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ABSTRACT 

This report provides an analysis of the diagnosis and referral activities 
of the Fairfax, Virginia, Alcohol Safety Action Project (ASAP), a $2.3 million 
demonstration program for combatting the drinking driver problem. The 
exploratory nature of ASAP countermeasure operations necessitates research 
for validating the procedures used to match individual client needs and available 
treatment resources. This study identifies key decision points and priority 
variables essential for the control of diagnostic and referral activities. 

Unique among the 35 community based ASAP programs funded by the 
National Highway Traffic Safety Administration, the Probation Office and 
Mental Health units of the Fairfax ASAP use group interview techniques to 
diagnose and classify drunken drivers. Also unique to the Fairfax ASAP is 
a case management strategy whereby defendants are frequently referred to a 
series of separate treatment programs. These are intended to provide 
exposure to a number of rehabilitative approaches. However, in developing 
administrative policy, a [imitation upon the number (now often three) of treat- 
ment modalities assigned an individual should be dependent upon a trade-off 
of two considerations: likely incremental program benefits versus economic 
and psychological costs to the client of multiple rehabilitative courses having 
fees from $30 to $60 each. 

Because of the costs of the detailed and intensive diagnostic procedures 
in Fairfax and the need to develop a less sophisticated and lower cost procedure 
for use in the mini-ASAP's in other communities in Virginia, it was concluded 
that preliminary classification based upon the BAC (blood alcohol content) at 
the time of arrest, previous traffic records, and problem drinking symptoms 
should be used for all defendants. Those defendants who couldn't be classified 
on the basis of their records could then be scheduled for group interviews. A 
model which interre[ate.s the number of problem drinking characteristics, 
BAC at time of arrest, and previous traffic violations was deveIoped to 
supplement diagnostic decisions made in Fairfax by serving as a quick cross- 
check on all d•agnostic decisions. 





FINDINGS• CONCLUSIONS, AND RECOMMENDATIONS 

Office of Alcohol Countermeasures Findings and Conclusions 

1o An experimental model simulating ASAP diagnostic decisions was 
developed which interrelates three key elements: number of drinking 
characteristic variables• BAC level at the time of arrest, and prior traffic 
violations° This model is consistent with OAC criteria for three drinking 
categories and possibly could be used to replace, or at least supplement, the 
current costly diagnostic procedures. 

2. A check of drinking classification and subse,quent referral to treatment 
indicated that there is no clear-cut procedure for matching the results of the 
diagnosis to the eventual referral. Of a random sample of 75 ASAP defendants 
controlled for drinker category, it was found that 20 were referred to treat- 
ment modalities inappropriate for their diagnosis° 

3o Since July 1973• Fairfax ASAP management policy has been to staff 
all defendants to a Driver Improvement School° Yet the data in the Probation 
Office files indicated that 36 of the 75 sampled defendants had not been staffed 
to Driver Improvement School° Because of the management•s policy, multiple 
treatment is now a common practice• including many referrals to as many as 
three treatment programs. From the two basic treatment programs at the 
start of ASAP operations in 1972, there are now at least 19 major combinations 
of treatment, which must be reported on Appendix H tables. 

4. Quarterly data indicate great disparities in the diagnoses of defendants 
into the three drinking categories. The percentage of problem drinkers ranged 
from a low of 12% in quarter 4 to a high of 54% in quarter 7. Non-problem 
drinkers ranged from a low of 14% in quarter 8 to a high of 55% in quarter 1. 
The category of drinkers who were not classified ranged from a low of 7% in 
quarter 1 to a high of 37% in quarter 4. While it is possible that the 
characteristics of the defendants exhibited differences over time• it is much 
more likely that policy and procedural changes in the Probation Office accounted 
for these fluctuations° 

5. Much data sought from ASAP probation folders for analysis of the time 
necessary for entry into rehabilitation were found to be [nvalid for use in this 
study. A large number of administrative procedures are prerequisite for 
scheduling treatment. Hence, some doubt is cast upon the accuracy of the 
file records, which indicate that more than one-third of the sampled cases 
entered treatment within two days of referral. 

6. The average cost per defendant diagnosis• referral• and probation was 
calculated to be approximately $82. Defendant diagnosis and referral were 
estimated to be in excess of $60 per defendant. In view of these high costs 
and wide fluctuations in diagnostic decisions over time• it was concluded that 
alternatives to this costly, yet erratic procedure should be sought° 
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Recommendations 

1. The Fairfax ASAP management staff should consider using the model 
developed in this report for preliminary diagnostic screening of all defendants. 
Those defendants for whom no classification could be made from the model could 
then be scheduled for more extensive diagnostic work. 

2o The proposed model, or another similar to it and based upon the OAC 
criteria for problem drinking classification,, should be considered as a means 
for reducing costs by preliminary screening of all defendants on tl• basis of 
records. For those cases for which the records are not sufficient for 
classification, the model could be supplemented with group intake techniques. 

3. The management staff should consider the alternative of reducing the 
number of multiple referrals to reduce the work load on the treatment agencies 
as well as balancing.the increased costs to the defendants against the 
incremental benefits accruing from multiple treatment, programs. Without. a 
significant increase in the arrest rate, apparently an increasing percentage 
of defendants are precluded from entering any ASAP treatment program. It 
is not clear if the increasing use of multipie treatment so overloaded the 
community treatment resources that the decision was made to deny an increasing 
percentage of defendants from entering rehabi.litation programs. If that is the 
ease, then it appears that the management staff has lost sight of the original 
ASAP goal of making rehabilitation services available to every suitable 
defendant and should reconsider its decision regarding the use of multiple 
treatment programs. 

4. The record-keeping deficiencies in the probation files which made 
almost impossible an assessment of the recidivism rates of defendants should 
be corrected. Hopefully,. the Office of Alcohol Countermeasures of NHTSA 
will not change the format again for the recording of recidivism data on Table 
15 of Appendix H, and the Probation Off•.ce should develop a plan to record 
and compile in a ti.mely fashion in the data necessary for Table 15. 

5. Streamlining the Fairfax ASAP case management system is a necessity 
because it should serve as the prototype system for a series of mini,-•ASAP•s 
sponsored by the Highway Safety Division of Virginia. 
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AN ANALYSIS OF PROBLEM DRINKER DIAGNOSIS AND REFERRAL IN THE 
FAIRFAX ALCOHOL SAFETY ACTION PROJECT, 1973 

by 

Robert F. Jordan, Jr. 
Highway Research Analyst 

BACKGROUND 

The Fairfax Alcohol Safety Action Project is one of 35 federally funded 
demonstration programs organized to confront the drinking driver problem. 
For each ASAP, a series of key analytic studies are required annually; specific 
research problems which must be investigated by the series of evaluation 
reports are described in Alcohol Safety Action Projects. Evaluation._l/ 

This report reviews the techniques whereby those persons arrested 
for drunken driving are diagnosed as to their degree of problem with alcohol 
control and are referred to treatment programs. Because of the exploratory 
nature of the ASAP countermeasures, detailed research is needed to validate 
diagnostic and referral procedures. In Fairfax these are functions of a special 
ASAP Probation Office. Specifically, the needed research must identify key 
decision points and priority variables integral to case management operations. 
These should form the basis for developing standardized criteria useful to 
diagnostic and referral activities. This analytical study also evaluates the 
degree of success associated with getting ASAP's driving while intoxicated 
(DWI) defendants into appropriate programs. 

A companion report evaluating 1972 case management operations 
identified tendencies to underclassify the drinking problems of DWI defendants 
in Fairfax. 2._/ That anal_ytica[ study recommended improving administrative 
records, development of a model for cross-checking diagnostic and referral 
decisions, and continued experimentation with the "group intake" interview 
techniques. 

PURPOSE AND SCOPE 

Ob]ect• ve_s 

The objective of the diagnosis and referral system is to establish matches 
between indi•vidual needs and available treatment resources. It should be 
recognized that the total ASAP system is comprised of four countermeasure 
activities; however, this research is confined in scope to concentrate exclusively 
upon the diagnostic and referral system in Fairfax. There are corresponding 
key analytic studies wherein closely related ASAP countermeasure functions 
are described in separately bound reports. 
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The route of the DWI defendant begins with the pre-trial court 
appearance. Defendants then begin the referral process, which was designed 
to,ensure transfer into appropriate ASAP treatment modalities. Thetime 
frame for the analysis presented here covers 1973, the second year of opera- 
tions for the Fairfax ASAP. For purposes of comparison, the 1972 year of 
operations and the preceding base year era are used. 

Description of DW I Diagnosis 
and Referral System 

The complete cycle for diagnosing and referring DWI cases encompasses 
a.complicated chain of events. In the interest of clarification an overview of 
the main elements of the system are listed in outline form. 

(1) Arrest for driving while intoxicated. 
(2) Pre-trial court hearing and continuance of case. 
(3) Diagnostic. interview. 
(4) Incompatible DWI cases are screened and return directly to court. 
(5) Probation staff determines treatment referrals. 
(6) Defendant enrolls in treatment programs. 
(7) Secondary diagnostic evaluations may be utilized, 
(8) Special cases can be assigned to external community treatment 

programs. 
(9) Individual successfully completes treatment courses. 

(10) Final interview with probation office. 
(11) Court trial. 
(12) Defendant sentencing keyed to probationary recommendation. 

The above listed functions are described in greater detail in an earlier 
report entitled "An Analysis of Problem Drinker Diagnosis and Referral 
Within the Fairfax ASAP, 1972. ,,_3/ The interrelations of these functions are 
diagrammed within an organization flow chart in Figure 1. To facilitate inter- 
pretation of the chart it is important to describe the treatment programs. 
Concise descriptions of the primary treatment courses along with their 
corresponding rehabilitative goals are as follows: 

(1) Alcohol Safety School (Driver Improvement School)- An 
educationally based 16-hour program for improving driver behavior 
by increasing knowledge and building positive attitudes.. A 
companion report in the 1973 analytic studies will give a detailed 
review of the types of Driver Improvement Schools in Fairfax. 

(2) Fairfax Alcohol Community Education (FACE)-- A supplemental 
20-hour treatment in which a defendant is asked to assess the 
effects of drinking on his lifestyle. 4/ 
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(3) Mental Health Center (Diagnostic and Evaluation Unit)- The 
primary role is to perform secondary evaluation of individual 
drinking problem diagnoses. This office of the Fairfax-Falls 
Church Mental Health Center has begun conducting group therapy 
for FACE Information Group courses._5/ 

(4) Community Alcohol Center Clinic This Clinic uses counseling 
and therapeutic techniques to treat persons having severe 
drinking problems. It is the only local treatment program 
authorized to administer chemotherapy, even though this 
capability has been utilized infrequently. 

Referring again to the rehabilitative flow chart shown in Figure I, 
there are two critical decision points meriting close attention. These key 
phases of the probation cycle are the pre--trial meeting with the court 
prosecutor and the diagnostic interviews managed by the Probation Office. 

At the first key phase, prosecutors screen DWl offenders for entry 
or exclusion from the ASAP rehabilitation programs. The second key phase 
encompasses the tasks of performing diagnostic interviews and referral to 
appropriate treatment programs. Previously, the basic technique for 
accomplishing these probationary functions was centered around personal 
interviews for all ASAP clients. By the second quarter of 1973, the Fairfax 
ASAP Probation Office converted that system into one using "group intake" 
methods. 

Judicial Sc ree•riteria_ 

A series of factors are reviewed during the DWl defendant screening 
process. The intention of the judicial screening established by court judges 
and prosecutors was to have every suitable driver permitted entry into the 
ASAP probation system. Selected criteria are used to screen certain types 
of DWI offenders from entry into the ASAP pre-tria[ probation program. 
Prominent among the factors which tend to disqualify 10% or more of all 
potential probationary applicants are the following: 

(I) DWI offenders having a series of major traffic violations. 
Judges prefer to impose severe sanctions upon the habitual 
traffic offenders. Often such offenders are convicted of DWl 
and placed on formal court probation with ASAP. 

(2) Drivers residing outside a reasonable commuting distance 
from ASAP rehabilitation and probation facilities. 

(3) Uncooperative DWl cases who will not agree to comply with the 
terms of ASAP probation. 



(4) DWI recidivists (those arrested a second time for DWI) who may 
have successfully completed a•1 phases of the ASAP rehabilitation 
programs assigned following their first alcoho1-related traffic 
offense. 

(5) There are exceptional cases where drivers have legal recourse 
against erroneous arrest procedures e.g., a DWI case in 
which the defendant's blood sample was misplaced or tested below 
the presumptive limits. 

Throughout 1973, 3• 7?7 arrests for DWI were reported; 2,688 defendants 
were initially admitted into the ASAP probation system. Among those returned 
to court, 581 were returned on formal probation and were referred to ASAP 
treatment programs. 

Diagnos_t.ic Crit.eria 

Until May 1973, the specia[ Probation Office pe_rfprmed individual 
diagnostic interviews using the Mortimer-Filkins Test_ 6/ to classify ASAP 
clients into three categories. Then each defendant was referred to the 
treatment program designed to handle his drinking category° Following 
reorganization, this procedure of using a validated instrument for diagnostic 
interviews along with singular treatment referrals was abolished because of 
its expense and slowness. Now each defendant participates in group diagnostic 
interview sessions designed to identify his drinking category° Starting with one 
group intake interview session• eventually all clients are assigned into one 
of three groups. 

The respective drinking classifications are the.following. 

(a) Problem drinker. 
(b) Non-problem drinker. 
(c) Unidentified (pre- or potential problem drinker)° 

Corresponding definitions for these classifications center around the 
criteria for a problem drinker. 7__/ 

"Problem drinker"-- a drinker defined by any one of the following 

(1) Diagnosis as an alcoholic by a competent medical or treatment 
facility, or 

(2) Self-admission of alcoholism or problem drinking, 

(3) Two or more of the. following 

(a) A BAC of 15 percent or more at the time of arrest, 
(b) A record of one or more prior alcohol-related arrests, 
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(c) A record of previous alcohol-related contacts with medical, 
social or community agencies, 

(d) Reports of marital, employment or social problems related 
to alcohol, 

(e) Diagnosis of problem drinker on the basis of approved 
structured wr•_tten diagnostic interview instruments. 
Examples: (MAST, Mortimer•Filk•ns, NCA or Johns 
Hopkins Diagnostic Tests). 

"Non-proble:m drinker"-- any drinker not classified as a problem 
drinker. 

"Unidentified drinker •' after the (diagnostic) investigation has been 
completed and no decision can be made to classify a person as a problem or 
non-problem drinker he should then be c.[assified "unidentified. " 

In July 1973, the staff of the Safety Section of the Virginia Highway 
& Transportation Research Council conducted a review of ASAP operations 
in Fairfax. The two members of the ASAP probate.on office who were 
interviewed explained that they were unfamiliar with and did not use the above 
definitions• which were provided by the Office of Alcohol Countermeasures. 8/ 

R efe • ra [. tg._T r_e_• tmep• t 

Since May 1973, the Probation Office has used a process relying upon 
group interview sessions for obtaining diagnostic information. In short• one 
probation officer conducts a group session with 8-10 defendants; after 2-3 
hours, two other ASAP staff members are called •,• •.to review the facts collected 
by the "group intake'.'o From the collected facts on drinking behavior, the 
three jointly agree to drinking classifications and treatment referrals in the 
presence o• the 8-10 defendants, 

METHODOLOGY 

Sources of Data 

Several sources of diagnosis and referral information must be drawn 
upon to achieve an adequate analysis of the DWI diagnosis and referral. 
Available quantitative data for the analysis are compiled from the following. 

(I) ASAP form 7, shown in. Exhibit I, and completed for each pre- 
sentence investigation case• includes 21 specific symptoms of 
problem drinking, It would be anticipated that DWI defendants 
having equal numbers of problem drinking symptoms would be 
grouped into identical drinking categories, and that the presence 
of extensive overlaps would provide evidence of inconsistent 
interpretation of data. 
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ALCOHOl. SAFETY ACTION PROJECT 

COURT COURT DATE 

NAME ARREST DATE 

RACE IOCIAL SECURITY NUMBER 

LEVEL OF EDUCATION 

ADDREU APT. NO.• 

CITY COUNTY STATE ZIP 

HOME WORK SPOUSE'S WORK PHONE 

MARITAL STATUS NO, OF DEWI[NDENT$ PREVIOUS MARRIAGES 

MII.IYARY IERVICE BRANCH DISCHARGE DATE OR ACTIVE HIGHEST RANK 

JOB TI TL-E: 

LENGTH OF TIME HERE 

SAI.ARY • CIVIL SERVICE • MILITARY 

ME:N AI. SPOUSE'S 

I.A|T •YSICAI. EXaM UNO[R PROFESSIONAL CARE 

E• HE:A{.,YH INSURANCE: 

OPE:RAfOR*I I.IClldll ITATI[ NO. VALID [--"] REV. OR SUSP. 

PRIOR RECORD OWl DIP OTHER 

COMMENT ---] ALCOMOL RELATED [•] FAMILY RELATED 

THE AIOVE INIIORMAYIDN II ?,..RUE AND CORRECT 

THE: II'OI,,,,I,,,OWINO IYMIIYOMI • pIIIOII,.E:M DRINKING WERE OBSERVED 'DURING INTERVIEW: 

DAII.V ORINKING 
.....OIrTE:N ORINK| •'0 EXCESS 

--BAR DRINKINO 
-.._DRINKS AltON E: 

BINGB DRINKINO 

ORl NKI •ON R•AIONI 

•NIOING •IQUOR 

DNINKIN• 

.....-GUII.T ABOUT DRINKING 

•HAS IOUGHT OR OBTAINED 

TREATMENT 

..-..-.ONE OR MORE BLACKOUTS 

•MISSEO WORK DUETO 

DRINKING 

--.-..SHAKING OR TREMORS 

.-.--.MORN)NO •l CK NE&S 

--....DRINKS MORNING 

IN?ERVIE:WlIIVI IMIIRIIIIONI kNO RECOMIdE:NDATIONI: 

•USING MEDICATION 

•ILI.NESS DUE TO DRINKING 

•PERSONALITY CHANGES WHILE 

DRINKING 

•MARRIAGE/HOME PROBLEMS 

•SELF ADMISSION OF DRINKING 

PROBLEM 
•AA CONTACT 

[] PROBLEM DRINKER 
IN?E:RVIEW-E:D IY DATE I-• NON-PROBLEM 

i•IIIOIATION Ol•WlGl[R • UNDETERMINED 

• T•A• •INBNO • DAYI • P•BATION EXPIRATION DATE 

REFERRAL DATE COMPLETION DATE 
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(2) Either ASAP form 7, or ASAP form 1, the Probation Office data 
analysis card shown in Exhibit 2, should establish the relationship 
between the individual drinking classification and corresponding 
treatment program referrals. It is important to determine how 
often individuals placed in particular drinking problem categories 
are referred to the same combination of treatments. 

(3) ASAP forms7 and ASAP .form 10 i(refer :to Exhibit 3), the Court 
Data Card, should serve as a check on the time frames associated 
with each phase of the probation process. Comparisons of the time 
intervals between the dates for DWl arrest, pre-tri.a[ hearing 
court appearance, case continuance period, Probation Office 
investigative interview, treatment program referral, completion 
of rehabilitation courses, and final court trial can uncover process 
delay points or backlogs, of activity. 

(4) A VHRC-ASAP evaluation form entitled Recidivist Fact Sheet 
(refer to Exhibit 4) provides information concerning those DWl 
offenders who have multiple alcohol-related traffic arrests. These 
forms show which combinations of rehabilitation treatment pro- 
grams are most frequently associated with DWl recidivists a 

proven ASAP system failure. 

(5) The coded information items in ASAP form 1 (refer to Exhibit 2) 
can be key punched and cross-tabulated to examine characteristics 
of various subgroups of all DWI defendants. This same type of 
analysis is performed in companion reports on 1973 judicial, 
rehabilitative, and recidivist activity. To avoid redundancy this 
source, of research input will not be emphasized here. 

(6) Appendix H Tables II and 14, available for each quarter of ASAP 
operations, contain aggregate summaries of defendant drinking 
classifications and rehabilitation program enrollments. These 
ASAP activity summaries can be charted in a time series fashion 
to detect trends within classification and enrollment. 

Data Ana_•_s_is 

Dia•os•teri a 

The case records for 75 probation defendants entering the ASAP system 
since August 1973 are reviewed to compile material on the 21 drinking charac- 
teristic variables. The number of symptoms of problem drinking checked for 
each probation case is compared with corresponding diagnostic classifications, 
By summing the number of checked variables for 25 DWl cases diagnosed in 
each of three drinking levels, sample means and 95% confidence intervals for 
each category can be established. 
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EXTIIBIT 2 

PROBATION OFFICE 
DATA ANALYSIS 

1. NAME: (La'st• 

3. SEX /__/ 4. exc• I_1 

1- M 1- White 
2- F 2- Black 

3- Other 
8- Unknown 

(First)' 
ARREST DATE: 

AGe /__/___ 
Code 
I- 16-18 
2- 19-24 
3- 25-34 
4- 35-44 
5-- 45-54 
6- 55-65 
7- Over 65 
8- Unknown 

(M'iddle Initial) 

EDUCATION /__/ 

I- 8th Grade or Less 
2- High School(incomplete) 
3- High School(complete) 
4- Vocational Training 
5- College (1-3 Yrs.) 
6- College (complete) 
7- Post Graduate 
8- Unknown 

OCCUPATION /__/ 8. RESIDENCE /_._/ 9. NAR•TAL STATUS /__/ 10. NO. TTNES MARRIED /__/ 
Code Code •Code .Code 
1- Student 1- ASAP Area 1- Married O- None 
2- Professional 2-Other Va. 2- Single 1-One 
3- Business 3- Maryland 3- Widowed 2- Two 
4- Craftsman 4- D,C. 4- Separated 3- Three 
5- Laborer 5- Other 5- Divorced 4- Four 
6- Clerical 8- Not Known 8- Unknown 5- Five 
7- Military 6- Six 
8- Housewife 7- Seven or more 

9- Retired 8- Unknown 
10- Unemployed 
88- Unknown 

11. FAMILY 
INCOME /__/ 

I- Under $5,999 
2- 6-9,999 
3- 10-14,999 
4- 15-24,999 
5- Over $25,000 
8- Unknown 

•. P•ous •wz 13. PRzwous zzcz•zss 
ARREST (•) I• •ST (D•) I• •T 3 Y•. (D•) 
•odep, for • Record It• 12-•6 & C• $•s 17-18 
0- None • Five 
1- One • S• 
2- •o •- Seven or •ore 

3- Three • Unkno• because record (D• or CC•) not 
•- Four available 

15. LICENSE 1__.1 16. REPORTABLE /__f 
REVOKED (DNV) ACCIDENTS IN 

LAST 3 Y•S. (DMV) 
LAST 5 YRS. (CCRE) 

14. OTHER MOVING VIOLATIONS 
/__/ 

17. ALCOHOL OFFENSES /__/ 18. OTHER OFFENSES /.__/ 
LAST 5 YRS. (CCRE) 

SAC I_1 20. T•ST SCORE /_./ T: 21. ••r•L /_/ 
Cod• Code •od.e 
1- Under 10 1- Under 60 q :__ 1- No. Va. C. C. 

2- .10-.15 2- 60-85 2- FACE 
3- 16-. 25 3- Over 85 I :__ 3- FFCNHC 
4- Over 25 8- Unknown 4- AC 
5- •efused Test 5- COURT 
8- Unknown 6- OTHER 

Date thls fora Initially completed 

22. CLASSIFICATION /__./ 
Cod___•e 
l- Social Drinker 
2- Problem Drinker 
3- Undetermined 

24. Completed by 
Cod•- Enter 2-digit Fx staff Code 

asaP •os• •_ 
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EX•IBI• 3 

ASAP COURT DATA CARD 

DE•EI•AI• 

Warrant or Summons No. 

ASAP # Docket 

Arrest Date 

Initial Court Date 

Arresting Officer 

COURT 

County Muni c i pal Cir. 

Referred to ASAP 

Continuance Date 

Yes No 

Date Tried 

BAC 

CHARGES: DWI 

Other charges 

Refusal 

DISPOSITION: Plea to DWI 

Plea to a lesser charge 

Convicted of 

Reckless Driving No O.L. in Poss. 

SENT ENC E Jai i 

Fine 

Court Costs 

Operators License 

Probation 

Probation Expires 

If Nolle Prossed, reason: 

If Dismissed, reason: 

Date Released from Probation 

If Probation Revoked, date: 

Suspended Imposed 

Suspended Imposed 

Suspended Revoked 

Active to ASAP 

Good behavior only 

Report desired 

Sentence Imposed 

Judge 

Prosecutor 

Clerk 
(or otner person completing this fo•m) 

ASAP Form 10 
May" 15, 197:3 
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EXHIBIT 4 

RE CIDIVIST FACT SHEET 

Name and Age of Recidivist 

Date of Initial 
Arrest/BA C 

Inclusive ASAP 
Quarterly Periods 

Date of Subsequent Arrest/BAC 

Dates of Current Traffic 
Convictions (1967 t• date, 
excluding above arrests) 

Description of Charges 

Score on MAST Drinking Category 

Recommended 
Treatments 

Time Frame for Sessions 

Type and Percent of Treatments 
Completed, prior to Subsequent 
Arrests (2) (3) 

Probation 
Officer 

Place of 
Residence 
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Data for quarterly ASAP diagnostic decisions are charted on Figure 4. 
It is assumed that any major cycles in quarter-to-quarter distribution patterns 
would be attributable to ASAP Probation Office policy changes rather than actual 
changes in the characteristics of the defendants. 

Referral Criteria 

Using the above set of 75 cases, with 25 case files representing each 
of the three drinking categories, a graphical scheme _is structured to depict 
the distribution of treatment referrals •_nto comb[•_atioas of treatment pregrams 
for each category. This technique should detect any overlapping areas where 
persons diagnosed in d•fferent drinking categories receive similar treatment 
referrals or those in the same category are assigned different levels of 
treatment combinations. 

Economic Costs 

Costs of diagnosis and referral activities are estimated by the Probatioa 
Office and are not examined. 

Recidivism 

The VHRC-ASAP evaluation forms for all 1973 recidiv[sts (ASAP cases 
having multiple DWI arrests) are summarized in tabular form. This material 
comprises the only available information for complying with two NHTSA guide- 
lines for key analytic studies. 9/ It is expected that th•s limited research input 
will fall short of either specifying '•'the effectiveness of ASAP referral activity 
in reducing recidivism" or showing 'Vthe effects of probation follow-up on 
recidivism. ,,1•0/ A cursory analysis can describe which combinations of treat- 
ment programs controlled for the three classifications of drinkers are 
most frequently associated with recidivism. 

Here, the methodology for the research could have yielded s[gnif•.cant 
facts, provided data collection limitations were removed. Restricting obstacles 
resulted from the fact that the data needed to complete Appendix H Table 15 
are not available. In attempting to re.medy this deficiency, the Fa}rfax ASAP 
Probation Office was asked to provide quarterly enrollment data by drinki•g 
classification for all combinations of treatment programs on a timely basis. 
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ANALYSIS 

Data for the first phases of the ana[ysis outlined by the research 
methodology are tabulated in the Appendix. Included are the diagnostic and 
referral characteristics of 75 ASAP clients, randomly drawn in accord with 
criteria specified in the methodology. Sample cases are grouped with 25 in 
each of the three drinking categories. Viewing the tabulation from left to 
right, column one lists the Fairfax ASAP Probation Office reference file 
number for each case drawn for the sample. The second column identifies 
the diagnosed drinking category for individual ASAP clients. Co[umn three 
specifies the BAC of each defendant at the time of arrest for drunken driving. 
A fourth column lists the number and type of problem drinking symptoms 
detected during intake interviews. Column five specifies the number and type 
of prior traffic convictions for each •ndividuaIo The sixth column shows the 
combination of ASAP treatment programs assigned. The last three columns 
form a set of time frames for the intervals between DWl arrest, probation 
intake interviews-• and enrollment in the first assigned ASAP treatment 
program. 

.D_i•gnostic Criteria 

The data were organized to establish the statistical means and 95% 
confidence intervals corresponding with the number of problem drinking 
characteristics for each drinking category. The results of these statistical 
calculations are illustrated in Figure 2. It was determined that the means 
for non-problem, unidentii'ied (pre- or potential problem drinkers) and problem 
drinkers are 1, 3, 4 and 9, respectively. Corresponding 95% confidence 
intervals are listed and graphically .illustrated in Figure 2. The 95% confidence 
interval is the range within which all but 5% of the sample values should be 
contained. 

An experimenta[ model which simt•lates ASAP d•_agnostic decisions 
was empirically constructed by interreIat•_ng three key elements: number of 
problem drinking characteristic variabIes, BAC level at time of arrest, and 
prior traffic violations. Figure 3 provides a graphic model caliabrated with 
the input data and corresponding decisions tabulated in the Appendix. For 
clarification, a separate set of instructions for chart utilization are attached 
on the page preceding the model (see Instructional Guidelines for Figure 3). 

Through application of the model it was found that more than 75% of 
the diagnostic decisions tabulated in the Appendix are in agreement with the 
parameters of the model° Because a significant proportion o£ similar cases 

were diagnosed into different drinking categories• •urther restructuring of 
the model would not appreciably improve sharpness. 
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(Instructional Guidelines for Figure 3) 

Refer to the diagrammatic model to cross-check each diagnostic decision. 
The model provides a comparison with a representative sample of previous 
probation staff decisions. 

1. Start by establishing a point on the scale at the upper left corner of the 
model. The number of detected drinking characteristic variables checked on 
ASAP form 7 determines that point on the scale, By special note, those cases 
with more than 10 checked variables exceed the immediate parameters of the 
model so that it might be worthwhile to extend parts o• the graph onthe same 
scale. It was anticipated that the abbreviated graph would be adequate for the 
majority of cases and using fewer values in a larger scale would facilitate 
accuracy. 

2. From the point established for the first key variable draw a horizontal 
line until it reaches intersection with the client's BAC level at time of arrest. 
That intersection with the BAC level establishes a second point on the graph. 

3. Proceeding from the second point, draw a perpendicular line downward 
until it reaches intersection with the defendant's trat•fic conviction index. To 
avoid confusion, a simplistic technique provides that the traffic conviction index 
is assumed equal to the number of prior traffic convictions--irrespective of 
the type of violation. If the situation merits further refinement, a more 
sophisticated chart could be devised to have severe violations read progressively 
higher on the traffic conviction index--e, g., a conviction for reckless driving 
coincident with an accident should yield a very high value on the index scale. 

By this procedure a third point is established at the above described 
intersection. It must be noted that the traffic conviction index lines for values 
of zero and one were graphically interrupted. This alteration was deliberate 
so that for cases where planned intersections with. index lines zero and one are 
not obtainable, the client should be placed in the next higher group--i, e., the 
unidentified category. The effect of this empirical procedure is to ensure that 
cases having combinations of both borderline (nearly significant) numbers of 
drinking variables and BAC levels are not frequently underclassified and 
inappropriately placed in lesser categories on the basis of negative traffic 
violation records. 

4. From the third point, draw another horizontal line over to a final 
intersection with the calculated drinking category. Thus a cross-check is 
established for each diagnostic decision. 

Certainly if stronger evidence concerning ASAP client drinking behavior is 
available, utilization of the model can be superceded. The methodology for..this 
study purposefully excluded the following types of cases 

(a) Persons. with physical deterioration due to long-term alcohol 
consumption. 

(b) Cases where ther• are family/employment descriptions of alcohol 
problems. 

(c) Those arrested for DWI during unusual times such as daylight- 
weekdays. 
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Diagrammatic model for interrelating key variables to determine motorist 
drinking categories. 
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It is the opinion of the author that 15-20% of diagnostic decisions in 
the test sample sharply differed from the mainstream of diagnostic patterns. 
The intended use of the model provides a capability of identifying these 
"exceptional case" diagnostic decisions. Once a number of these non-predictable 
cases are separated from others by measurable criteria, they should be 
reviewed in detail to explain what criteria are associated with the inconsistent 
assignment of clients into various categories. Any attempt to validate the new 

group intake process would prove ineffective as long as the proportion of un- 
typical decisions remains significant and unexplained. This topic would merit 
further study if probation management policies are modified to reduce the 
frequency of unsystematic diagnostic decisions. 

It is important to review the impact of the 1972-73 diagnostic policy 
.upon all ASAP probation clients. Towards this objective, time-series data 
pertinent to the quarterly distribution of diagnostic decisions are examined. 

The chart shown in Figure 4 displays the distribution of ASAP clients 
into the three drinking categories by quarterly reporting intervals. Attention 
is immediately drawn to the extreme degree of variance in the pattern for 
diagnostic decisions. At the start of 1972, about 40% were diagnosed as problem 
drinkers; by quarter 4 only 12% were classified as problem drinkers, and by 
quarter 7 more than 50% were so classified. In the absence of positive policy 
controls, the pattern of Fairfax ASAP diagnostic decisions has vacillated 
almost to a pinnacle of inconsistency at times° The 75 probation case samples 
for the diagnostic decision model were taken in September 1973. 

Referral Criteria 

In order to conform with sound principles of case management, each 
client must be accurately diagnosed and referred into a suitable combination 
of ASAP treatment modalities. The preceding phase of this study established 
that 75% of the sample ASAP cases were diagnosed using a systematic and 
predictable pattern. The actual effectiveness of these diagnostic decisions 
should be measured during the process of validating the group intake system 
recommended for 1974. The next phase of the probation case management 
system involves follow-through referral decisions° Defendants should be 
assigned into treatment combinations corresponding with their respective 
drinking classifications. 

For the Fairfax ASAP, an extensive series of treatment referral 
combinations has evolved. The most frequently encountered single or multiple 
treatment combinations can be considered to correspond with three treatment 
levels. 

Level I-- Treatment programs were structured to deal with 
"non-probIem" drinkers. 

17- 
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Actual usage of the level II treatment scheme is administratively 
complicated; however, in basic terms it was organized to manage 
unidentified clients, who are ultimately classified as "pre-problem 
drinkers". 

Level III, the extreme (most severe)end of the scale for those with 
alcohol lifestyle problems, includes the final treatment alternatives 
for probtem drinkers. 

The chart shown in Figure 5 illustrates the distribution of treatment 
referrals for the previously described sample of 75 ASAP probation cases. 
In reference to the diagram, the vertical axis separates areas to correspond 
with a series of ASAP treatment program combinations. The horizontal axis 
is graphically segmented into the three drinking categories. All treatment 
referral combinations can be identified by use of the abbreviation code i.e., 
FACE + MHC is a dual combination of sessions with the Fairfax Alcohol 
Community Education course and the Mental Health Center's ASAP Diagnostic 
Unit. 

When first glancing at Figure 5 one might wonder how 75 ASAP clients• 
initially grouped 25 into each of three categories, were ultimately referred 
into 19 different diagnosis-referral treatment combinations. Moreover, 11 
clients were referred into treatment combinations levels above those geared 
to their respective levels of problem with alcohol. Li.kewise the chart shows 
that 9 of the sample cases were referred to treatment combinations below 
their diagnosed level of need. A partial explanation is offered for the 9 sample 
cases. All 75 cases were reviewed while "active" and the apparently "under- 
treated 9" might be ultimately reassigned to more intensive treatment programs. 
Yet their respective administrative fi•es for both the "under-treated 9" and the 
"over-treated 11" did not include explanations for their assignments into extra- 
category treatment combinations. 

Definitive administrative policies are needed to guide the referral of 
Fairfax ASAP clients following their diagnosi.s into three drinking categories. 
In retrospect, the Probation Office policy in 1972 simply establi.shed that "non- 
problem" drinkers attend driver improvement school, "unidentified" (the pre- 
or potential problem drinker terms had not been associated with the category) 
clients enroll in FACE (Fairfax Alcohol Continuin.g Evaluation-- 1972 term) 
and "problem drinkers" should be referred to community alcohol clinics or 
comparable programs sponsored by military institutions° 

Now that multiple treatment is the alternative most freqt•ently selected 
by individual probation officers• there is a need to develop specific treatment 
referral guidelines. For example• it is especially important to have mechanisms 
that will ensure that cases such as the "under-treated 9" are ultimately matched 
with the correct level of treatment. In this example, the 9 cases sent to extra- 
treatment referral combinations should be followed up. The progress reports 
from instructors in their initial treatment programs must be detailed enough to 
explain whether "untypically rei•erred" individuals proved to be in correct 
treatment modalities. 
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Figure 5. Frequency of ASAP treatment referrals by motorists drinking 
categories. 
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At present there are no systematic administrative guidelines listing 
the criteria for referring ASAP clients into the II combinations o• treatments 
shown in Figure 5. Following the 1972 referral policy• a supplementary 
policy provided that "all Fairfax ASAP probation cases are to attend DIS. ,,II__/ 
Yet the chart in Figure 5 indicates that 36 o• the 75 sample cases were not 
administratively scheduled •or DIS. It might be conceded that these 36 should 
not have been referred to DIS until they completed initial program referrals. 
Yet the fact emerges that there were no administrative file notes indicating 
that the "everyone to DIS" policy will be adhered to for these "active" cases. 

The diagran• shown in Figure 6 shows the corresponding impact of 
referrals on enrollment in primary ASAP treatment modalities. It was 
previously concluded that there is little correlation between diagnostic 
classification and subsequent referral to treatment. Hence the diagram in 
Figure 6 serves only to verify a Iong=term growth of quarterly enrollment 
for each of the primary treatment modalities. It is believed that the sustained 
growth in enrollment was due to multi-treatment referrals rather than a 
meaningful increase in DWl apprehensions, and was sustained in spite of recent 
increases in the volume o• DWl offenders who do not participate in the 
voluntary rehabilitation program. 

Cost Anal y_s_•_s_ 

Data from Appendix H tables indicated that 2• 696 defendants were 
diagnosed and referred in 1973 by the Probation Office. The breakdown by 
classification of drinking is as follows: 

Annual Number Classified and Referred 

Problem Drinkers 
Non-problem Drinkers 
Unidentified Drinkers 

1,144 
869 
683 

In order to calculate the unit costs for diagnosis and referral, the total 
costs of the Probation Office and. the Diagnostic Unit of the Mental Health 
Center were used. Treatment at the Mental Health Center is handled separately 
through the use of a fee-system. The costs [n 1973 for the Probation Office 
were $149,820 and were $72,652 for the Diagnostic Unit for a total of $222,472. 
Dividing the total costs by the number of defendants diagnosed and referred 
yielded a unit cost of $82,51. Even using a conservative estimate that only 
60% of the Probation Office costs should be allocated to diagnosis and referral, 
the unit costs •o uld still be in excess of $60.00. 
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Information provided by the Office of Alcohol Countermeasures, 
NHTSA, indicates that intensive and costly programs of defendant diagnosis 
and referral are common in the ASA1 • program. In. a recent report on project 
operations, OAC evaluation had this to say: "Based on the experience of these 
29 projects, it is OAC•s opinion that the use of intensive• in-depth presentence 
investigation is too expensive and time-consuming for most sites. Thisis 
especially true when a large volume of cases moves through the system. ,,I__•2/ 

This conclusion was based on average cost figures from the 29 projects 
of from $20 to $50. 

At the beginning of project operations, it is possible that intensive and 
in-depth diagnostic procedures were warranted based upon the idea that proper 
referral was critical to successful rehabilitation. It was not then contem- 
plated that defendants would be referred to multiple treatment programs 
Thus the current situation in the Fairfax ASAP is an anomaly. An. intensive, 
detailed, and costly diagnostic procedure is usually followed by multiple 
referrals to a variety of treatment programs. In fact, it has been documented 
previously in this report that diagnosis and referral to treatment are not 
based on criteria established by the Office of Alcohol Countermeasures of 
NHTSA, and moreover, the referral to treatment does not always match the 
drinker classification established by the diagnosis. Considering that the costs 
of diagnosis and referral are frequently greater than the costs of an individual's 
rehabilitation, it does not seem that such costly intake procedures are a reason- 
able management strategy in view of limited project resources. Diagnostic 
decisions based on the model developed in this report and based largely on OAC 
criteria matched more thaa 75% of the diagnoses developed in the current 
intake procedures. Thus an alternative to the current costly intake of all 
individuals would be to use the proposed model for making the diagnostic and 
referral decisions which are clearly defined by the model and supplementing 
this with group intake of the borderline cases. 

Time Analv_•_s 

Returning briefly to the 75 sample case.s• the methodology proposed a 
review of the distribution of time frames for ASAP clients to identify any 
extensive delays between referral and actual enrollment in treatment. For 
the sample cases the parameters for these time frames are tabulated in the 
Appendix. A check of those data indicated that it would not be productive to 
perform the time-series analysis. It appears that the information, taken from 
individual probation files, is largely invalid for research purposes..•. 

The administrative files for the 75 cases show that12 clients attended 
treatment sessions the same day of referral (one actually listed as the day 
before referral), six within 24 hours, and eight within 48 hours. Given the 
large numberof administrative procedures required to..schedu•e treatment 
groups, it.is highly doubtful that more than one-third o£ the sample entered 
treatment within 48 hours. Concluding that present time-frame data are most 



unreliable, it is suggested that attention should be concentrated upon the need 
to administratively designate specifically when. ASAP clients attend their first 
treatment session. 

Recidivism 

In order•to develop an adeq•mte methodology, there should be, an 
attempt to review the effectiveness of referral activity towards reducing 
recidivism. Previously described data collection limitations restricted the 
opportunity to perform a detailed analysis of those arrested on a second DWI 
subsequent to their diagnosis and. referral to, ASAP treatment modalities. 
There are plans to compile the missing diagnosis and treatment combination 
enrollment for all 1973 DWI cases, 

Once this extensive inventory is completed and .summarized in 
Appendix If, Table 15 for the ASAP annual report, it should serve as input 
to a pair of needed analytical studies closely related to diagnosis and referral 
activity. The first of these key analytic stud}es will cover.the topic of 
recidivist characteristics in the Fairfax ASAP, 1973. 

M__at_ c_•,•g_D_i_'4•n_•s_i•s____an(__j_R__ef_e_•rr_a_I De_c_isions 

It is possible that the "everyone to DIS" policy and preference for the 
"combination alternative," whereby the typical client is referred toga series 
of treatment programs, are both reasonable strategies. Yet referral criteria 
need to be structured into•policy guideli•_es. During the development of 
subsequent administrative policy, care should be taken to limit the number of 
programs assigned to any op_e individual. Certainly a person w[th complicated 
alcohol problems should benefit from continued exposure to a successio• oi 
treatments. On the side o.t taxation_, the pr•_)liferation of new ASAP treatrne•_t 
programs l•aves each clie•,_t vt•l.qerab!• to a chain of time-consuming and 
costly (fees) treatments; his only p•°otectio•_ •omes from efficient referral 
decisio•_s whereby diagnostic d•cisio•_:ts are systematically related to subsequent 
referral decisions. 
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APPENDIX 

DIAGNOSTIC AND REFERRAL CHARACTERISTICS OF ASAP CLIENTS 
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