ea
rs

4.
17

(4
.9

1)
4.

31
(5

.3
2)

F 
=

 0
.0

8
0.

78

Behav Sci Law. Author manuscript; available in PMC 2019 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Wimberly et al. Page 17

Table 3

Offense Type After Enrollment in Continuing Care Study by Treatment Condition

Treatment Condition

Offense Type
n
Row %
Column %

IOP IOP+TMC TOTAL

Theft/Robbery 6 3 9

66.67% 33.33% 100%

35% 27%

Possession of Drugs 1 4 5

20% 80% 100%

6% 36%

DUI 3 1 4

75% 25% 100%

18% 9%

Criminal Trespass 1 3 4

25% 75% 100%

6% 27%

Assault 2 0 2

100% 0% 100%

12% 0%

Carrying Firearm 1 0 1

100% 0% 100%

6% 0%

Disorderly Conduct 1 0 1

100% 0% 100%

6% 0%

Sexual Assault 1 0 1

100% 0% 100%

6% 0%

Prostitution 1 0 1

100% 0% 100%

6% 0%

TOTAL 17 11 28

100%

100% 100% 100%

Note: The total sample size of IOP is 282. The total sample size of IOP+TMC is 370.
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Table 5

Total Number of Offenses in the Four Years after Enrollment into Continuing Care Study by Study and 

Treatment Condition

Continuing Care Study IOP IOP+TMC

Study 1 (n, % study population) 3 (3.41) 1 (1.33)

Study 2 (n, % study population) 9 (10.47) 5 (6.10)

Study 3 (n, % study population) 5 (4.63) 5 (2.35)
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