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Section One: INTRODUCTION  

 

The Colorado Commission on Criminal and Juvenile Justice is established in C.R.S. 16-11.3-

103. The Commission, empanelled in 2007, consists of 26 voting members, 17 of whom are 

appointed representatives of specific stakeholder groups, and 9 of whom are identified based 

on their official position in state government. The Commission’s statutory mission is to enhance 

public safety, to ensure justice, and to ensure the protection of the rights of victims through the 

cost-effective use of public resources.  The General Assembly directed the Commission in its 

enabling statute to focus on evidence-based recidivism reduction initiatives and the cost-

effective expenditure of limited criminal justice funds.  

The Commission’s statutory duties include the analysis of sentencing policies and practices, the 

investigation of alternatives to incarceration, evidence-based recidivism reduction initiatives, 

and cost effective crime prevention programs. Since its inception, the General Assembly has 

created additional duties, including the study of racial and ethnic disparities within the criminal 

and juvenile justice systems (House Bill 08-1119), and the study of sentencing policies and 

practices (Senate Bill 09-286). This report is mandated by House Bill 12-1310, which requires 

the development of a comprehensive sentencing structure for all drug crimes described in 

Article 18 of Title 18, C.R.S. 

Purpose of this report. In 2012, House Bill 1310 [16-11.3-103(2.7)(a) (I-IX), C.R.S.] directed the 

Commission to develop a comprehensive drug sentencing scheme for all drug crimes described 

in Article 18 of Title 18 (Controlled Substances Act). Specifically, the statute directs the 

Commission to consider the following: 

 The development of a sentencing structure that differentiates drug offenders 

who are primarily users and addicts from more serious offenders who are 

involved in drug distribution, manufacturing, or trafficking; 

 The development of resources through changes in the criminal code that will 

enhance intervention, supervision and treatment in the community, and 

enhance public safety by addressing drug abuse and addiction and by decreasing 

crime through drug abuse recovery; 

 Methods by which offenders can gain access to assessment-based treatment 

services that are based on treatment need regardless of the level or classification 

of the crime; 

 Creation of equivalent penalties for crimes that pose similar risks to public 

safety; 

 Enhancement of penalties when behaviors clearly present a public safety risk; 



 

2 
 

 Development of resources for additional, pre-filing diversion programs around 

the state for drug offenders; 

 Use of drug courts and how legislative changes could support more effective use 

of those resources; 

 Relevant negative impacts related to criminal convictions; and 

 Any other issues that the Commission determines to be important and relevant 

to the goals of the Commission. 

House Bill 12-1310 requires the Commission to report on the progress of its work to the 

Judiciary Committees of the House and Senate by December 15, 2012. This document 

constitutes that report. 

This report is organized as follows: The following section provides a brief overview of the 

empirical foundation that the Commission used to develop a new approach to drug-involved 

offenders that incorporates the science of addiction. Section Three presents the 

recommendations for reform. 
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Section Two: BACKGROUND AND EMPIRICAL FOUNDATION 

 

In 2009, the Commission promulgated a new evidence-based approach to those convicted of 

drug offenses. According to the National Institute on Drug Abuse (NIDA), addiction is defined as 

a chronic, relapsing brain disease that is characterized by compulsive drug seeking and use, 

despite harmful consequences. It is considered a brain disease because drugs change the brain - 

- drugs change its structure and how it works. These brain changes can be long lasting, and can 

lead to the harmful behaviors seen in people who abuse drugs.1  

The need to know. Very high prevalence rates for substance use disorders in criminal justice 

populations, the chronic (rather than acute) nature of the problem, and the corresponding 

need for a disease-management model of treatment, require that criminal justice professionals 

and policy makers understand the new science of addiction. Understanding that addiction is a 

chronic brain disease containing critical biological, behavioral, and social elements—all of which 

must be addressed in recovery—can improve decision making when the goal is to reduce 

recidivism and enhance public safety. 

Addiction is a mental illness. According to Nora Volkow, M.D., the Director of NIDA, it is critical 

to recognize that drug addiction is a mental illness: It is a complex brain disease characterized 

by compulsive and at times uncontrollable drug craving, seeking, and use, despite devastating 

consequences, behaviors that stem from drug-induced changes in brain structure and function. 

These changes occur in the same areas of the brain that are disrupted in various other mental 

disorders, such as depression, anxiety, and schizophrenia. Population surveys show a high rate 

of co-occurrence between drug addiction and other mental illnesses. Certain mental disorders 

are established risk factors for subsequent drug abuse and vice-versa.2 Further, addiction is a 

developmental disease that typically begins in childhood or adolescence but often goes 

undetected until later in life.3 

Addiction begins with voluntary behavior. While addiction begins with the voluntary behavior 

of using drugs, doing so repeatedly over time changes brain structure and function in 

fundamental and long-lasting ways that can persist long after the individual stops using them. 

The evidence suggests that these long-lasting brain changes are responsible for the distortions 

                                                           
1
 National Institute on Drug Abuse (2010). Drugs, the brain, and behavior: The science of addiction. National 

Institutes of Health and Human Services. Available at http://www.drugabuse.gov/publications/science-
addiction/drug-abuse-addiction. 
2
 For more information on this topic, see http://www.nida.nih.gov/researchreports/comorbidity/index.html. 

3
 Ibid. 

http://www.nida.nih.gov/research
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of cognitive and emotional functioning that characterize addicts, including the compulsion to 

use drugs that is the essence of addiction.4  

Many people erroneously believe that drug addiction is simply a failure of will or of strength of 

character, but research contradicts this position. Over time the addict loses substantial control 

over what was initially voluntary behavior, and it becomes compulsive. For many people these 

behaviors are truly uncontrollable, in the same way that Parkinson’s patients cannot control 

their trembling.5 

Experts agree that addicts must participate in and take significant responsibility for their 

recovery.6 While having a brain disease does not absolve the addict of responsibility, it does 

explain why a person cannot simply stop using drugs by sheer force of will alone. And, 

according to a former director of the National Institute on Drug Abuse, it dictates a much more 

sophisticated approach to dealing with the array of problems surrounding drug abuse and 

addiction in our society.7 

Criminal justice populations. Approximately 20% of the offender population in Colorado is 

serving a sentence for a drug offense, yet about 80% have substance use disorders.8 This 

compares to approximately 9% of the general Colorado population with a substance use 

disorder.9 Approximately 80% of adults on probation in Colorado had some level of alcohol or 

illegal drug use problem in a 2006 study,10 and just over 90% of those in community corrections 

                                                           
4
 Excerpted from Leshner, A.I. (2001).  Addiction is a brain disease. Issues in Science and Technology. A joint 

publication of the National Academy of Sciences, National Academy of Engineering, Institute of Medicine, and the 
University of Texas at Dallas. Available at http://www.issues.org/17.3/leshner.htm.  
5
 Ibid. 

6
 Ibid. 

7
 Ibid. 

8
 English, K. (2010). White paper from the Treatment Funding Working Group of the Colorado Commission on 

Criminal and Juvenile Justice. Denver, CO: Colorado Division of Criminal Justice. Available at 
http://www.colorado.gov/ccjjdir/Resources/Resources/Report/2010-12_TxtFundingWP.pdf. 
9 U.S. Department of Health and Human Services, Substance Abuse and Mental Health Administration, States in 

Brief: Colorado. On the global measure of any past year dependence on or abuse of illicit drugs or alcohol, rates in 
Colorado have generally been higher than the national rate. In 2005–2006, the rates were among the 10 highest in 
the country for all age groups. For more information, see 
http://www.samhsa.gov/statesinbrief/2009/COLORADO_508.pdf. 
10

 The source for this figure is data collected from court files by DCJ researchers. Data were collected from a 
sample of cases in 10 judicial districts (17 counties: Denver, Jefferson, El Paso, Weld, Mesa, Boulder, Broomfield, 
Douglas, Teller, Gilpin, Jackson, Adams, Arapahoe, Elbert, Lincoln, and Larimer). These judicial districts were 
chosen based on the top 10 judicial districts for filings in 2005. The sample is made up on 1,271 court cases from 
2004, 2005, and 2006 that were sentenced to probation in 2006.  Researchers used a subjective scale to code in 
data in the file using the following measures (1) no problem, (2) yes a problem but no interference with daily 
functioning, (3) yes a problem and some disruption of daily functioning, and (4) Yes a problem with serious 
disruption of functioning. In FY2009, 8,660 (22% of the total filings) individuals were filed on for drug charges in 
district court, according to Table 18, Annual Statistical Report FY2009, Colorado Judicial Branch. 
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in FY2012 had substance abuse needs.11 Approximately 80% of offenders in prison 

in Colorado had moderate to severe substance abuse problems in FY 2011 and nearly 

38% of prisoners had moderate to severe mental health problems (nearly 70% of these were 

women).12  

Integrating treatment and the criminal justice response. Research has shown that combining 

criminal justice sanctions with drug treatment can be effective in decreasing drug abuse and 

related crime. Individuals under legal coercion tend to stay in treatment longer and do as well 

as or better than those not under legal pressure. Often, drug abusers come into contact with 

the criminal justice system earlier than other health or social systems, presenting opportunities 

for intervention and treatment prior to, during, after, or in lieu of incarceration—which may 

ultimately interrupt and shorten a career of drug use.13 According to NIDA: 

The most effective models integrate criminal justice and drug treatment systems and 

services. Treatment and criminal justice personnel work together on treatment 

planning—including implementation of screening, placement, testing, monitoring, and 

supervision—as well as on the systematic use of sanctions and rewards.14 

Cost benefit. The effectiveness of substance abuse treatment in the reduction of recidivism and 

victimization, and the associated cost benefit, has been confirmed by research. Funding spent 

on substance abuse treatment provides up to $7 in taxpayer benefits for every $1 in cost. This 

compares to less than $.40 in return for every dollar spent incarcerating drug offenders.15 

When savings related to health care are included, total savings can exceed costs by a ratio of 12 

to 1.16 In addition, drug treatment reduces the risk of HIV infection by six-fold and improves 

                                                           
11

 Walker, A. (in progress). Colorado Community Corrections FY2012 Annual Report. Denver, CO: Office of 
Community Corrections, Division of Criminal Justice, Department of Public Safety. 
12

 Barr, B.L., Gilbert, C.R., O’Keefe, M.L. (2012). Statistical Report Fiscal Year 2011. Colorado Springs: Colorado 
Department of Corrections. Available at http://www.doc.state.co.us/sites/default/files/opa/StatRprt_FY2011.pdf. 
13

 National Institute on Drug Abuse (2009). Principles of drug addiction treatment. National Institutes of Health and 
Human Services. Available at http://www.drugabuse.gov/publications/principles-drug-addiction-treatment. 
14

 Ibid, page 19. 
15

 For a review, see Przybylski, R. (2009). Correctional and sentencing reform for drug offenders: Research findings 
on selected key issues. Report commissioned on behalf of the Colorado Criminal Justice Reform Coalition. 
Lakewood, CO: RKC Group. Available at 
http://www.ccjrc.org/pdf/Correctional_and_Sentencing_Reform_for_Drug_Offenders.pdf. 
16

 See Mark Stanford, Director of Medical and Clinical Services, Department of Alcohol & Drug Services, Addiction 
Medicine Division, Santa Clara County Health & Hospital System, reviewing the literature in an editorial in the San 
Jose Mercury News, December 29, 2008. 
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prospects for employment by 40%.17 These and other research findings have led NIDA officials 

to make the following statement: 

Blending the functions of criminal justice supervision with drug abuse treatment                         

and support optimally serves both public health and public safety concerns.18 

Co-occurring disorders. It is important to note that many individuals with substance use 

disorders also have serious mental health problems. It is estimated that at least six out of ten 

people with a substance use disorder also suffer from another form of mental illness. Mounting 

evidence suggests that common genetic factors may predispose individuals to both mental 

disorders and addiction or to having a greater  

 

Figure 1. Drug use disorders and mental illness frequently occur together 

 
Source: National Institute on Drug Abuse, at http://www.drugabuse.gov/publications/topics-in-brief/comorbid-
drug-abuse-mental-illness 

 

risk of the second disorder once the first appears. Stress, trauma (e.g., physical or sexual 

abuse), and early exposure to drugs are common factors that can lead to addiction and to 

mental illness, particularly in those with underlying genetic vulnerabilities. Drug abuse and 

mental illness are developmental disorders that often begin in adolescence or even childhood, 

periods when the brain is undergoing dramatic developmental changes. Early exposure to drugs 

                                                           
17

 National Institute on Drug Abuse (2006). Principles of substance abuse treatment for criminal justice populations: 
A research-based guide. Washington, D.C.: National Institute of Health, U.S. Department of Health and Human 
Services. NIJ Publication No. 06-5316, 
18

 National Institute on Drug Abuse. See http://www.drugabuse.gov/publications/topics-in-brief/treating-
offenders-drug-problems-integrating-public-health-public-safety. 
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of abuse can change the brain in ways that increase the risk for mental illness, just as early 

symptoms of a mental disorder may increase vulnerability to drug abuse. Patients with co-

occurring disorders often exhibit more severe symptoms than those caused by either disorder 

alone, underscoring the need for careful assessment, integrated treatment, and monitoring.19 

Moving away from the acute care model. Research has documented in dozens of studies that 

the progress of many patients is marked by cycles of recovery, relapse, and repeated 

treatments, often spanning over many years before eventually resulting in stable recovery.20 

The traditional acute care approach to behavioral health has encouraged the idea that 

individuals entering addiction treatment should be cured and able to maintain lifelong 

abstinence following a single episode of treatment.21 Accordingly, policymakers allocate limited 

public health dollars for addiction treatment; insurers restrict the number of patient days and 

visits covered; treatment centers make no infrastructure allowance for ongoing monitoring; 

and families and the public become impatient when patients relapse.22 

The science of addiction concludes that appropriate treatment is “sustained care recovery 

management,” a structured process of accessing and completing a range of services. Client 

progress in early recovery is often marked by episodes of stress, resumed drug use or full-blown 

relapse, and multiple treatment admissions. Too often treatment episodes are brief, sometimes 

lasting only a few weeks, based on the notion that a client who enters and completes a single 

episode of care should then be able to maintain abstinence and continue the recovery process 

independently.23 

Relapse rates (i.e., how often symptoms occur) for drug addiction are similar to those for other 

well-characterized chronic medical illnesses such as diabetes, hypertension, and asthma24 

which also have both physiological and behavioral components. Treatment of chronic diseases 

involves changing deeply imbedded behaviors, and relapse does not mean treatment failure. 

                                                           
19

 Excerpted from Comorbid Drug Abuse and Mental Illness (NIDA), available at 
http://www.drugabuse.gov/publications/topics-in-brief/comorbid-drug-abuse-mental-illness. 
20

 For an excellent review, see Hubble, M.A., B.L. Dunken, and S.D. Miller (2001). The heart and soul of change: 
What works in therapy. Washington D.C.: American Psychological Association. 
21

 See Mark Stanford, Director of Medical and Clinical Services, Department of Alcohol & Drug Services, Addiction 
Medicine Division, Santa Clara County Health & Hospital System, who reviewed the literature in an editorial in the 
San Jose Mercury News, December 29, 2008; Dennis, M.L., C.K Scott, R. Funk, & M.A. Foss (2005). The duration and 
correlates of addiction and treatment careers. Journal of Substance Abuse Treatment, 28, 51-S62. 
22 McLellan A.T., Lewis D.C., O'Brien C.P., & Kleber H.D. (2000). Drug dependence, a chronic medical illness: 

Implications for treatment, insurance, and outcomes evaluation. Journal of the American Medical Association 
284(13):1689-1695. 
23

 Ibid. 
24

 Ibid. 
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For the addicted patient, lapses back to drug abuse indicate that treatment needs to be 

reinstated or adjusted, or that alternate treatment is needed. 25 

Although some individuals can successfully recover with the acute care approach, more than 

half of clients entering substance abuse treatment today require multiple episodes of care 

over several years to achieve and sustain recovery.26 In fact, approximately half of those who 

enter treatment programs licensed by the Colorado Division of Behavioral Health complete that 

episode of treatment.27 Retrospective and prospective treatment studies report that most 

participants initiate three to four episodes of treatment over multiple years before reaching a 

stable state of abstinence.28  

Treatment works. Despite the likelihood of relapse, research shows the durability of treatment 

gains. Experts agree that “relapse can be reduced by encouraging and reinforcing the clients’ 

belief in their ability to cope with the inevitable, temporary setbacks likely to be experienced” 

during and after therapy.29 The National Institute on Drug Abuse states that outcomes for 

substance abusing individuals can be improved by cross-agency coordination and collaboration 

of criminal justice professionals, substance use disorder treatment providers, and other social 

service agencies. By working together, the criminal justice and treatment systems can optimize 

resources to benefit the health, safety, and well-being of individuals and the communities they 

serve. Drug courts epitomize this type of response, and multiple studies have documented their 

effectiveness.30 

Commission recommendation for a new approach. Based on the considerable amount of 

empirical evidence available about drug addiction, Commission members agreed that a new 

sentencing philosophy integrating treatment services with sanctions and accountability serves 

                                                           
25 Dennis, M. & Scott, C.K. (2007). Managing Addiction as a Chronic Condition. Addiction Science & Clinical Practice. 

4(1): 45–55.See Appendix A. 
26

 In a meta-analysis of 125 studies, nearly 50% of clients dropped out of treatment. Predictors of dropout were 
substance abuse, minority status, and lower education. See Wierzbicki, M. & Pekarik, G (1993). A meta-analysis of 
psychotherapy dropout. Professional Psychology: Research and Practice, 29, 190-195. 
27

 Dixion, K. & Jones, A. (November 2012). The costs and effectiveness of substance use disorder programs in the 
State of Colorado (C.R.S. 27-80-110) and Reporting Annual Accounting of Forfeited Property Dollars (C.R.S. 16-13-
701): Report to the General Assembly House and Senate Health and Human Services Committees. Denver, CO: 
Division of Behavioral Health, Colorado Department of Human Services. Figure 10. Available at 
http://www.colorado.gov/cs/Satellite/CDHS-BehavioralHealth/CBON/1251581791428. 
28

 Ibid note 8; Dennis, M.L., Scott, C.K., Funk, R., & Foss, M.A. (2005). The duration and correlates of addiction and 
treatment careers. Journal of Substance Abuse Treatment, 28, 51-62. 
29

 Asay, T.P. & Lambert, M.J. (2001). The empirical case for the Common Factors in Therapy: Quantitative Findings. 
In Hubble, M.A., Duncan, B.L., & Miller, S.D. (Eds.), The heart and soul of change: What works in therapy. Pp.33-55. 
Washington, D.C.: American Psychological Association. 
30

 The U.S. Government Accountability Office (2005) reviewed 27 drug court evaluations; California’s Judicial 
Council (2003) studied drug courts in 17 counties and found $43M in averted incarceration costs. See also 
Przybylski (2008) at http://www.dcj.state.co.us/ors/pdf/docs/WW08_022808.pdf for a review. 

http://www.dcj.state.co.us/ors/pdf/docs/WW08_022808.pdf
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to enhance public safety, reduce recidivism, and prevent victimization. In 2009, the Commission 

made the following recommendation31 pertaining to Colorado Revised Statutes Article 18, 

Uniform Controlled Substances Act of 1992:  

Providing community-based treatment for offenders who suffer from alcoholism and 
drug abuse—and mental health problems associated with these addictions—will 
improve public safety by reducing the likelihood that such individuals will have further 
contact with the criminal justice system. This strategy will provide substantial savings to 
the taxpayer. Research unequivocally finds that substance abuse treatment reduces both 
drug use and criminal behavior. Research demonstrates that successful treatment has 
the following components: 
 

 Occurs at the earliest possible opportunity; 

 Is based on an individual treatment plan that incorporates natural 
communities and pro‐social supports; 

 Includes family members when they offer a positive impact on the 
recovery process; and 

 Provides a continuum of community‐based services. 
 
To reduce recidivism, therapeutic intervention rather than incarceration alone is required 
to treat alcoholism and illicit drug use disorders as well as mental illnesses related to 
these addictions. Prison should be reserved for violent, frequent or serious offenders. 
Savings that are achieved from reduced confinement of drug offenders should be 
directed toward the counties to implement evidence‐based sentencing and treatment 
interventions. 

 
…This approach will combine accountability, risk and needs assessments, criminal 
penalties, and appropriate treatment for individuals who are addicted to substances and 
convicted of criminal offenses. This system will differentiate among the following types 
of individuals: 
 

 A defendant who is an illegal drug user but is not addicted or involved in 
other criminal activity; 

 A defendant who is addicted but is not otherwise engaged in other 
criminal activity; 

 A defendant who is addicted and engaged in nonviolent crime to support 
his or her addiction; 

 A defendant who is addicted and engaged in violent crime; and 

                                                           
31

 Colorado Commission on Criminal and Juvenile Justice (November 2009). Findings, recommendations and 
proposed plan for the ongoing study of sentencing reform. Colorado Department of Public Safety, Division of 
Criminal Justice, Office of Research and Statistics. Available at 
http://www.colorado.gov/ccjjdir/Resources/Resources/Report/2009-11_SB286Plan.pdf. 
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 A defendant who is engaged in drug trafficking or manufacture for profit 
who is not addicted to illegal drugs. 

 

This recommendation served as the foundation for developing a new approach to drug-

involved offenders that incorporates the knowledge gained from the science of addiction. The 

recommendation guided three years of study and analysis and resulted in the proposals for 

sentencing modifications described in Section Three of this report. 
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Section Three: RECOMMENDATIONS FOR REFORM  

 

The Commission’s Drug Policy Task Force identified a series of objectives to promote effective 

and comprehensive drug crime policy reform. The following objectives guided the 

recommendations presented in this section: 

 Simplification of the current drug sentencing structure;  

 Consistency and transparency in sentencing drug offenders; 

 Better differentiation between drug users/abusers and low, medium and high level 

dealers; 

 Sentencing options that recognize the individual circumstances of each case; 

 Provision of discretion to courts to encourage consideration of a defendant’s criminal 

history, and allowing for or requiring mandatory or aggravated sentencing for the most 

serious drug offenders;  

 Appropriate use of drug courts with priority for funding those that use evidence-based 

practices; 

 Identification of drug offenders for whom rehabilitation and recidivism reduction are 

the priority goals of sentencing, and differentiating them from those drug offenders for 

whom incapacitation and deterrence are the priorities; 

 Development of a scheme that reflects the social value that distribution of drugs to 

minors is a more serious offense than distribution to adults; and 

 Increase confidence among criminal justice stakeholders that effective and appropriate 

treatment services are provided to offenders. 

The remainder of this section includes recommendations approved by the Commission on 

November  9, 2012. 
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Recommendation FY13-DP #1 
  
Revise drug sentencing classifications and ranges. 
 

The Commission presents this proposal for a rewrite of the Controlled Substances Act that 

includes a separate sentencing framework based on a drug crime classification that has four 

felony offense levels, two misdemeanor offense levels and petty offenses. (Note: the current 

petty offense level will continue as in current law and is not addressed here.) Each felony 

offense level includes both a presumptive and aggravated sentencing range, except for the DF1. 

Each felony level also has a corresponding period of parole that would be a mandatory 

provision of any prison sentence. 

Separate drug sentencing scheme 

Drug Crime Level Presumptive Range Aggravated Range Parole Period 

DF 1  8 –  32 years 
Mandatory Minimum 8 yrs 

None 3 years 

DF 2 4-8 years 8-16 years 2 years 

DF 3 2-4 years 4-6 years 1 year 

DF 4 6-12 months 1-2 years 1 year 

DM 1 3-18 months   

DM 2 0-12 months   

 

OTHER PROVISIONS:   

1a.  Mandatory sentencing:  All DF1 offenses carry a mandatory minimum sentence of 8 
years to the Department of Corrections. There is only one sentencing range for DF1 
crimes which is 8 to 32 years.  

 

1b.  Continue and encourage all current plea bargaining options.  The “wobbler” as 
described below will not be a replacement for current options such as misdemeanor 
plea or a deferred judgment.  No changes to current probation statutes except as 
described below. 

 

1c.  Support the expansion of diversion programs as recommended by the Commission.  
Divert the appropriate amount of cost savings from the Commission-approved theft 
statute reform, if possible, to expand District Attorney diversion programs.  Attempt to 
develop a dedicated fund for DA diversion with the highest priority given to those 
districts that currently have no program at all. 
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1d.  Use of deferred judgment: Give the court discretion to accept an admission to violation 
of the deferred judgment or make a finding of a violation of the deferred judgment 
without revocation the deferred and entering the judgment of conviction. This requires 
a change to 18-1.3-102(2) changing the “shall” to “may” for drug offenses.  This is 
consistent with the need for exhaustion of sanctions described below. 

1e.  In order to accommodate the filing structure of drug courts and other concerns of 
stakeholders, all drug possession offenses for schedule I/II controlled substances will 
continue to be a felony (DF4).  However, there are two additional provisions: 

 All possession offenses for schedule I/II shall be a DF4 and will not be weight-
based like current law. 

 Creation of a “wobbler” in state law. If a defendant is convicted of an eligible DF4 
offense, the felony conviction would “wobble” to a misdemeanor upon 
successful completion of a probation or community corrections sentence. The 
wobbler is available for the first two convictions (which includes a diversion or a 
prior dismissed deferred or a prior “wobbled” case”) of the following DF 4 drug 
offenses: 1) simple possession when the possession quantity is 4 grams or less of 
Schedule I/II or 2 grams of meth or heroin, 2) the DF4 MJ/hash possession 
offense, 3) the transfer without remuneration of the small quantities Schedule 
I/II (TBD language) and 4) 18-18- 415 fraud and deceit crimes. Defendants are 
eligible for the wobble even if the defendant goes to trial.   Exclusions from 
eligibility are: 1) prior conviction for a Crime of Violence and 2) ineligibility for 
probation pursuant to 18-1.3-201. 

 

1f.  Develop statutory language regarding exhaustion of remedies prior to sentencing a 
defendant to prison for a D4 felony offense. (This is important in trying to preserve 
defendant’s “wobbler” opportunities.) While prison is available as a sentence in these 
cases, the Commission recommends an exhaustion of remedies model for courts to 
follow and for all parties to consider in sentencing. Prior to revocation of community 
supervision or sentence, the court must determine that reasonable and appropriate 
response options to the violation(s) have been exhausted by the supervising agencies 
given: 1) the nature of the violation(s), 2) the treatment needs of the offender and 3) 
the risk level of the offender. The court must determine that a sentence to prison is the 
most suitable option given the facts and circumstances of the individual case and 
available resources. In making this determination, the court should, to the extent 
available,  review the information provided by the supervising agency which shall 
include, but shall not be limited, to a complete statement as to what inventions have 
been tried and failed, what other community options are available (including lateral 
sanctions or placement for the community corrections clients) and the reasons why any 
other available options appear to be unlikely to succeed if tried or would present an 
unacceptable risk to public safety. Under current law, the defendant is entitled to a 
hearing on probation revocation. The Commission recommends that for community 
corrections clients, if the defendant makes a written request, there will be a court 
review (details still need to be worked out with community corrections if paper review 
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or appearance review and the logistics) of the termination from Community Corrections 
when there is a recommendation to DOC.  

  

1g.  Colorado Organized Crime Control Act remains the same. The COCCA statute would 
need to be amended to include the newly reframed drug crimes eligible for use as 
predicates.  

 

1h.  Aggregation: Preserve 18-18-405(5) C.R.S. which allows drug quantities to be aggregated 
for purposes of establishing crime level and sentencing requirements if 
sale/dist./possess w/intent dist I/II occurs twice or more within a period of six months 
so long as defendant has not been placed in jeopardy for the prior offense or offenses 

 

1i. Clarification: This drug sentencing scheme applies only when the defendant is sentenced 
for an offense under 18-18. C.R.S. If the defendant is convicted of another criminal 
offense, sentence shall be imposed as provided by current law. The court shall retain all 
current ability to imposed concurrent or consecutive sentences as provided by law. 

 

1j.  Allow for a Personal Recognizance (PR) bond (with treatment conditions when 
appropriate) on DF cases involving possession when defendant is not assessed as high 
risk on bond (as determined by a researched based risk assessment instrument).  But 
allow for a defined waiting period on this to allow fast track drug courts to process cases 
as appropriate.  It is important that the Denver Drug Court and the court’s fast track 
processes be preserved. 

 

1k.  No sealing waiver required on plea or included in the Rule 11. Make statute clear that a 
district attorney may not require a defendant to waive his/her right to petition the court 
to seal an eligible criminal conviction as part of plea negotiations or in the Rule 11. Prior 
to exercising that power, district attorneys with the power to veto or object to a petition 
to seal should make best efforts to conduct an individualized assessment of the merits 
(or lack thereof) of a petitioner’s request to seal the record. 

 

1l.  Develop a data collection system for this legislation that will allow for assessment of 
what is happening statewide in the implementation of these changes, transparency 
regarding the policies and practices of district attorneys and other criminal justice 
agencies, collating and tracking sentences given by the court in these cases, and 
allowing for assessment of outcomes.  Use cost savings from bill to fund this effort, as 
needed. 
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1m.  In any legislation developed pursuant to drug sentencing reform recommendations, 
include a requirement of a post-enactment review in three years to use the data 
collected and assess implementation and make any appropriate recommendations for 
change.   

 

1n.  Change state law to allow probation to determine who is appropriate for an intensive 
supervision program to include misdemeanor offenders.  Statute should include a 
requirement that any placement of a defendant onto intensive supervised probation be 
based on a research-based risk/need assessment that indicates that intensive 
supervision is appropriate.  

  
1o.  Change state law to allow misdemeanor drug defendants to be required to participate in 

a residential treatment program as a condition of probation. Statute should include a 
requirement that placement in a residential treatment program as a condition of 
probation must be based on an assessed treatment need level that indicates IRT 
(intensive residential treatment) is appropriate and the Correctional Treatment Fund 
appropriation should be available to pay for the treatment. If the residential treatment 
program is offered through a community corrections program, the community 
corrections probation and community corrections board must both accept/approve 
probation client prior to placement. 

 
1p.  Sync the quantities and classifications of bath salts, salvia and cannabinoids to the 

structure as necessary and appropriate.  Also address flunitrazipam and ketamine as 
appropriate and any other pharmaceuticals, as needed. 

 
 

List of 18 – 18 Crimes 
 

DF-1 Felony:   
Presumptive range: 8- 32 years 

Mandatory minimum of 8 years (DOC) 
 

18-18-405: distribution/manufacture/possession with intent to distribute more than 225 grams 
of Sched I/II (more than 8 ounces) or more than 112g of methamphetamine or heroin (more 
than 4 oz)  
 
18-18-407(1)(b): offense was part of a pattern of manufacturing, sale, dispensing, or 
distributing which constituted a substantial source of that person’s income and in which the 
person manifested special skill or expertise.   
 
18-18-407(1)(c): offense was part of a conspiracy to distribute, manufacture, sell drugs and the 
defendant initiated, organized, plan, finance, direct, etc part of conspiracy.  
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18-18-407(1)(d): introduction, distributed, or imported into the state more than 14 grams of 
any schedule I or II or more than 7g of methamphetamine or heroin.    
 

18-18-407(1) (e): sale, distribution, possession or importation in excess of 50 pounds of 
marijuana or 25 pounds of concentrate.  (Also, 18-18-406:  distribution over 50 pounds of 
marijuana or over 25 pounds of concentrate.) 
 
18-18-407(1) (f): use or possession of deadly weapon or firearm during commission of drug 
crime (NOTE: requires sentencing in the aggravated range) 
 
18-18-407(1)(g): use of a child for the purposes of drug dealing   
 
18-18-407(1)(h): offense was part of a continuing criminal enterprise- 5 or more people 
involved in 2 or more drug crimes on separate occasions.  
 
18-18-407(2)(a): drug distribution/manufacture within or upon the groups of school, vocational 
school or public housing development or within 1,000 feet of the perimeter of any school, 
public housing, etc.  
 
18-18-405: sale of a Schedule I or II controlled substance (any quantity) other than marijuana to 
a minor by adult and the adult is at least 2 years older than the minor   
 
18-18-406: sale to minor of 2.5 lbs or more of marijuana or more than 1 lb of concentrate 
(hash) if adult is at least 2 years older than the minor   
 
 
 

DF-2 Felony 
Presumptive range: 4-8 years 
Aggravated range: 8-16 years 

 

18-18-405: distribution/manufacture/possession with intent to distribute more than 14 grams 
up to 225 grams of Schedule I/II  (1/2 oz – 8 ounce) or more than 7g – 112g of 
methamphetamine or heroin (1/4 oz–4 oz) 
 
18-18-405: sale of a Schedule III, IV, or V controlled substance other than marijuana to a minor 
by adult and the adult is at least 2 years older than the minor   
 
18-18-406: distribution of more than 5 pounds of marijuana but not more than 50 pounds of 
marijuana or more than 2 1/2 pounds but not more than 25 pounds of concentrate 
 
18-18-406(7): sale/transfer to a minor by adult of more than 6 oz of marijuana but not more 
than 2.5 pounds or more than 3 oz but not more than 1 pound of concentrate if adult is at least 
2 years older 
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18-18-406.2: sale of synthetic cannibinoids or salvia by adult to minor and adult is more than 2 
years older. 
 
18-18-412.5: unlawful possession of ephedrine, pseudoephedrine, or phenylpropanolamine 
with intent to manufacture methamphetamine and amphetamine.   
 

DF-3 Felony 
Presumptive range: 2-4 years 
Aggravated range: 4-6 years 

 

18-18-405: distribution/manufacture/possession with intent to distribute up to 14 grams of 
Sched I/II (up to 1/2 oz) or up to 7 grams of methamphetamine or heroin (1/4 ounce)  
 
18-18-405: distribution of more than 4 grams of Schedule III and IV 
 
18-18-406: distribution of more than 12 ounces but not more than 5 pounds of marijuana or 
more than 6 ounces but not more than 2 ½  pounds of concentrate; cultivation of more than 30 
marijuana plants 
 
18-18-406: knowingly process or manufacture marijuana or concentrate or knowingly allow 
land owned, occupied or controlled for same except as authorized pursuant to part 3 of article 
22 of title 12 CRS. 
 
18-18-406(7): sale/transfer to a minor by adult of more than 1 oz but not more than 6 oz of 
marijuana or more than 1/2 oz but not more than 3 oz of concentrate if adult is more than 2 
years older 
 
18-18-406.2: distribution, sale of synthetic cannabinoids or salvia divinorum 
 
18-18-412.7: sale or distribution of materials to manufacture controlled substances  
 
18-18-416: inducing consumption by fraudulent means  
 
18-18-422: distribution of imitation controlled substance (adult to minor and adult at least 2 
years older) 
 
18-18-423: manufacture, deliver or possess with intent a counterfeit substance 
 

DF-4 Felony 
Presumptive range: 6-12 months 

Aggravated range: 1-2 years 
 

18-18-403.5: simple possession of Schedule I/II drugs or ketamine/flunitrazipam 
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18-18-405: transfer without remuneration of up to up to 4 grams of Schedule I/II or up to 2 
grams of methamphetamine or heroin 
 
18-18-405: manufacture, dispense, sell, distribute, possession with intent 4g or less of Schedule 
III or IV  
 
18-18-406: cultivation of more than 6 but less than 30 marijuana plants 
 
18-18-406: possession of over 12 ounces of marijuana or over 3 ounces of hash 
 
18-18-406:distribution of more than 4 ounces but not more than 12 ounces of marijuana or 
more than 2 ounces but not more than 6 ounces of concentrate 
 
18-18-415: obtaining controlled substance by fraud and deceit 
 
18-18-406(7): sale/transfer to a minor by adult of 1 oz or less of marijuana or 1/2 oz or less of 
concentrate if adult is more than 2 years older  
 
18-18-422: distribution of imitation controlled substance (adult to adult) 
 

DM-1 Misdemeanor (sentence range 6-18 months) 
 

18-18-403.5 (2)(b)(II)(c): possession schedule III, IV, V (except flunitrazepam and ketamine) 
18-18-405: transfer with no remuneration of 4 grams or less of schedule III, IV 
18-18-405(2)(a)(IV)(A): sale/distribution of schedule V (with or without remuneration) 
18-18-406(4)(b): marijuana possession more than 6 ounces but not more than 12 ounces or 3 
oz or less of concentrate, except as otherwise provided by Amendment 64.   
18-18-406: sale/distribution of 4 oz or less of marijuana or 2 ounces or less of concentrate 
18-18-406.5: unlawful use of marijuana in a detention facility 
18-18-406(7.5)(a): cultivation of up to 6 marijuana plants  
18-18-411: maintaining, renting or making available property used for dist/manufacture of 
controlled substances 
18-18-422(3): promotion of distribution of imitation controlled substances via advertising  

 
DM-2 Misdemeanor (sentence range 0-12 months) 

 
18-18-404(1)(a): use of scheduled drugs  
18-18-406(2): failure to appear in court on marijuana summons  
18-18-406(4)(a): possession of more than two ounces but not more than 6 ounces of marijuana  
18-18-406.1: unlawful use or possession of synthetic cannabinoids or salvia divinorum  
18-18-412: abusing toxic vapors  
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18-18-412.8: retail sale or purchase of methamphetamine precursor >3.6g in 24 hours; sale to 
minor  
18-18-414(e-n): pharmacy and hospital violations related to refills on Schedule III, IV, V, failure 
to maintain required records, failure to obtain required license…. etc.  (currently just listed as 
“misdemeanor” without class level) 
18-18-429: sale/delivery or manufacture with intent to deliver drug paraphernalia  
18-18-430: advertising to promote sale of drug paraphernalia  
 

Petty Offense  
 

18-18-406(1): marijuana possession 2 ounces or less except as otherwise provided by 
Amendment 64. 
18-18-406(3)(a)(I): public display or consumption of 2 ounces or less of marijuana 
18-18-406(5): transfer without remuneration of 2 ounces or less of marijuana 
18-18-413: authorized possession of controlled substance in wrong container 
18-18-428: possession of drug paraphernalia 

 
Proposed Crime Classification Overview 

Scheduled controlled substances 

Crime Misd 2 
(0-12 mos) 

Misd 1 
(6-18 mos) 

Felony D4 
PR: 6-12 mos 
AR: 1-2 years 

Felony D3 
PR: 2-4 yrs 
AR: 4-6 yrs 

Felony D2 
PR: 4-8 yrs 

AR: 8-16 yrs 

Felony D1  
PR: 8-32 yrs 

Man Min 8 yrs 

Drug Use  Any drug      

Possession III, IV, V  Any amount     

Possession I/II & 
fluni/ketamine 

  Any amount    

Transfer/sharing  Sch III/ IV 4g or less-Sch I/II 
2g or less-
meth/heroin 

   

Sale-sched V  Any amount     

Sale-imitation 
substance 

  to adult to minor   

Sale-Sch III/IV   4g or less >4g   

Sale-schedule I/II    14g or less 
(1/2 oz or less) 

>14g -225g  
(>1/2 oz-8oz)  

>225g  
(>8 oz) 

Sale-meth/heroin    7g or less 
(1/4 oz or less) 

>7g – 112g 
(>1/4 oz –4oz) 

>112g 
meth/heroin 
(>4 oz) 

Sale to minor & adult is 
+2yrs older than minor 

    Sch III, IV, V Sch I, II 

Importation I/II      >14g;  >7g 
meth/heroin 
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Scheduled Drugs - definitions 

Schedule I drug  - has a high potential for abuse; has no currently accepted medical use in the 

US; and lack accepted safety for use under medical supervision. Examples include heroin, 

psilocybin (mushrooms), LSD, GHB, peyote, and marijuana. 

Schedule II drug – has a high potential for abuse; currently accepted for medical use in the US; 

and abuse may lead to dependence.  Examples include cocaine, methamphetamine, oxycodone, 

morphine, fentanyl . 

Schedule III drug – has a potential for abuse that is less than drugs included in Schedules I/II; 

has currently accepted medical use in US; and abuse may lead to moderate or low dependence. 

Examples include Vicodin.  

Schedule IV drug – has a low potential for abuse relative to drugs in Schedule III, has currently 

accepted medical use in US, and abuse may lead to limited dependence relative to drugs in 

Schedule III. 

Schedule V drug – has a low potential for abuse relative to substances included in Schedule IV, 

has currently accepted medical use in treatment, and abuse may lead to limited dependence 

relative to drugs in Schedule IV. 

Marijuana and Concentrate Offenses (where quantity dictates crime level) 

Crime Petty 
offense 

Misd 2 
(0-12mos) 

Misd 1 
(6-18 mos) 

Felony D4 
PR: 6-12 mos 
AR: 1-2 years  

Felony D3 
PR: 2-4 yrs 
AR: 4-6 yrs 

 

Felony D2 
PR: 4-8 yrs 

AR: 8-16 yrs 
 

Felony D1  
PR: 8-32 yrs 

Man Min 8 yrs 

Possession MJ 2 oz or less >2oz - 6oz >6  -12oz > 12 oz     

Poss of concentrate- 
hash 

  3 oz or less >3 oz    

Transfer/share  MJ 2 oz or less       

Cultivation MJ   up to 6   >6 - 30plants >  30 plants   

Sale/distribution MJ   4 oz or less > 4oz - 12oz  >12oz - 5 lbs >5 lbs -50 lbs > 50 lbs 

Sale concentrate-hash   2 oz or less >2oz  - 6 oz >6oz - 2.5lbs >2.5lb - 25lbs > 25 lbs 

Sale to minor MJ & 
adult +2yrs older 

   1 oz or less > 1 oz - 6 oz >6oz - 2.5 lbs >2.5 lbs 

Sale to minor Hash & 
adult +2yrs older 

   ½ oz or less >1/2oz – 3oz >3oz-1 lb > 1lb 
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Recommendation FY13-DP #2   
  
Replicate the Summit View32 model of state/local partnerships for residential 
treatment in communities.  
 

Expand residential treatment capacity by allowing a state funding mechanism to local 
governments for the capital construction or acquisition of real property for the purposes of 
providing residential treatment in the community. Regional collaboration is permitted to 
expand residential treatment options in rural or otherwise underserved areas. Clients could 
include referral from criminal justice, child welfare, other agencies or voluntary admissions. 
(Summit View, Grand Junction replication). 
 
Discussion 
 
Colorado has one of the highest illicit drug use prevalence rates in the nation, according to the 
National Survey on Drug Use and Health,33 yet a critical shortage of residential treatment beds 
exists in Colorado.34 Substance abuse disorder and other mental health problems are significant 
cost drivers in the criminal justice, child welfare and medical care systems. The overwhelming 
majority of residential treatment beds are available only for individuals involved in the criminal 
justice system who are accepted into a community corrections programs.  
 
Mesa County officials decided to develop a community-based residential treatment program 
instead of expanding the local jail. Summit View, which opened in 2007, accepts people from 
many referral systems, including criminal justice and child welfare, and also voluntary 
admissions. The results from Mesa County’s experience could serve as a model for other 
communities across the state. 
 
 Given the budget crises faced by many county governments, the state could be a valuable 
partner in expanding capacity for residential treatment services. The Division of Behavioral 
Health may also be able to leverage and target its funding to help support operations for the 
delivery of residential treatment. Also, as offender populations decline, it may be possible to 
repurpose existing state and local buildings to meet the objective of expanding residential 
treatment beds. 
  

                                                           
32

 Summit View is a residential treatment facility in Mesa County. 
33

 See http://www.samhsa.gov/data/NSDUH/2k10State/NSDUHsae2010/NSDUHsaeMapAnyDU2010.pdf. 
34

 English, K. (2010). White paper from the Treatment Funding Working Group of the Colorado Commission on 
Criminal and Juvenile Justice. Denver, CO: Colorado Division of Criminal Justice. See Table 2. Available at 
http://www.colorado.gov/ccjjdir/Resources/Resources/Report/2010-12_TxtFundingWP.pdf. 
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Recommendation FY13-DP #3     
 
Develop a jail option for the completion of specific drug-related, short prison 
sentences.  
 
Request that the Department of Corrections evaluate the feasibility of allowing defendants 
sentenced to prison with a relatively short sentence who need substance abuse treatment to 
serve their prison sentence in the county jail if the jail can provide the appropriate level of 
substance abuse treatment.  The Sheriff and the DOC would need to both agree to a defendant 
serving his/her prison sentence in jail. DOC would be responsible to pay for the cost of 
incarceration at the jail per diem set by the legislature.   
 
Discussion 
 
People sentenced to prison for relatively short periods of time and who also have substance 
abuse treatment needs are not likely to receive treatment while in prison. There is a lack of 
treatment available in prison, particularly for people with shorter sentences. Processing 
inmates through the DOC’s Denver Reception and Diagnostic Center (DRDC) is very costly 
because it involves numerous tests and assessments. 
 
The treatment funds appropriated to the Division of Behavioral Health from HB 10-1352 have 
been used to develop or expand the capacity to provide substance abuse treatment in jail 
through the Jail Based Behavioral Health Services (JBBS) program. In FY2011-12, $1,450,000 
was appropriated to the Division of Behavioral Health and JBBS grants were awarded to the 
Sheriff’s Departments in Alamosa , Arapahoe, Boulder, Delta, Denver, El Paso, Jefferson, La 
Plata, Larimer, and Logan counties.35   
 
Allowing inmates to serve relatively short prison sentences in jail may increase his or her 
likelihood of receiving substance abuse treatment services while incarcerated. If allowed to 
serve the prison sentence in jail, inmates may also have better access to family visitation and 
re-entry support services offered by the jail or local community-based programs. This may help 
promote successful re-entry following release.  
 
This recommendation may present some operational and logistical challenges for the jail, DOC 
administration, and the Parole Board. For example, DOC inmates in jail would need to be 
eligible to be awarded earned time.  A DOC inmate serving his or her sentence in jail would still 
be eligible under state law to be referred to community corrections (unless waived) or, as an 
alternative, a DOC inmate could be eligible for a jail work-release program, if offered. DOC 
inmates in jail would still be eligible under state law for consideration by the Parole Board when 
eligible.  Further discussion is needed on these issues to determine whether this 

                                                           
35

 Treatment Funding Work Group. (September 13, 2012). Impact of CCJJ bills on substance use disorder treatment. 
Report presented to the Drug Policy Task Force of the Colorado Commission on Criminal and Juvenile Justice.   
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recommendation is viable and further discussion may also be needed regarding whether the 
current jail reimbursement rate paid by DOC would be adequate in this circumstance.  
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Recommendation FY13-DP #4      
 
Expand intensive residential treatment (IRT) availability in DOC. 
 
 

Encourage the General Assembly to provide funding to the Department of Corrections to 
develop or expand an intensive residential treatment program for inmates who have relatively 
short sentences and who are assessed to need that level of treatment. 
 
Discussion 
 
Approximately 51% of new commitments to prison in FY2011 were assessed to be in 
moderately/severe or severe need of substance abuse treatment.36  Another 39% were 
assessed to be in moderate need of substance abuse treatment.37  
 
Inmates with relatively short sentences, regardless of the nature of the conviction, are unlikely 
to receive treatment services while incarcerated. Public safety and inmate recovery could be 
promoted by providing more inmates with an intensive residential treatment modality for 
those in high need of treatment within DOC. Prioritize those with relatively short sentences.  
 

 

 

 

 

 

 

 

 

 

 

 

                                                           
36

 Barr, B., Gilbert, C.R., & O’Keefe, M.L. (2012). Statistical Report Fiscal Year 2011. Colorado Springs, CO: Colorado 
Department of Corrections.  
37

 Ibid. 
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Recommendation FY13-DP #5      
 
Expand civil remedies to prevent, intervene and treat substance abuse. 
 
Allow for expansion of civil remedies (e.g. consumer protection and/or use of public health 
regulatory authority) as part of building more comprehensive drug policy. Areas related to this 
proposal include strategies to prevent and effectively intervene in prescription drug 
abuse/misuse and adopting medical models for detoxification programs. 
 
Discussion 
 
Comprehensive drug policy should integrate law enforcement, treatment, public health and 
civil law strategies designed to prevent drug abuse, promote recovery from addiction, and 
reduce the supply of illegal drugs in Colorado.   
 
In 2012, the Colorado Legislature revised the Colorado Consumer Protection Act to promote its 
use in stopping retailers from selling designer drugs like "bath salts" and "spice." There may be 
other applications of the Colorado Consumer Protection Act.  Currently, the Colorado 
Department of Health, Welfare and Environment does not have regulations regarding the 
possession or sale of illegal drugs.   
 
The Commission recommends exploring the expansion of civil law strategies and to collaborate 
with medical and behavioral health treatment providers, their respective regulatory 
agencies/boards, and health departments to develop recommendations related to preventing 
and intervening in the misuse of prescription medications and the development of medical-
based models for detoxification services in Colorado.  
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Recommendation FY13-DP #6     
 
Expand access to trauma-informed substance abuse treatment. 
 

If there are projected cost-savings from legislation reforming the Colorado Controlled 
Substances Act, the Commission recommends that the General Assembly prioritize expanding 
access to trauma-informed treatment services for people with a substance abuse disorder to 
the extent that is appropriate and available.  
 
Discussion 
 
The General Assembly has appropriated approximately $8M to expand treatment services since 
the passage of HB 1352 in 2010.38 However, there are still gaps in access to treatment services 
for indigent offenders.  Additionally, the federal Substance Abuse and Mental Health Services 
Administration (SAMHSA) recommends that treatment for substance abuse disorders be 
provided in a manner that is informed by best practices in trauma care due to the high 
prevalence of traumatic histories among substance abuse treatment clients.39 Currently few 
Colorado substance abuse treatment providers are trained in providing trauma-informed care.  
 

 

 

 

 

 

 

 

 

 

 

  

                                                           
38

 Treatment Funding Work Group. (September 13, 2012). Impact of CCJJ bills on substance use disorder treatment. 
Report presented to the Drug Policy Task Force of the Colorado Commission on Criminal and Juvenile Justice.    
39

 Trauma-informed care is an approach to engaging people with histories of trauma that recognizes the presence 
of trauma symptoms and acknowledges the role that trauma has played in their lives. See 
http://www.samhsa.gov/nctic/. 
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Appendix A 

Managing Addiction as a Chronic Condition 
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Managing Addiction as a Chronic Condition 

This article reviews progress in adapting addiction treatment to respond more fully to the chronic nature of most patients’ 

problems. After reviewing evidence that the natural history of addiction involves recurrent cycles of relapse and recovery, 

we discuss emerging approaches to recovery management, including techniques for improving the continuity of care, monitoring 

during periods of abstinence, and early reintervention; recent developments in the field related to self-management, mutual aid, 

and other recovery supports; and system-level interventions. We also address the importance of adjusting treatment funding and 

organizational structures to better meet the needs of individuals with a chronic disease. 

Michael Dennis, Ph.D.1 

Christy K Scott, Ph.D.2 

1Chestnut Health Systems 
Bloomington, Illinois 

2Chestnut Health Systems 
Chicago, Illinois 

Historically, addiction treatment systems and research have been organ­

ized to provide and improve the outcomes of acute episodes of care. The 

conceptual model has been that an addicted person seeks treatment, 

completes an assessment, receives treatment, and is discharged, all in a period of 

weeks or months. This orientation stands at variance with clinical experience and 

studies conducted over several decades, which confirm that, although some indi­

viduals can be successfully treated within an acute care framework, more than half 

the patients entering publicly funded addiction programs require multiple episodes 

of treatment over several years to achieve and sustain recovery (Dennis et al., 2005; 

Dennis, Foss, and Scott, 2007). The progress of many patients is marked by cycles 

of recovery, relapse, and repeated treatments, often spanning many years before even­

tuating in stable recovery, permanent disability, or death (Anglin et al., 2001; Anglin, 

Hser, and Grella, 1997; Dennis, Scott, and Funk, 2003; Hser et al., 1997, 2001; 

McLellan et al., 2000; Scott, Dennis, and Foss, 2005; Scott, Foss, and Dennis, 2005; 

Simpson, Joe, and Broome, 2002; Weisner et al., 2004; Weisner, Matzger, and 

Kaskutas, 2003; White, 1996). 

The traditional acute care approach to drug abuse has encouraged people to sup­

pose that patients entering addiction treatment should be cured and able to main­

tain lifelong abstinence following a single episode of specialized treatment. Accordingly, 

policymakers allocate limited public health dollars for addiction treatment; insurers 

restrict the number of patient days and visits covered; treatment centers make no 

infrastructure allowance for ongoing monitoring; and families and the public become 

impatient when patients relapse (McLellan et al., 2000). 
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The mismatch between the typical natural history 
of substance use disorders (SUDs) and treatment mod­
els and expectations reduces our ability to help addicted 
individuals. In this overview, we define SUDs, highlight 
their chronic features, discuss several recently developed 
techniques to manage SUDs over time, and present infor­
mation that can help guide systems and programs in 
adapting to a chronic care approach to SUDs. 

CHRONICITY OF SUDS 
The American Psychiatric Association (APA; 2000) and 
World Health Organization (WHO; 1999) define addic­
tion as a chronic, tenacious pattern of substance use and 
related problems; they distinguish two types of SUDs: 
dependence and abuse (the latter called “hazardous use” 
by the WHO). The definition of substance dependence 
implies chronicity: Symptoms—including increased tol­
erance for the substance, inability to abstain, replace­
ment of healthy activities with substance use, and con­
tinued use despite medical or psychological problems— 
have been present for longer than 12 months and are 
likely to persist if left untreated. Substance abuse applies 
when people do not meet the dependence criteria, but 
report at least one moderately severe substance-related 
symptom that puts them at high risk for harming them­
selves or others and for developing dependence. Depend­
ence requires treatment, and abuse generally results in 
referral to brief intervention or treatment. 

A growing body of neuroimaging studies provides 
evidence that a physiological basis underlies the clinical 
experience of SUD chronicity (Fowler et al., 2007). 
These studies demonstrate that cravings, cue reactivity, 
tolerance, and withdrawal can be seen in the brain; that 
they interact with brain development (particularly among 
adolescents); that they respond to medications as well 
as social and physical environment; and that chronic 
substance use is associated with physical changes in 
the brain that have an impact on brain functioning and 
emotional states (Chang et al., 2005, 2006; Kufahl et 
al., 2005; Paulus, Tapert, and Schuckit, 2005; Risinger 
et al., 2005; Schlaepfer et al., 2006; Volkow, Fowler, and 
Wang, 2003, 2004). 

FIGURE 1. Substance Use Disorders Begin in Adolescence and Last 
for Decades 
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In the U.S. household population in 2001, the percentage of people who reported 
substance dependence or abuse rose through the adolescent age groups to peak 
among the 18- to 20-year-olds, and declined through subsequent age groups 
(OAS, 2002). 

Epidemiological Indicators of Chronicity 

Of the 235 million people aged 12 and over in the U.S. 
household population in 2001, 5 percent met the cri­
teria for substance dependence, and 4 percent met the 
criteria for substance abuse in the past year (Office of 
Applied Studies (OAS), 2002). Epidemiological data 
affirm that SUDs typically follow a chronic course, devel­
oping during adolescence and lasting for several decades. 
Some 90 percent of all individuals with dependence 
started using before the age of 18, and half started before 
the age of 15 (Dennis et al., 2002). In the U.S. popu­
lation as a whole, the prevalence of dependence and 
abuse rises through the teen years, peaks at around 20 
percent between ages 18 and 20, then declines gradu­
ally over the next four decades (Figure 1; OAS, 2002). 
A significant portion of older nonusers are people in 
recovery. In studies of community (Dawson, 1996; 
Kessler, 1994; Robins and Regier, 1991) and treatment 
(Dennis et al., 2005) populations, between 58 and 60 
percent of people who met the criteria for an SUD at 
some time in their lives eventually achieved sustained 
recovery—that is, they had no dependence or abuse 
symptoms for the past year. Most who recover do so only 
after at least one episode of treatment (Cunningham, 
1999a, 1999b). 

People who enter treatment are a distinct sub­
group of substance users whose problems are particu­
larly severe and intractable. Among people in publicly 
funded addiction treatment in 2002, 62 percent met the 
diagnostic criteria for dependence; 16 percent met the 
criteria for abuse; and 22 percent were admitted for other 
subclinical substance-related problems (e.g., acute intox­
ication, mental health problems aggravated by substance 
use; OAS, 2005). Of people admitted to U.S. public 
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programs in 2003, 64 percent were reentering treatment: 
23 percent for the second time, 22 percent for the third 
or fourth time, and 19 percent for the fifth or more time 
(OAS, 2005). In fact, numerous longitudinal studies 
have shown that, on average, people reach sustained 
abstinence only after three to four episodes of differ­
ent kinds of treatment over a number of years (Anglin, 
Hser, and Grella, 1997; Dennis et al., 2005; Grella and 
Joshi, 1999; Hser et al., 1997, 1998; Scott, Dennis, and 
Foss, 2005; Scott, Foss, and Dennis, 2005). In one lon­
gitudinal study with 1,271 patients, the estimated median 
time from first use to at least 1 drug-free year was 27 
years, and the median time from first treatment to 1 
alcohol- and drug-free year was 9 years with three to four 
episodes of treatment (Dennis et al., 2005). 

In sum, most patients in publicly funded addic­
tion treatment have SUDs and require multiple treat­
ment episodes over several years to reach stable recov­
ery. For optimal outcomes, treatment systems and 
interventions should be able to address the long-term 
aspects and cyclical dynamics of the disorder. 

FIGURE 2. The Pathway to Recovery Is Cyclical
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Over a 2-year period, 82 percent of drug users transitioned one or more times 
between use, incarceration, treatment, and recovery. An average of 32 percent 
changed every 90 days, with movement in every direction and treatment increas­
ing the likelihood of getting to recovery (Scott, Foss, and Dennis, 2005). 

Inside the Cycles of Recovery and Relapse 

In a recent study, Scott and colleagues provided insight 
into the factors influencing 448 patients’ transitions 
between relapse, treatment reentry, incarceration, and 
recovery (Scott, Dennis, and Foss, 2005). Over 2 
years of monitoring, 82 percent transitioned at least 
once, and 62 percent moved multiple times (Figure 
2). In an average quarter, 32 percent of the patients 
moved from one status to another. 

Several variables predicted the transitions. Patients 
with higher substance use severity and environmental 
obstacles to recovery—for example, substance use in the 
home, family problems, and victimization—were less 
likely to transition from drug use to recovery or treat­
ment (i.e., the individuals most in need of treatment 
were the least likely to re-enroll on their own). Patients 
were more likely to transition from use to recovery when 
they believed their problems could be solved, desired 
help with their problems, reported high self-efficacy 
to resist substance use, and received addiction treatment 
during the quarter. 

Scott and colleagues conducted a second study, this 
time with 1,326 adult patients over a 3-year period, that 
looked at annual transitions (Scott, Foss, and Dennis, 
2005). More than 83 percent of the participants tran­
sitioned from one point in the cycle to another during 
the 3 years (including 36 percent who transitioned twice 

and 14 percent who transitioned three times). Treatment 
participation was again a primary correlate of the tran­
sition from use to recovery. The odds ratio of transi­
tioning from use to recovery went up 1.14 for every 9 
weeks of treatment received during the year. Among 
patients who started the year in recovery, the major pre­
dictor of whether they maintained abstinence was not 
treatment, but their level of self-help group participa­
tion. The odds ratio of relapse went down 0.55 for every 
77 days of self-help group attendance. 

Factors Affecting the Duration of SUDs 

The age at first substance use and the duration of use 
before starting treatment are related to the length of time 
it takes people to reach at least 1 year of alcohol and drug 
abstinence. Scott and colleagues found that the median 
time of use was significantly longer for people who started 
before age 15 than for those who started after age 20 (29 
vs. 18 years; Scott, Dennis, and Foss, 2005). Patients 
who began treatment within 10 years of their initial drug 
use achieved a year or more of abstinence after an aver­
age of 15 years, compared with 35 or more years among 
those who entered treatment after 20 or more years of 
use. These results clearly establish the need to diag­
nose and intervene as early as possible, ideally during 
the first decade of use. 
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Systems that 

offer both 

inpatient and 

outpatient 

care for SUDs 

cost more to 

maintain, but 

save more in 

social costs. 

The Impact of Co-Occurring Problems 

As clinicians and researchers are aware, individuals with 
SUDs have high rates of additional health and social 
burdens that increase the difficulty of treatment: psy­
chiatric problems, HIV risk behaviors, violence, ille­
gal activity and involvement in the criminal justice sys­
tem, service utilization, homelessness, and a wide range 
of vocational problems (Center for Substance Abuse 
Treatment, 2000; Compton, Lamb, and Fletcher, 1995; 
Epstein, 2002; Grant, 2000; Hasin et al., 1997a, 1997b; 
Jaffe, 1993; Kessler et al., 1996; Langenbucher, Morgen­
stern, and Miller, 1995; Lennox, Scott-Lennox, and 
Bohlig, 1993; Lennox, Scott-Lennox, and Holder, 1992; 
Lennox, Zarkin, and Bray, 1996; Mark et al., 2001; 
Regier et al., 1990; Woody, Cottler, and Cacciola, 1993). 
Patients who abuse multiple substances or have other 
co-occurring problems are more likely to experience dif­
ficulties with treatment/medication adherence, shorter 
stays, administrative discharges, compromised func­
tional status, difficult community adjustment, reduced 
quality of life, and worse outcomes (e.g., Brooner et al., 
1997; Ford, Snowden, and Walser, 1991; Hien et al., 
1997; McLellan et al., 1983; Mueser et al., 1990; Project 
MATCH Research Group, 1997; Ross, Glaser, and 
Germanson, 1988; Rounsaville et al., 1982, 1986; 
Weisner, Matzger, and Kaskutas, 2003; White et al., 
2005). Clinical trials have demonstrated that when 
patients have an SUD combined with one or more non­
substance-related disorders, it can be more effective— 
in terms of both clinical outcome and cost—to provide 
integrated care (Parthasarathy et al., 2003; Willenbring, 
2005). 

EMERGING APPROACHES TO RECOVERY 

MANAGEMENT 

Recently, clinicians and researchers have generated sev­
eral new approaches to improve the long-term man­
agement of an SUD by responding to its chronic nature. 
Underlying the approaches are three strategies: 
• Improve the continuity of care; 
• Use monitoring and early reintervention; and 
• Provide other recovery support. 

Improving Continuity of Care 

During the years- or decades-long course of an SUD, 
patients need varying levels of care. In periods of inten­
sified symptoms, a patient may be able to cope best by 
retreating from the community to a specialized inpa­
tient or intensive outpatient setting. Conversely, reen­

try into the community at the conclusion of an inten­
sive treatment episode marks the beginning of a new 
state of risk related to continuing biobehavioral vul­
nerability and environmental exposures. 

Accordingly, the APA (1995), the American Society 
of Addiction Medicine (2001), and the Department of 
Veterans Affairs Office of Quality and Performance 
(www.oqp.med.va.gov/cpg/SUD/SUD_Base.htm) have 
issued clinical practice guidelines recommending that 
patients being discharged from intensive levels of addic­
tion treatment be transferred to outpatient treatment 
for a period of time before leaving the addiction treat­
ment system. A number of studies demonstrate that this 
practice promotes continuation of abstinence and reduces 
the likelihood of arrest (e.g., Brown et al., 1994; Donovan, 
1998; Gilbert, 1988; Godley et al., 2007; Higgins, Badger, 
and Budney, 2000; Ito and Donovan, 1986; Kosten et 
al., 1992; McKay, 2001; McKay et al., 1998; Moos et 
al., 2001; Moos and Moos, 2003; Ouimette, Moos, and 
Finney, 1998; Peterson et al., 1994; Ritsher et al., 2002; 
Ritsher, Moos, and Finney, 2002; Sannibale et al., 2003; 
Walker et al., 1983). Also, in one of the few economic 
evaluations of long-term management of chronic SUDs, 
French and colleagues (2000) found that while the out­
lay to provide a full continuum of inpatient and outpa­
tient care was greater than that for outpatient treatment 
alone ($2,530 vs. $1,138; p < 0.05), the cost differen­
tial was offset by significantly greater reductions in soci­
etal costs over the subsequent 9 months (savings of 
$17,833 vs. $11,173; p < 0.05). 

Despite the benefits associated with continuing care, 
a study of discharge patterns in 23 states and jurisdic­
tions showed that although 58 percent of patients suc­
cessfully completed detoxification, hospital, residential 
treatment, or intensive outpatient programs, only about 
17 percent of these individuals proceeded to regular out­
patient care (OAS, 2005). Studies focusing on single 
correctional, drug court, residential, intensive outpa­
tient, and detoxification programs have found, similarly, 
that 25 to 90 percent of discharged individuals do not 
successfully access the recommended outpatient con­
tinuing care (Godley et al., 2002; Godley, Godley, and 
Dennis, 2001; Mark et al., 2003; McCorry et al., 2000; 
McKay et al., 2002; OAS, 2005; Taxman, 2002). Com­
mon reasons for low success rates in bridging patients 
into continuing care include relying on patients’ self-
motivation to follow through with discharge recom­
mendations, discharging patients to geographically large 
catchment areas (particularly from criminal/juvenile jus­
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tice and adolescent residential programs) where followup 
services are not easily accessed, and passively linking 
patients to other organizations or staff without proactive 
efforts to ensure continuity of care. 

Recent studies have evaluated new and more assid­
uous protocols to improve participation in continuing 
care (Ciliska et al., 1996; Godley et al., 2002, 2007; 
McKay et al., 2004; Simon et al., 2004; Slesnick and 
Prestopnik, 2004; Zhu et al., 1996). As an example, 
McKay and colleagues (2004, 2005) demonstrated ben­
efits with telephone-based continuing care. The researchers 
randomly assigned 359 alcohol- or cocaine-dependent 
adults who had completed a 4-week intensive outpatient 
program to one of three continuing care protocols: (a) 
twice weekly standard outpatient treatment for 12 weeks; 
(b) twice weekly relapse prevention group therapy for 
12 weeks; or (c) 4 weeks of relapse prevention group 
therapy and 12 weeks of therapist-initiated telephone 
contact. Over the course of the study, the participants 
who were telephoned had significantly fewer positive 
cocaine urine tests than those in group b (odds ratio 
0.80) or group a (odds ratio 0.26). The results also sug­
gest that telephone delivery of continuing care may be 
most effective for persons whose SUD is less severe; par­
ticipants with high dependence levels or co-occurring 
disorders benefited slightly less than others. 

Godley and colleagues (2002, 2004, 2007) devel­
oped a protocol called assertive continuing care (ACC) 
and showed that it improved participation and recov­
ery indicators. Researchers randomly assigned 183 ado­
lescents in residential treatment to either ACC or usual 
continuing care (UCC). Adolescents in the ACC group 
worked with a case manager who tried to meet with them 
once before discharge. Subsequently, the case managers 
provided in-home outpatient treatment and helped nego­
tiate additional treatment services, school support, pro­
bation, and other services to support recovery. All the 
adolescents in both intervention groups were referred 
to local outpatient treatment programs and self-help 
groups, and were given continuing care plans. Over the 
90 days following discharge, those who received ACC: 
• Were more likely than those given UCC to access at 

least some continuing care services (94 vs. 54 percent); 
• Received more days of continuing care sessions (median 

14.1 vs. 6.3); 
• Were more likely to engage in 7 or more of 12 activi­

ties associated with sustaining abstinence (e.g., self-
help, urine testing, relapse prevention work; 64 vs. 35 
percent); and 

• Were more likely to remain abstinent 1 to 3 months 
after discharge from residential treatment (43 vs. 24 
percent), 

• Which was, in turn, predictive of abstinence 4 to 9 
months after discharge (69 vs. 19 percent). 

The research team is currently exploring whether 
contingency contracting can further improve contin­
uing care participation and related outcomes and whether 
ACC can improve outcomes following outpatient treat­
ment. 

On a broader scale, various groups have suggested 
using performance measurement to improve continu­
ity of care (e.g., Garnick et al., 2002; McCorry et al., 
2000; McLellan et al., 2005; www.ncqa.org; www. 
washingtoncircle.org). One of the largest such initia­
tives, the Network for the Improvement of Addiction 
Treatment (NIATx), is a partnership among the Center 
for Substance Abuse Treatment, the Robert Wood Johnson 
Foundation, and a number of independent addiction 
treatment organizations (Capoccia et al., 2007; McCarty 
et al., 2007; Wisdom et al., 2006). The NIATx mission 
is to improve the efficiency with which the treatment 
field uses its capacity and to encourage ongoing improve­
ments in treatment access and retention. NIATx assumes 
that addiction is a chronic and progressive condition 
and that interruptions and delays in the continuity of 
care can seriously exacerbate consequences. Using a 
process-improvement model, the first 13 NIATx pro­
grams were able to reduce the time from an individual’s 
first contact to treatment entry by 37 percent, and from 
the first assessment to first treatment episode by 33 per­
cent. They also improved the rate of returning for the 
second treatment session by 18 percent and the likeli­
hood of staying four or more sessions by 11 percent 
(McCarty et al., 2007). 

Monitoring and 

early reinter­

vention have 

improved long-

term outcomes 

for a range of 

chronic condi­

tions. 

Monitoring and Early Reintervention 

Ongoing monitoring and early reintervention have 
improved long-term outcomes for a range of chronic 
conditions, including asthma, cancer, diabetes, depres­
sion, and severe mental illness (Dunbar-Jacob et al., 
1995; Engel, 1977, 1980; Huber, 2005; Institute of 
Medicine, 2001; McLellan et al., 2005; Nicassio and 
Smith, 1995; Roter et al., 1998; Weisner et al., 2004). 
Applying this approach to SUDs, Scott and Dennis 
(2003) developed and tested the recovery management 
checkup (RMC). With RMC, treatment staff mem­
bers do not rely on patients to recognize that they need 
help but instead conduct quarterly checkups to assess 
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patient status. Staff members use motivational inter­
viewing techniques to assist those who have relapsed 
to resolve their ambivalence about their substance use 
and commit to treatment or other appropriate care. 
Staff members also deploy assertive treatment linkage, 
engagement, and retention protocols to secure patient 
access to treatment and increase the amount of ther­
apy received. 

The initial clinical trial of RMC randomly assigned 
448 adults, when they first presented for treatment, to 
post-treatment followup with the checkup intervention 
or only quarterly monitoring (Figure 3; Dennis, Scott, 
and Funk, 2003; Scott, Dennis, and Foss, 2005). At the 
end of 2 years of followup, the results showed that patients 
in the RMC group: 
• Returned to treatment in greater numbers (60 vs. 

51 percent) 
• Returned to treatment sooner (median 376 vs. 600 

days) 
• Attended treatment on more days (average 63 

vs. 40) 
• Were less likely to be in need of treatment after 2 years 

(34 vs. 44 percent). 
A second clinical trial, with 446 patients, used a mod­

ified RMC protocol and produced parallel findings. 
These two trials indicate that ongoing monitoring and 

early reintervention can promote positive patient behav­
iors in long-term substance use. 

FIGURE 3. Time to Readmission to Treatment by Condition
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In the 24 months following discharge from an index episode of care, the rate of 
readmission was higher (64% versus 51%) and the median time to readmission 
was shorter (376 vs. 600 days) among patients who the received recovery manage­
ment checkup intervention, compared to controls. [Adapted from Dennis, Scott, 
and Funk, 2003; with permission from Elsevier.] 

Individuals 

with an SUD 

require sup­

port services 

to manage 

their condi­

tion during 

and between 

treatments. 

Other Recovery Support Initiatives 

Individuals with an SUD, like those with other chronic 
conditions, require a variety of support services to 
help manage their condition during and between episodes 
of formal treatment. Research demonstrates that active 
participation in self-help groups during and after treat­
ment promotes lengthier periods of recovery (Brown, 
1993; Hsieh, Hoffman, and Hollister, 1998; Humphreys 
and Moos, 2001; Kyrouz, Humphreys, and Loomis, 
2002; McKay et al., 2002; Ritsher et al., 2002; Scott, 
Dennis, and Foss, 2005). Preliminary evidence also sug­
gests that self-help participation is associated with bet­
ter outcomes when patients join groups that focus on 
their particular issues, such as dual diagnoses (Laudet et 
al., 2000) or adolescent issues (Finch, 2005; Kelly and 
Myers, 1997; Kelly, Myers, and Brown 2002; White and 
Finch, 2006). Other recently tested recovery support 
approaches include telephone-based self-monitoring 
(Simpson et al., 2005) and Internet-based groups (Klaw, 
Huebsch, and Humphreys, 2000; Kypri et al., 2005; 
Toll et al., 2003). A meta-analysis of 24 studies involv­
ing 3,739 participants with chronic health conditions 
(other than SUDs) suggests that Internet-based inter­
ventions that allow interactions between patients and 
staff have a significantly higher impact than sites pro­
viding information only (Murray et al., 2004). 

Connecticut and other states have begun to add 
recovery-based performance measures, values, and con­
tinuity of care between professional and “peer-based 
recovery supports” to their recovery initiatives (www.dmhas. 
state.ct.us/recovery.htm). Similarly, in 2003, the Arizona 
Department of Health Services embarked on a unique 
initiative designed to develop a “peer workforce” for per­
sons with SUDs (azdhs.gov/bhs/bhsglance.pdf ). Public 
health systems that provide addiction, mental health, 
child welfare, and other services in Connecticut, Arizona, 
and other jurisdictions target key subgroups of people 
with SUDs to interrupt the cycle of relapse, treatment 
reentry, and recovery. For example, parents with SUDs 
can access standardized screening, colocated services, 
intensive case managers, or recovery coaches to facili­
tate long-term treatment engagement (e.g., Loveland 
and Boyle, 2005; Ryan, Louderman, and Testa, 2003). 

IMPLICATIONS FOR PRACTICE 
Whether a program implements one of the approaches 
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we have described or others yet to be developed, the lit­
erature suggests that programs should take their resources 
and capacities into account when choosing which empir­
ically proven efficacious programs to implement to 
improve care. Lipsey and colleagues (2001), in a meta­
analysis, demonstrated that the thoroughness of imple­
mentation can markedly affect the efficacy of evidence-
based interventions. The researchers recommended that 
programs implement the most efficacious program they 
can implement well, because a highly efficacious pro­
gram will not yield any better results for patients if it is 
implemented poorly. Such findings have led the National 
Institutes of Health to emphasize the need to improve 
the state of “implementation science” (e.g., grants. 
nih.gov/grants/guide/pa-files/PAR-06-039.html). Based 
on a recent review of the implementation science liter­
ature, Fixsen and colleagues (2005) suggested that efforts 
to implement new approaches should generally include 
implementation strategies at multiple levels, including 
but not limited to Federal, state, and local stakeholders, 
and staff across all levels of the provider organizations. 

Shifting from an acute care to a chronic care model 
of recovery has implications for addiction programs, 
as well as for external stakeholders in those programs, 
and proper implementation of a chronic care model is 
crucial to its efficacy. 

Organizational Support for a Chronic Care 

Approach 

The philosophical, financial, clinical, and practical impli­
cations of moving to a chronic care approach will touch 
everyone in an addiction treatment organization—its 
board of directors, management, clinical supervisors and 
line staff, administrative supports, and clients. Consider 
what is required, for example, to respond appropriately 
when a person returns for his or her fourth episode of 
care: intake and admission procedures must be stream­
lined to facilitate rapid interruption of crises or relapses; 
patient and staff assumptions that multiple treatments 
represent failure must give way to attitudes more aligned 
with the standards we apply to treating other chronic 
conditions that need long-term management; and the 
funding structure will need to provide the necessary 
financial support. 

In addition, as we learn more about the factors 
that influence patients’ progress in different phases of 
recovery, we will likely need greater resources and infra­
structure to organize this information so that it can sup­
port real-time clinical decision making. It may be nec­

essary to modify assessment and other record systems to 
transfer information readily when patients move between 
levels of care and to make them accessible to multiple 
staff on the treatment team. Addressing such issues is 
likely to be critical for improving the management of 
SUDs. 

Even when staff members favor the change to a chronic 
care model, they may not have adequate training, edu­
cation, experience, or resources to address the needs of 
a particular client comprehensively—ranging, for exam­
ple, from making psychiatric referrals to helping with 
housing. Miller and colleagues (2006) suggest that pro­
grams need to equip staff with three types of infrastructure 
before change can happen efficiently: 
• Preparatory knowledge, which may be inculcated 

through reading, verbal instruction, or observing com­
petent practice by others; 

• Practice with feedback—of note, early practice dur­
ing or right after training without feedback can rein­
force bad habits and do as much harm as good; and 

• Ongoing coaching or supervision, which is essential, 
because practice will inevitably bring up a wide range 
of situations and complex scenarios not covered in the 
basic materials or training. 

Even experienced clinicians benefit from opportu­
nities to brainstorm with staff colleagues on ways to han­
dle a new situation or adapt a protocol when neces­
sary. When Miller and colleagues (2004) randomized 
140 counselors to a wait list condition or four training 
conditions (workshop, workshop + practice feedback, 
workshop + coaching, workshop + feedback + coach­
ing), all training conditions improved knowledge and 
proficiency, but actual practice changed only when both 
feedback and coaching were provided. Although this 
particular study focused on a specific intervention, these 
three components will likely be important factors when 
implementing many key changes necessary to move 
toward a chronic-care model. 

We will need 

additional 

infrastructure 

to organize the 

information 

we learn about 

the influences 

on recovery. 

Federal, State, and Local Stakeholders 

Public payers, government regulators, and accrediting 
bodies set requirements and impose limits on what pub­
licly funded treatment providers can accomplish in terms 
of adopting a chronic-care approach to treating SUDs. 
More than three-quarters of the people accessing addic­
tion treatment receive some kind of public assistance 
(Substance Abuse and Mental Health Services Admin­
istration, 2006); this makes public fund providers the 
primary purchasers of services and gives them a unique 
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ability to reshape existing structures and policies. As one 
example of the constructive use of this power, McLellan 
(2006) recently reported preliminary data from Delaware 
demonstrating that offering treatment providers 
performance-based incentives can improve the system 
of care. The data showed that retention rates from 2002 
to 2004 increased 30 days (48 to 69 percent) and 60 
days (25 to 42 percent) after admission. The State of 
Massachusetts implements a continuum of care based 
on the chronic disease model for its prevention and treat­
ment systems (www.mass.gov/dph/bsas/sa_strategic_plan. 
ppt). In an attempt to more effectively address the chronic 
aspects of addiction, Connecticut is reviewing and mod­
ifying its regulations, services, and training to focus more 
on recovery values, recovery-based performance meas­
ures, and continuity of care between professional and 
“peer-based recovery” supports (www.dmhas.state. 
ct.us/recovery.htm). Although these and other efforts 
across the United States are encouraging first steps in 
the change process, adopting a chronic-care approach 
will require buy-in and active participation from all con­
cerned with reducing the health and social consequences 
of drug abuse and addiction. 

NEXT STEPS 
Recent studies suggest some initial approaches to chronic 
care management. However, the field would benefit from 
research that investigates (1) the costs of ongoing mon­
itoring and early reintervention; (2) the chronic care 
model in different populations (e.g., pregnant and post­
partum women, offenders leaving prison, and adoles­
cents); (3) the point at which an individual’s recovery 
history and status warrant transition from quarterly to 
biannual checkups; (4) the usefulness of more frequent 
or even continuous monitoring in improving outcomes; 
(5) the impact of less formal types of care (e.g., recovery 
coaches or faith-based interventions); (6) modes of serv­
ice delivery such as telephone and e-mail; and (7) the 
indirect effects of recovery management on other out­
comes such as HIV infection, illegal activity, emotional 
problems, vocational activity, and quality of life. 

This information can help individuals and their fam­
ilies, and treatment staff recognize that addiction is a 
chronic but treatable condition, that most people with 
SUDs need help from several sources, that recovery often 
takes multiple episodes of treatment, and that relapse is 
common. However, staff members should encourage 

clients with SUDs and their families by stating that the 
majority of people do succeed and the likelihood of reach­
ing recovery status is related to continuing care and ongo­
ing recovery support. When relapse occurs, staff should 
explain the chronic nature of the condition, proactively 
refer those in relapse to continuing care and other serv­
ices, and work with patients to ensure that they follow 
through with recommendations for continuing care, for 
self-help group meetings, for ongoing urine monitor­
ing, and for services to address other problems. 

CONCLUSION 
Historically, addiction treatment has been conceptual­
ized as an episodic relationship in which a person 
seeks treatment, receives an assessment, and then is treated 
and presumed cured—all in a relatively short time period. 
Although the field faces numerous challenges in its 
attempts to manage chronic SUDs more effectively, this 
review demonstrates that we are making progress. Indeed, 
it has been argued that addiction treatments appear to 
be as effective as interventions available for other chronic 
conditions such as diabetes and hypertension (McLellan 
et al., 2000). The growing body of empirical evidence 
demonstrating the chronicity of SUDs, coupled with 
increasing awareness among various stakeholders about 
the need for change, represents genuine progress. Formal 
and informal efforts to address the problems continue 
to expand; it is hoped that this enhanced awareness will 
lead to increased dialogue and action among the numer­
ous stakeholders to improve the treatment and long-
term management of chronic SUDs. 
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