
N % N % N %

Totals 99,053 100.0% 107,893 100% 206,946 100%

Therapeutic Need Category

Case Management 15,185 15.3% 23,885 22% 39,070 19%

Substance Dependence 28,816 29.1% 24,473 23% 53,289 26%

Decision Making 14,325 14.5% 6,932 6% 21,257 10%

Self Management 28,486 28.8% 36,982 34% 65,468 32%

Interpersonal Skills 12,241 12.4% 15,621 14% 27,862 13%

Education Need

No 51,531 52.0% 61,021 57% 112,552 54%

Yes 47,522 48.0% 46,872 43% 94,394 46%

Employment Need

No 29,752 30.0% 42,990 40% 72,742 35%

Yes 69,301 70.0% 64,903 60% 134,204 65%

Housing Need

No 62,522 63.1% 74,871 69% 137,393 66%

Yes 36,531 36.9% 33,022 31% 69,553 34%

Substance Use Need

None 50,036 50.5% 57,451 53% 107,487 52%

Severe Substance Use Disorder 30,429 30.7% 33,147 31% 63,576 31%

Substance Use Disorder 18,588 18.8% 17,295 16% 35,883 17%

HIV/Chronic HCV

No 92,717 93.6% 102,183 95% 194,900 94%

Yes 6,336 6.4% 5,710 5% 12,046 6%

Mental Health Need

No 74,346 75.1% 82,969 77% 157,315 76%

Yes 24,707 24.9% 24,924 23% 49,631 24%

Serious Mental Health (SMI)

No 90,808 91.7% 100,329 93% 191,137 92%

Yes 8,245 8.3% 7,564 7% 15,809 8%

Therapeutic Needs
Case Management

Substance Dependence

Decision Making

Self Management

Interpersonal Skills

Service Needs
Education Need

Employment Need

Housing Need

Severe Substance Use Disorder

Substance Use Disorder

HIV/Chronic HCV

Mental Health Need

Serious Mental Health (SMI)

Definition

 Individuals without a prevailing clinical issue, but who require minimal support and/or linkages to appropriate community providers for a 

variety of services.  Services refer to stabilization and growth/development to be a productive citizen.

Individuals with severe substance use disorders, and other comorbid conditions, in need of longer-term intensive treatment services due to the nature of 

their drug use and patterns of recovery. These individuals are actively using substances and are early in their recovery process, and many also have 

mental health issues. Many individuals need additional services outside of the clinical provider's purview such as education, employment and housing.

Individuals who need cognitive behavioral therapy to improve  decision making and social skills. These individuals have multiple lifestyle and cognitive 

issues  that affect impulsive decisions and risky behaviors, including decision-making risks.  Many individuals need additional services outside of the 

clinical provider's purview such as education, employment and housing.

Individuals in need of clinical services to learn to self-regulate behavior, manage emotions and manage conditions (substance use, mental illness, coping 

skills, etc.).  The person has several needs that make it difficult to make progress.  These individuals do not have as many problem behaviors as those that 

fall in substance use disorders or decision-making.

 Individuals who need to develop social and communication skills especially with peers, loved ones, and others, as well as learn conflict resolution skills.  

The need to improve functional reading and math skills, which will have a positive impact on decision-making skills. A need is present if an 

individual has not attained a high school degree or equivalency. A need may also exist if an individual is struggling to pursue higher 

education or additional training.

The need to develop employment skills to obtain and retain employment. A need is present if an individual has no employment history, is 

unable to maintain legal employment for 90 days or more, frequently changes jobs, and/or exhibits other indicators of an inability to retain 

employment.

The need to obtain and maintain housing among individuals who do not have stability in their housing or residential situation.

Compulsive use of drugs/alcohol that interferes with daily functioning and requires intensive treatment

The use of drugs and/or alcohol that is not compulsive, but somewhat interferes with an individual’s daily functioning. 

Chronic or infectious diseases that interfere with a person’s functioning.  

This need exists on a continuum from low or moderate mental health symptoms that interfere with an individual’s daily functioning (which 

may include depression, anxiety, trauma, stress-related disorders, and/or other disorders that require treatment).

Serious Mental Illness (SMI) requires more intensive services than a non-SMI mental health need, including medication and assertive case 

management (which may include schizophrenia-spectrum disorders, severe bipolar disorder, and severe major depression).

Admitted to DOC as City Sentenced Admitted to DOC as Detained Admitted to DOC as City Sentenced or Detained

Appendix A: Need Profile of Individuals in DOC Custody

Note: Data are for individuals arraigned in criminal court who were admitted to DOC custody in 2014, 2015, and 2016. Needs were captured at one point in time. Needs are collected through self-

report, administrative, and clinical assessment data from the Department of Correction, the Criminal Justice Agency, Correctional Health Services, and non-profit service provider organizations. Data 

analysis conducted by Dr. Faye Taxman and the Center for Advancing Correctional Excellence (ACE!) at George Mason University.



Therapeutic Need Program Definition Target Population Necessary Program Staff Skills Recommended Treatment Components

DSM-5 Substance dependence

Medication Assisted Treatment for Opioid and Alcohol Use Disorders: 

Methadone, Buprenorphine, Naltrexone for Opioid Dependence;  

Disulfiram, Acamprosate, Naltrexone for Alcohol Dependence

High drug/alcohol substance dependency Recovery management

Cognitive Behavorial Therapy (CBT) Based Curricula for Substance Use 

Behaviors (e.g. addressing cravings, chronic patterns, attitudes and 

behaviors that support substance use, etc.)

SMI Mental health management May Require Residential Treatment or Detox

Medication Management Assertive Case Management with Incentives

Mental Health Management

Criminal Thinking - Decision Points and and Healthy Thinking

Trauma-Informed Care

Crisis Services

Literacy for Those Without High School Degree

Transitional Employment After 12 mths of Tx
Slower repetitions for dual diagnosis

Individuals involved in serious offending 

behavor (personal and property crimes) 

and/or a lifestyle that supports criminal 

activities Cognitive Behavioral Therapy (CBT) Medication - Mental Health

Medium to high risk of criminal justice 

involvement in the future
Therapy focused on addressing 

errors in thinking patterns Assertive Case Management with Incentives

3 or more "need factors," excluding 

substance dependence. "Needs" include anti-

social values, anti-social peers, minimal 

educational background, criminal thinking, 

etc.

Therapy focused on improving 

communication skills Criminal Thinking - Decision Points and Healthy Thinking

Some mental health issues Mental health management Solutions-Focused Brief Therapies

Positive Social Engagement

Literacy for Those Without High School Degree

Trauma-Informed Care

Transitional Employment After 8 mths of Tx

Moderate DSM-4 tolerance scores Mental health management Medication - Mental Health
Individuals who need assistance managing 

mental health (not SMI) Relapse prevention Medication Management - Chronic Medical Condition
2 or more "need factors" (e.g. anti-social 

peers, education, employment) Linkages to housing Assertive Casemanagement with Incentives

Healthy Thinking

Solutions-Focused Brief Therapies

Trauma-Informed Care

Literacy for Those Without High School Degree

Low to moderate risk of future offending Family therapy Medication - Mental Health

Need help developing relationships and 

communicating with others

Therapy focused on improving 

communication skills Medication Management - Chronic Medical

Have some power and control issues Language development Assertive Case Management with Incentives

Difficulty managing behavior/impulses Conflict resolution Healthy Thinking

Solutions-Focused Brief Therapies

Literacy for Those Without High School Degree

Trauma-Informed Care

Transitional Employment after completion

No primary therapeutic need

Linkages to housing, mental health 

treatment, education, employment Referals to Mental Health Providers

Literacy for Those Without High School Degree

Transitional Employment after Completion

Assistance Accessing Housing Resources

Connections to Substance Use Treatment

Assistance Managing Appointments 
Referals to Medical Professionals

Case Management

Individuals without a prevailing clinical issue, but who 

require minimal support and/or linkages to appropriate 

community providers for a variety of services.  Services refer 

to stabilization and growth/development to be a productive 

citizen.

Appendix B:  Therapeutic Needs Treatment Components 

Individuals with severe substance use disorders, and other 

comorbid conditions, in need of longer-term intensive 

treatment services due to the nature of their drug use and 

patterns of recovery. These individuals are actively using 

substances and are early in their recovery process, and 

many also have mental health issues. Many individuals need 

additional services outside of the clinical provider's purview 

such as education, employment and housing.

Individuals who need to develop social and communication 

skills especially with peers, loved ones, and others, as well as 

learn conflict resolution skills.  

Self Management

Individuals in need of clinical services to learn to self-

regulate behavior, manage emotions and manage conditions 

(substance use, mental illness, coping skills, etc.).  The 

person has several needs that make it difficult to make 

progress.  These individuals do not have as many problem 

behaviors as those that fall in substance use disorders or 

decision-making.

Decision Making

Individuals who need cognitive behavioral therapy to 

improve  decision making and social skills. These individuals 

have multiple lifestyle and cognitive issues  that affect 

impulsive decisions and risky behaviors, including decision-

making risks.  Many individuals need additional services 

outside of the clinical provider's purview such as education, 

employment and housing.

Substance Dependence

Interpersonal Skills
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Appendix C: Reentry Practice Guidelines 

As part of the New York City Risk Need Responsivity Gap Analysis Research Project in coordination with 

the Mayor’s Office of Criminal Justice (MOCJ), the Center for Advancing Correctional Excellence (ACE!) 

developed a series of Practice Guidelines for responding to particular needs identified through this 

study. The guidelines are intended to act as primers on the importance of each topic and how to address 

the issues through best practices, and to provide additional resources on each topic. They focus on 

strength-based approaches to promoting desistance and on using developmentally appropriate 

treatment strategies that promote individuals’ healthy physical, emotional, and behavioral 

development.  

 

These Practice Guidelines cover the following topics: 

 Motivation and Treatment Readiness Techniques 

 Promoting Healthy Living 

 Healthy Relationships 

 Using Incentives to Engage People and Sustain Behavior Change 

  

 

 

 

 

 

 

 

 

 

 

 
 
 
 
   

The Center for Advancing Correctional Excellence (ACE!) is housed within the department of 

Criminology, Law and Society at George Mason University in Fairfax, VA.  

ACE! is a dynamic center that aims to bridge disciplines and bring researchers, practitioners, 

and policymakers together to grapple with issues that affect criminal justice and health 

systems and to promote evidence-informed/based approaches. 

ACE!’s mission is three-pronged to create: 
IMPACT through conducting high quality research, 

REACH through forming lasting partnerships with agencies and the community, and 
SCHOLARSHIP through developing the next generation of researchers. 
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PRACTICE GUIDELINE: MOTIVATION AND TREATMENT READINESS TECHNIQUES 
 
An important part of the treatment engagement process is identifying and addressing individuals’ 
ambivalence to change. Many people are not prepared to make substantial life changes when they are 
recommended to participate in a treatment program or services. It is, therefore, incumbent upon 
treatment providers to appropriately craft motivation to build individuals’ self-confidence in the 
possibility and potential benefits of change. Individuals’ ambivalence to change can manifest itself in 
many different ways including (1) not understanding why they engage in certain behaviors; (2) 
uncertainty that their life will be better if they change; and (3) uncertainty that they can do anything 
differently. This ambivalence often underlies individuals’ hesitance to engage in treatment or to make 
changes. Service providers should work collaboratively with individuals to help them understand how to 
address and move past these roadblocks. For example, service providers can use reframing techniques to 
guide individuals to reframe their thoughts, behaviors, and emotions to help them start believing in the 
possibility of change.  

 

Motivation is a dynamic process that can be developed by extrinsic factors (e.g. work, family, friends, 

significant others) and/or intrinsic factors (e.g. one’s own drive, will, personal preferences). Treatment 

providers should identify how both factors can be best used to facilitate individuals’ behavior change 

process, since moving through the stages of change varies by individual. Typically, many providers 

focus on extrinsic factors as an initial “push” to help individuals begin moving from pre-contemplation 

to contemplation in the stages of change (described below). This is because providers can help 

individuals recognize that the people they care about (e.g. family, peers, children, employers) also care 

about them and want them to make positive change. Intrinsic factors are useful when moving from 

contemplation to action because moving through these stages requires an internal commitment to self-

improvement. Employing motivational and treatment readiness techniques can be especially useful 

when engaging individuals who may not be initially motivated to change their behavior, which may 

include individuals mandated to services by the court.  

 
Stages of Change:  
Evidence shows that motivational strategies, including motivational interviewing and other strong 
engagement practices, help individuals who otherwise would not have likely engaged in behavior change 
to be more inclined to participate in treatment and make progress toward their goals (e.g. Miller & 
Rollnick, 2002). Research identifies five principle stages of change. Progression through the stages is not 
always linear, so it is important that treatment providers continuously pay attention to where an 
individual is on the continuum (DiClemente & Velasquez, 2002).  

• Pre-contemplation: Individuals are not aware, concerned, or considering changing their 
behavior. Essentially, they do not understand the issues that affect criminal behavior. 

• Contemplation: Individuals begin to recognize problematic behaviors and consider 
making changes in the foreseeable future (i.e. within the next 6 months). At this point, 
individuals do not know how to change their behavior and/or do not understand the 
benefit of changing their behavior. 

• Preparation: Individuals believe that behavior change is necessary and begin making small steps 
to prepare for the action phase. Individuals are trying to understand how to get started.  

• Action: Individuals provide signals to indicate they are ready to change their behavior. The 
readiness to act phase provides a small window of opportunity to engage individuals in services 
because individuals may retreat to a prior stage to avoid dealing with a problem as they 
become aware of it. Clinicians and treatment providers should recognize cues and “change talk” 

http://www.ct.gov/dmhas/lib/dmhas/publications/CSP-RP-StageofMotivation.pdf
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and initiate the action process. When individuals are in the action stage, they often struggle with 
appropriate actions to make and sustain change. The action stage is a long period of time that 
requires individuals learn new skills and develop new habits and routines.  

• Maintenance: Individuals have developed skills to sustain their new healthy, positive behaviors. 
However, they still need continuous support to sustain change, maintain progress, and prepare 
to address potential relapses.   

 
Approaches to Effective Motivational Interventions: Motivational techniques are used to assist 
clients as they move through the change process (CSAT, 1999). 

• Motivational Interviewing: a counseling style used as a way to interact with ambivalent 
and/or resistant clients. The goal is to be directive while eliciting self-motivational “change 
talk.” Click here for resources and information on Motivational Interviewing.  
• The FRAMES approach: a motivational interviewing guide towards change which 

stands for Feedback, Responsibility, Advice, Menu Options, Empathy, and Self- 
Efficacy. For resources and information on FRAMES: 

o  https://www.ncbi.nlm.nih.gov/books/NBK64963/  

o http://tiny.cc/fcmc3y  

• OARS (Open Questions, Affirmation, Reflective Listening, and Summary Reflections) is a 
skills-based and client-centered approach that utilizes verbal and non-verbal responses 
and behaviors. These are good ways to work with individuals on how to open up for 
change. 

• Decisional balance exercises: used by clinicians or treatment staff to assist clients in 
weighing the pros and cons of a behavior. For resources and information on decisional 
balance exercises: 

o  http://www.midss.org/content/decisional-balance-scale-exercise 
o http://www.ncbi.nlm.nih.gov/books/NBK64958/#A61942  
o http://www.ncbi.nlm.nih.gov/books/NBK64976/table/A62221/?report=objectonly  

 Developing discrepancy: clinicians help individuals recognize gaps between future goals 
and current behavior. For resources and information on developing discrepancy: 
http://www.therapistaid.com/therapy-worksheet/building-discrepancy    

• Flexible pacing: clinicians must assess individuals’ past experiences with treatment, current 
treatment readiness, and progress toward goals in order to appropriately tailor different  

 treatment responses to the individual. Use past successful experiences with treatment to 
guide individual through the change process. For resources and information on flexible 
pacing: https://www.ncbi.nlm.nih.gov/books/ NBK64963/ 

•  Personal contact with clients, such as phone calls and emails, as well as home visits, can be 
effective encouragement for individuals to continue in treatment or return to treatment. 

 

Motivation and Treatment Readiness Assessments and Scales: 
There are a variety of assessment instruments and tools that can be used to evaluated clients’ 
motivation, which can produce findings that may be included in the treatment process. The way the 
clinician or treatment provider discusses the results can also enhance motivation. Therefore, it is 
necessary to establish rapport with clients before conducting assessments. The treatment provider 
should make sure that assessment findings are individualized, and use them to engage clients in 
discussion. In addition to using assessments, treatment providers should listen for “change talk” and pay 
attention to shifts in clients’ attitudes toward treatment. 

http://people.uncw.edu/ogler/MI%20Groups%20for%20Com%20SA%20Prog.pdf
https://www.ncbi.nlm.nih.gov/books/NBK64963/
http://lib.adai.washington.edu/dbtw-wpd/exec/dbtwpub.dll?BU=http%3A//lib.adai.washington.edu/ebpsearch.htm&TN=EBP&QY=Find+AccessNo=5&RF=Full+Display&DF=Full+Display&NP=3&RL=1&DL=0&XC=/dbtw-wpd/exec/dbtwpub.dll&AC=QBE_QUERY&CS=0
http://www.midss.org/content/decisional-balance-scale-exercise
http://www.ncbi.nlm.nih.gov/books/NBK64958/#A61942
http://www.ncbi.nlm.nih.gov/books/NBK64976/table/A62221/?report=objectonly
http://www.therapistaid.com/therapy-worksheet/building-discrepancy
https://www.ncbi.nlm.nih.gov/books/%20NBK64963/
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• TCU Treatment Motivation Scales 
https://ibr.tcu.edu/forms/treatment-motivation-scales/ 

• SAMHSA/CSAT 
https://www.ncbi.nlm.nih.gov/books/NBK64976/#A62297 

o Readiness to Change Questionnaire 

o Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES) 

o What I Want from Treatment  
• University of Rhode Island Change Assessment (URICA) 

https://www.guilford.com/add/miller11/urica.pdf?t   
Brief Motivation/Treatment Readiness Interventions 

• TCU Getting Motivated to Change 

 https://ibr.tcu.edu/manuals/description-getting-motivated-to-change/  

• TCU Treatment Readiness and Induction Program (TRIP) 

https://ibr.tcu.edu/manuals/treatment-readiness-and-induction-program-trip/ 
• Your Own Reintegration System (YOURS) in which change is driven through developing 

supports. 

www.yours.gmuace.org/tools 

 
Structuring the Assessment and Feedback Session: 

• Express appreciation to clients for providing information. 

• Ask clients if they have any questions or comments about the assessment. 

• Encourage clients to ask questions throughout the feedback of the results. 

• Provide clients with background about the assessment, how it is standardized, how widely used 
it is (provide written copy). 

• Present all information to clients in written form and accompany with verbal explanation. 

• Use motivational style when presenting information. 

• At the end of the feedback session, summarize the results and the overall risks or problems 
that were discovered. Ask for the client’s reactions and any self-motivational feelings that the 
feedback prompted. 

 
Special consideration for individuals with intellectual disabilities and/or mental illness requires 
treatment providers to pace programming appropriately for their capacity. Programming should be 
more frequent, include more frequent workgroups or role playing sessions, and sessions should be 
repeated. 
 
 
Additional Resources: 

 DiClemente, C. C., & Velasquez, M. M. (2002). Motivational interviewing and the stages of 
change. Motivational interviewing: Preparing people for change, 2, 201-216. 

 Center for Substance Abuse Treatment. Enhancing Motivation for Change in Substance Abuse 
Treatment. Rockville (MD): Substance Abuse and Mental Health Services Administration (US); 1999. 
(Treatment Improvement Protocol (TIP) Series, No. 35.) Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK64967/ 

 Miller, W. R., & Rollnick, S. (2002). Motivational interviewing: Preparing people for change (2nd ed.). 
New York, NY, US: Guilford Press. 

https://ibr.tcu.edu/forms/treatment-motivation-scales/
https://www.ncbi.nlm.nih.gov/books/NBK64976/#A62297
https://www.guilford.com/add/miller11/urica.pdf?t
https://ibr.tcu.edu/manuals/description-getting-motivated-to-change/
https://ibr.tcu.edu/manuals/treatment-readiness-and-induction-program-trip/
http://www.yours.gmuace.org/tools
https://www.ncbi.nlm.nih.gov/books/NBK64967/
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PRACTICE GUIDELINE: PROMOTING HEALTHY LIVING 

 
Strategies for helping clients succeed while in treatment should take into consideration the whole 
person, not just clients’ convictions or criminogenic needs. Healthy living encompasses a broad range of 
daily functioning, habits and activities including engaging in healthy and productive activities, 
maintaining positive relationships, taking medication, and exercising. Many individuals would benefit 
from help and encouragement in this area from treatment providers, criminal justice actors, and non-
profit organizations that work in the criminal justice system. 
  
Why Promote Healthy Living: 

 Most providers, whether employed by the courts, correction departments or treatment/service 
agencies, tend to focus on long-term goals that may be hard to achieve. Helping the individual 
focus on shorter-term healthy living behaviors will allow them to have “wins” along the way. 

 Compared to the general population, individuals with criminal justice involvement have high 
rates of both physical and behavioral health problems, many of which require medication 
management, regular physician visits, and practicing healthy living habits. Left untreated or 
under-treated, these health concerns can be very disruptive to a person’s daily functioning 
(Gideon, 2013). 

 Many individuals who are criminal justice-involved or engaged in treatment have limited access 
to nutritious foods, and many have limited knowledge of how to cook or have trouble finding 
the time to cook among work, treatment, and other obligations (Heller, 2016). Healthy eating 
habits are also important, since food insecurity can hinder positive decision-making (Frech, 
2013). 

 Individuals in the criminal justice system and individuals with substance use disorders are 
frequently homeless or unstably housed, including stays at homeless shelters or moving 
frequently from various friends’ and relatives’ homes. The conditions of homelessness can lead 
to poor health, and many health issues may also lead some individuals to become homeless. 
Common health concerns related to homelessness include mental health problems, substance 
abuse, bronchitis and pneumonia, problems caused by being outdoors, and wound and skin 
infections (National Library of Medicine, 2018). 

 Housing instability has a negative collateral impact on sleep habits, which in turn impact many 
aspects of life, including energy level, productivity, safety, and appetite (Cordeiro, 2014), as well 
as decisions that are made about daily activities.  

 Social connectedness matters—having people to rely on for emotional support can be an 
important stabilizing factor in individuals’ lives (Warland et al., 2013). 

 Finding new hobbies and ways to spend leisure time is important to making healthy choices.  For 
example, exercising, can be a fun way for individuals to connect with new people and to develop 
healthier habits. 

 An estimated 70-80% of criminal justice-involved individuals smoke cigarettes, which is 
associated with numerous, long-term health conditions (Cropsey et al., 2015).  

 
Assessment:  
Many biopsychosocial assessments that treatment providers use include measures of healthy living. In 
addition, agencies can use standardized instruments like the Short Form-12 (SF-12) and the Patient 
Health Questionnaire (PHQ-9) to assess for overall health. 
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How to Help Promote Healthy Living: 

 Healthy living starts with individuals’ housing situation. Service providers (including non-profit  

agencies) should check in frequently with their clients about where they are living, who they are 
living with, and how they feel about their living situation. Is it stable? Are they getting along with 
the other people in the home? Do they feel safe? 

 Individuals may need help accessing physical healthcare. This may include obtaining 
identification, enrolling in health insurance, finding healthcare providers and following up with 
medications, appointments, and recommendations. 

 Individuals may need assistance managing their medications, symptoms, and appointments. 
Some helpful tools may include calendars, phone alarms, and daily pill boxes. 

 Social media is no substitute for real social interaction and communicating with friends and 
family one-on-one.  

 Healthy living practices can be fun. Many people use fitness trackers or smart phones that track 
physical activity. Individuals can set their own goals and even compete with friends. 

 Individuals have the option of using SNAP benefits at many farmers’ markets to acquire fresh 
produce.  

 Service providers can help individuals understand how their eating patterns can impact both 
their bodies and their emotions, and demonstrate the numerous benefits to improving eating 
habits. Learning how to cook can be an activity that increases bonds with family or friends. 

 Discussions on healthy eating may also address limiting consumption of sugary drinks and 
alcohol. 

 There are numerous medications, apps, and strategies to help individuals quit smoking. Service 
providers may make individuals aware of the different options that are available and encourage 
them to try new ones when the first attempt does not work where appropriate. 

 The first step to developing healthy sleep habits is understanding what they are and what can 
negatively affect them. Individuals should understand the positive impacts of keeping a 
consistent schedule, avoiding electronics and alcohol that can negatively affect sleep habits, and 
having a bedtime routine. 

 Promoting healthy living allows individuals to learn to regulate their own behaviors and make 
decisions to improve their awareness of how lifestyle factors (e.g. food, sleep, safety, loneliness, 
support systems, etc.) affect their well-being (Frech, 2013).   

Special consideration for individuals with intellectual disabilities and/or mental illness requires 
treatment providers to pace programming appropriately for their capacity. Programming should be 
offered more frequent, include more frequently in terms workgroups or role playing sessions, and 
sessions should be repeated.  
 
Sources and Additional Resources: 

 Cordeiro, Brittany (2014). 8 Healthy Sleep Habits. Accessed from: 
https://www.mdanderson.org/publications/focused-on-health/april-2014/healthy-sleep-
habits.html     

 Cropsey KL, Clark CB, Zhang X, Hendricks PS, Jardin BF, Lahti AC. (2015). Race and medication 
adherence moderate cessation outcomes in criminal justice smokers. American Journal of 
Preventive Medicine 49(3):335‐44.  

 Frech A. (2013). Pathways to adulthood and changes in health-promoting behaviors. Advances in 
life course research, 19, 40-9. 

https://www.mdanderson.org/publications/focused-on-health/april-2014/healthy-sleep-habits.html
https://www.mdanderson.org/publications/focused-on-health/april-2014/healthy-sleep-habits.html
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 Gideon, L. (2013). Bridging the gap between health and justice. Health & Justice, 1, 4. 
http://doi.org/10.1186/2194-7899-1-4. 

 Heller, J. (2016). A Framework Connecting Criminal Justice and Public Health. Accessed from: 
https://humanimpact.org/a-framework-connecting-criminal-justice-and-public-health/   

 Liu Y, Wheaton AG, Chapman DP, Cunningham TJ, Lu H, Croft JB. Prevalence of healthy sleep 
duration among adults – United States, 2014. MMWR Morbidity and Mortality Weekly 
Report. 2016;65(6):137–141. 

 National Library of Medicine, Homeless Health Concerns (see 
http://www.nlm.nih.gov/medlineplus/homelesshealthconcerns.html)  

 SAMHSA Tip 55: Behavioral Health Services for People Who Are Homeless (see 
http://store.samhsa.gov/product/TIP-55-Behavioral-Health-Services-for-People-Who-Are-
Homeless/SMA13-4734)  

 Warland, C, Jones, J., Phlipp, J., Schnur, C., & Young, M. (2013). Healthy relationships, employment, 
and reentry (Policy Brief). Washington, DC: National Resource Center for Healthy Marriage and 
Families. 

 Online versions of assessment tools are available at 
https://www.phqscreeners.com/sites/g/files/g10049256/f/201412/PHQ-9_English.pdf and 
https://www.hss.edu/physician-files/huang/SF12-RCH.pdf   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://doi.org/10.1186/2194-7899-1-4
https://humanimpact.org/a-framework-connecting-criminal-justice-and-public-health/
http://www.nlm.nih.gov/medlineplus/homelesshealthconcerns.html
http://store.samhsa.gov/product/TIP-55-Behavioral-Health-Services-for-People-Who-Are-Homeless/SMA13-4734
http://store.samhsa.gov/product/TIP-55-Behavioral-Health-Services-for-People-Who-Are-Homeless/SMA13-4734
https://www.phqscreeners.com/sites/g/files/g10049256/f/201412/PHQ-9_English.pdf
https://www.hss.edu/physician-files/huang/SF12-RCH.pdf
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PRACTICE GUIDELINE: HEALTHY RELATIONSHIPS 
 
Strategies for helping clients stabilize in the community and reduce the likelihood of future criminal 
justice involvement must take into consideration the whole person, not just clients’ convictions or 
criminogenic needs. Working with individuals to develop and maintain positive relationships with family 
and friends can help create a network that supports individuals as they make progress on their goals. 
 
Why Address Healthy Relationships: 

 The majority of individuals who have been involved in the criminal justice system have friends 
and/or family who have also been involved in the criminal justice system (Esiri, 2016). 

 Incarceration has a negative impact on both the individual and their family. It can strain family 
relationships and create barriers in healthy parent-child relationships (Wildeman & Western, 
2010). 

 Individuals re-entering the community from incarceration cite family support as the most 
important factor in helping them build stability and avoid repeat involvement in the criminal 
justice system (LaVigne, Shollenberger, & Debus, 2009). 

 Having healthy relationships often positively impact employment, substance use, earnings, and 
recidivism (Warland et al., 2013). 

 Family involvement in re-entry programming is associated with lower rates of substance use and 
recidivism, and fewer mental, physical, and emotional problems (Warland et al., 2013).  

 Individuals who have close friends or family who actively use drugs are also more likely to use 
drugs frequently following release from incarceration (LaVigne, Shollenberger, & Debus, 2009). 

 Building and maintaining healthy relationships may look different for men and women as well as 
for younger and older people. For example, women are more likely to be the custodial parent if 
they have children, and marriage tends to be less of a stabilizing influence on younger people 
than it is on older people (Laub, Nagin, & Sampson, 1998). 

 Individuals are often focused on “tangible” actions to demarcate progress, such as completing 
substance use disorder treatment or finding a job, so they may not immediately see the positive 
impact that healthy relationships can have. 

 
Assessment: 
Many risk-need assessment instruments include one or more subscales that measure the degree to 
which an individual has friends or family who have active criminal justice involvement and/or have 
substance use disorder problems.  Some instruments also assess the impact that these friends and 
family may have on the individual and the decisions that they make. Besides risk-need assessment 
instruments, there are instruments that specifically assess the influence of maintaining relationships 
with friends who abuse substances, such as the Global Appraisal of Individual Needs (GAIN), Orientation 
for Social Support, and the Texas Christian University Social Functioning assessment. 
 
Curriculum to Address Healthy Relationships: 
While there are a number of curricula that address healthy relationships for youth, there are few 
available for adults. SAMHSA developed Relationships Matter!, a webinar series for practitioners who 
work with women experiencing mental health and substance use issues, which explores the role of 
relationships. Topics include: Being Real: The Power of Authentic Therapeutic Relationships in Women’s 
Services; #RelationshipGoals: Significant Others in Women’s Recovery; Finding Her Tribe: Women’s 
Relationships with Peers and Community; Motherhood: What It Means for Women’s Recovery; Complex  
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Connections: Intimate Partner Violence (IPV) and Women’s Substance Use and Recovery. These 
materials and webinars can be found at https://www.samhsa.gov/women-children-
families/trainings/relationships-matter.  
 
Tips for Helping People Build and Maintain Healthy Relationships: 

 Many individuals could increase their exposure to models of healthy relationships; mentors, 
especially those with lived experience, can help provide those models. 

 Addressing healthy relationships involves developing skills around effective communication, 
anger management, self-esteem, and conflict resolution (Ooms et al., 2006).  

 Working with individuals on healthy relationships may involve working with their families and 
significant others as well. 

 Interventions that help people build healthy relationships should not be limited to only those 
with young children. 

 Building healthy relationships does not need to be a standalone project; it can be integrated into 
other types of programming including substance use treatment and employment services 
(Warland et al., 2013). 

 Developing a positive relationship with an older mentor is often more beneficial than a romantic 
relationship (Laub, Nagin, & Sampson, 1998). 

  Service providers can help individuals develop healthy relationships by acting as a reliable, 
stabilizing, positive, healthy relationship in the person’s life. 

 Service providers should actively listen when individuals discuss their relationships with friends 
and family members, particularly regarding engaging in substance use or criminal behavior. The 
goal is to help individuals identify positive healthy behaviors and distinguish which relationships 
may help them move toward their goals and which may not. Service providers should ask 
questions both about the friend or family member themselves and about the individual’s 
relationship with them.  

 Service providers should help individuals identify healthy relationships in their lives as positive 
examples, particularly individuals that are engaged in positive, healthy behaviors. 

 Service providers can help individuals identify people who could potentially be negative 
influences (e.g., those who pressure the individual or encourage them to do things they should 
not). These conversations can help individuals examine their relationships with these individuals 
and practice how to make positive decisions. 

 Making new friends can be hard. Service providers can identify opportunities for meeting new 
people, such as adult sports leagues, gyms, volunteering, or getting involved with a religious 
organization. 

 Service providers can help the individual think through low-cost activities they can do to build 
relationships with peers who are involved in positive, healthy activities, such as hosting a family 
movie or game night or going to a church potluck. 

 Individuals who have close relationships with others who are actively involved in the criminal 
justice system, including family members, could benefit from developing coping strategies for 
how to deal with these challenging relationships, or strategies for minimizing contact with those 
individuals if necessary and/or beneficial. 

 Part of healthy, supportive relationships is being aware of and sensitive to the needs of others.  
Service providers can help individuals develop perspective-taking so they recognize that 
relationships are “two-way streets” that require consideration of multiple perspectives 
(Warland, et. al, 2013).   

https://www.samhsa.gov/women-children-families/trainings/relationships-matter
https://www.samhsa.gov/women-children-families/trainings/relationships-matter
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Special consideration for individuals with intellectual disabilities and/or mental illness requires 
treatment providers to pace programming appropriately for their capacity. Programming should be 
offered more frequent, include more frequently in terms workgroups or role playing sessions, and 
sessions should be repeated.  
 
Sources and Additional Resources: 

 Arditti, J. A., & Few, A. L. (2006). Mothers’ reentry into family life after incarceration. Criminal Justice 
Policy Review, 17, 103-123.  

 Bayse, D., Allgood, S., & Van Wyk, P. (1991). Family life education: An effective tool for prisoner 
rehabilitation. Family Relations, 40(3), 254–257. 

 Braman, D., & Wood, J. (2003). From one generation to the next: How criminal sanctions are 
reshaping family life in urban America. In J. Travis & M. Waul (Eds.), Prisoners once removed. 
Washington, DC: The Urban Institute Press, 157-188. 

 Esiri, M. (2016). The Influence of Peer Pressure on Criminal Behavior. Journal of Humanities and 
Social Sciences, 21(1), 8014. 

 Laub, J., Nagin, D.S., & Sampson, R. J. (1998). Trajectories of change in criminal offending: Good 
marriages and the desistance process. American Sociological Review, 63(2), 225–238. 

 La Vigne, N.G., Shollenberger, T.L., & Debus, S. (2009). One year out: The experiences of male 
returning prisoners in Houston, Texas (Policy Brief). Washington, DC: The Urban Institute. 

 Ooms, T., Boggess, J., Menard, A., Myrick, M., Roberts, P., Tweedie, J., & Wilson, P. (2006). Building 
bridges between healthy marriage, responsible fatherhood, and domestic violence programs. 
Retrieved from https://www.clasp.org/sites/default/files/public/resources-and-
publications/archive/0208.pdf   

 Warland, C, Jones, J., Phlipp, J., Schnur, C., & Young, M. (2013). Healthy relationships, employment, 
and reentry (Policy Brief). Washington, DC: National Resource Center for Healthy Marriage and 
Families. 

 Wildeman, C., & Western, B. (2010). Incarceration in fragile families. Future of Children, 20(2), 157–
177. 
 

 

 

 

 

 

 

 

 
 
 
 

https://www.clasp.org/sites/default/files/public/resources-and-publications/archive/0208.pdf
https://www.clasp.org/sites/default/files/public/resources-and-publications/archive/0208.pdf
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PRACTICE GUIDELINE: USING INCENTIVES TO ENGAGE PEOPLE AND SUSTAIN BEHAVIOR CHANGE 

 
Incentives, both material and social, can be a powerful tool to initiate and sustain behavior change. 
Incentives are widely used in substance use disorder treatment programs and housing programs.   
 
Why Use Incentives: 

 Service providers programming largely have been deficit-based, focusing on developing and 
providing sanctions to discourage non-compliance. Conversely, incentives, which focus on 
“catching people doing things right” and rewarding them for engaging in positive behaviors, 
have been found to be more effective in increasing compliance (Friedman et al., 2010).  

 People learn how to behave by reacting to the positive and negative consequences of their 
behavior. Frequently, these are natural consequences, such as feeling hungover after binge 
drinking, but these reinforcements can come from the outside as well (Taxman et al., 2010). 

 Receiving positive consequences from engaging in positive behaviors (e.g., treatment 
attendance) shifts the focus from failure to success and has the potential to influence improved 
client morale and self-efficacy (Taxman et al., 2010). 

 Contingency Management (CM) is an evidence-based practice where treatment providers 
attempt to increase positive behavior among individuals with substance use issues through a 
transparent system of incentives. It involves three basic principles:  

1. Monitor for change in the target behavior 
2. Reinforce the desired behavior whenever it occurs  
3. Withhold positive reinforcements when the desired behavior does not occur (Petry, 

2000); the use of sanctions should be minimized and only used for serious criminal 
behavior.  Incentives should drive the responses by justice and treatment actors. 

 Incentive systems can include both “social” and “material” rewards. “Social rewards” refers to 
intangible rewards including verbal or written praise or early completion of supervision. 
“Material incentives” refers to tangible items such as gift cards or transit passes (Rudes et al., 
2011). 

 
Tips for Using Incentives: 

 Transparency with incentives is key—service providers should ensure that they make individuals 
aware of how they can earn rewards (i.e., what behaviors they are rewarding), and the system 
should treat all individuals equitably (Rudes et al., 2011). 

 Incentives should be tied to the desired target behavior and the client’s treatment or case plan. 
For example, substance use treatment programs should tie incentives to treatment engagement 
and/or drug tests that show up negative (Petry, 2000). 

 Incentives are most useful in the early stages of programming or relationship building, when 
clients are more likely to engage in unhealthy activities and routines. Using incentives early in 
programming can help change behavior patterns because it provides individuals with an early 
taste of success, and providers with the opportunity to engage individuals in the treatment 
process and build internal motivation (Taxman et al., 2010).  

 The incentive system should incorporate both social and material rewards, and should be 
meaningful to the person (Taxman et al., 2010).  For example, if an individual enjoys sports, 
incentives developed around sporting events or activities may be more meaningful than 
incentives involving work activities.  

 Incentives are most effective when they are delivered immediately (as soon as the supervision 
officer or treatment provider observes the behavior), consistently, and frequently (Petry, 2000). 
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  Service providers should not underestimate the power of kind words and verbal or written 
reinforcement of desired behaviors. 

 “Fishbowls” can help to ensure that rewarding individuals remains cost effective. This is a 
process where individuals who are engaging in the desired behavior are eligible to draw from a 
fishbowl or hat with the incentive items written on slips of paper. Most of the items will have 
minimal monetary value (Petry & Bohn, 2003). 

Special consideration for individuals with intellectual disabilities and/or mental illness requires 
treatment providers to pace programming appropriately for their capacity. Programming should be 
more frequent, include more frequent workgroups or role playing sessions, and sessions should be 
repeated. 
 
Sources and Additional Resources: 

 Festinger, D. S., Marlowe, D. B., Croft, J. R., Dugosh, K. L., Mastro, N. K., & Lee, P. A. (2005). Do 
research payments precipitate drug use or coerce participation? Drug and Alcohol Dependence, 
78(3), 275-281. 

 Friedmann PD, Green T, Rhodes A, Harrington M, Taxman FS. Collaborative behavioral 
management reduces drug-related crime, substance use among drug-involved 
parolees. Washington DC: Association for Medical Education and Research in Substance Abuse; 
2010. 

 Ghitza, U. E., Epstein, D. H., Schmittner, J., Vahabzadeh, M., Lin, J., & Preston, K. (2008). Effect of 
reinforcement probability and prize size on cocaine and heroin abstinence in prize- based 
contingency management. Journal of Applied Behavior Analysis, 41(4), 539-549. 

 Lewis, M. W., & Petry, N. M. (2005). Contingency management treatments that reinforce 
completion of goal-related activities: Participation in family activities and its association with 
outcomes. Drug and Alcohol Dependence, 79(2), 267-271. 

 Marlowe, D. B., Festinger, D. S., Dugosh, K. L., Arabia, P. L., & Kirby, K. C. (2008). An effectiveness 
trial of contingency management in a felony preadjudication drug court. Journal of Applied 
Behavior Analysis, 41(4), 565-577. 

 Murphy A., Rhodes A.G., & Taxman F.S. (2012). Adaptability of Contingency Management in Justice 
Settings: Survey Findings on Attitudes toward Using Rewards. Journal of Substance Abuse 
Treatment, 43(2):168-77.  

 Petry N.M. & Bohn MJ. (2003). Fishbowls and candy bars: Using low-cost incentives to increase 
treatment retention. Science & Practice Perspectives 2(1):55–61. 

 Petry, N.M. (2000). A comprehensive guide for the application of contingency management 
procedures in standard clinic settings. Drug and Alcohol Dependence, 58, 9-25. 

 Roll, J. M., Huber, A., Sodano, R., Chudzynski, J. E., Moynier, E., & Shoptaw, S. (2006). A 
comparison of five reinforcement schedules for use in contingency management-based treatment 
of methamphetamine abuse. Psychological Record, 56(1), 67-81. 

 Rudes, D.S., Portillo, S., Murphy, A., Rhodes, A., Stitzer, M,. Loungo, P., & Taxman, F.S. (2011). 
Adding Positive Reinforcements in a Criminal Justice Setting: Acceptability and Feasibility. Journal of 
Substance Abuse Treatment, 42(3):260-70. 

 Taxman F.S., Rhodes A., Rudes D., Portillo S., Murphy A., & Jordan N.  JSTEPS: Using structured 
rewards and sanctions in justice supervision programs. Manual. Bethesda, MD: National Institute on 
Drug Abuse; 2010. 

 



Program Staff Salary Ranges

Program Directors and Deputy Directors $90,000 - $110,000

Clinical Supervisors and Medical Directors $75,000 - $95,000

Middle Managers (e.g. Database Manager, Fiscal Manager, Senior Program Staff) $65,000 - $80,000
Masters Level Program Staff (e.g. Data Specialist, Social Workers, Case Managers, Peer Navigators, 

Program Specialists, Intake Specialists) $55,000 - $70,000
Bachelors Level Program Staff (e.g. Data Specialist, Social Workers, Case Managers, Peer 

Navigators, Program Specialists, Intake Specialists) $50,000 - $55,000

Support Staff (e.g. Program Assistants, Executive Assistants, Data Analysts, Peer Navigators) $40,000 - $50,000

Medical Staff Salary Ranges

Psychiatrist $120,00 - $150,000

Physician Assistant $90,000 - $110,000

Registered Nurse $70,000 - $80,000

Compensation will vary based on experience and education

Appendix D: Recommended Staff Salary Guidelines



Appendix E: Potential Monthly and Quarterly Report Data 

 

Monthly Report Metrics 

 

Client Demographics 

 Name 

 DOB 

 NYSID 

 Gender 

 Race/Ethnicity 

 Borough of residence 

 

Client Need Information (upon enrollment into program) 

 Highest education level completed 

 Number of people financially supporting 

 Current employment status 

 Employment experience 

 Current housing status 

 Social supports 

 Substance use history 

 Mental health history 

 

Client Criminal Justice History Information (upon enrollment into program) 

 Date of release from jail 

 Length of most recent incarceration 

 Number of previous incarcerations 

 

Hybrid Service Connection Information 

 Date of first contact with client in DOC custody 

 Date(s) and/or number of subsequent contacts with client in DOC custody 

 Date(s) of case conference(s) in custody with DOC staff/CHS staff/DOC-contracted provider 

staff 

 Date client connected with mentor in custody 

 Number and type of activities conducted in-custody and in-community 

 Date of release from jail 

 Date of mentor’s first contact with client in community 

 Date(s) and/or number of attempted and actual contacts with client in community 

 Date connected client with case management (at organization providing comprehensive 

services in the community) 

 Number and type of services provided to individuals immediately upon discharge (in or near 

jails and/or courthouses) 

Enrollment into Comprehensive Services Information 

 Date of Referral 



 Source of Referral (e.g. from other program/provider, walk-in) 

 If referred and not screened, why not? 

 Date of Screen 

 If screened and not enrolled, why not? 

 Date of Enrollment 

 Date(s) and/or number of attempted and actual contacts with client in community 

 

Employment and Education Services and Outcomes 

 Date of job training/job readiness workshop 

 Start and end date(s) of paid short term employment 

 Start date(s) of permanent employment 

 Start and end date(s) of educational program (e.g., literacy, GED/HSE, college readiness) 

o Whether completed or did not complete education program 

 If did not complete, why not? 

 Number and type of job support services provided (e.g. resume writing, obtaining professional 

clothing, rap sheet cleanup, obtaining identification/vital documents) 

 

Therapeutic Services Provided 

 Number and type of therapeutic services provided – including number of clients served in each 

type 

 

Supportive Social Services Provided (where relevant) 

 Number and type of supportive social services provided – including number of clients served in 

each type  

 

Quarterly Report Metrics 

Program Narrative 

1. What were your accomplishments during the reporting period? 

2. What operational challenges did you encounter, if any, within the reporting period that 

prevented you from reaching your goals? 

3. Is there any assistance MOCJ can provide to address any challenges identified in Question #2? 

4. What approaches are being used to promote and sustain participant engagement/re-

engagement and program compliance?  

5. Please report general observations and trends. 

6. Please provide a participant case study. 

 

Quality Assurance and Implementation Metrics 

 Average number of days from referral to screening for clients 

 Average number of days from screening to enrollment for clients 

 Average number of days from enrollment to first program session attended for clients 

 Average number of days clients participated in programming during first 30 days of program 



 Percentage of sessions reviewed by supervisor (type of review: observed in person, case 

notes, call) 

 Percentage of clients with at least one session reviewed by supervisor  

 Average fidelity or adherence scores per staff person/per session 

 Staff/client ratio for active cases 

 Average percentage of curriculum completed by all clients (number of sessions completed out 

of total program curriculum)  

 Staff continuing professional development metrics  

 Percentage of staff that received professional development 

 Amount and type of professional development received  

 Name of trainings, continuing education classes, workshops, conferences attended 

 Number of staff that attended 

 Whether internal or external  

 

 


