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Overview

• Impaired driving problem

• Screening and assessment

• Impaired driver characteristics

• Impaired Driving Assessment 
(IDA)

• Computerized Assessment 
and Referral System (CARS)

• Comprehensive approach
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Drunk Driving by the Numbers

• In 2019, there were 1,024,508 drivers arrested for DUI.

• In 2020, there was a 14% increase in DWI fatalities

• An alcohol-impaired driving fatality occurs every 48 

minutes.

• In 2020, there were 11,654 alcohol-related traffic 

fatalities. 

• 68% were in crashes where one driver had a BAC of 

.15>

• In 2018, the most frequently recorded BAC among 

drinking drivers in fatal crashes was .16.

• 121 million drunk driving episodes occurred in 2019.
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Pennsylvania DWI Arrests

Impaired Driving Arrests

(BAC=.08+)*

2017

19,963

2018

20,143

2019

22,139

2020

18,412



Alcohol-Impaired Driving 

Fatalities (BAC=.08+)*

2016

342

(29%)

2017

320

(33%)

2018

339

(28%)

2019

299

(28%)

2020

322

(29%)

Pennsylvania DUI Fatalities



Fatalities in Crashes Involving an Alcohol-Impaired Driver 
(BAC = .08+) by County for 2020



Alcohol-Impaired-Driving Fatalities as a 
Percentage of Total Fatalities, by State, 2020 



DRUG-IMPAIRED DRIVING
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With impaired drivers, don’t assume!
The drunk driver before you could actually be a 

polysubstance user.



What do DUIs look like in your 
jurisdiction in 2020?



3,890.400 individuals under community supervision in 2020

15% of this probation population have been convicted of DWIs

8% of the probation population have been 
convicted of multiple DWIs

Approximately two thirds of individuals under community 
supervision are drug or alcohol involved



Identifying those 
most at-risk 14



Criminogenic risk factors
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History of 
anti-social 
behavior

Anti-social 
cognitions

Anti-social 
personality 

pattern

Anti-social 
associates

Family/ 
marital 
discord

Leisure/ 
recreation

Substance 
abuse

School/ 
work



Mental health?

While not a criminogenic need, it is imperative that mental health 

issues be identified and treated in order to adequately address 

other risk factors. 
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SCREENING & ASSESSMENT
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Who is most likely to recidivate?
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IMPAIRED DRIVERS: 
NOT THE USUAL SUSPECTS
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Impaired driver 
profiles

• Predominantly male (70-80%)

• Between the ages of 20-45; majority 

between ages 20-30

• Employed/educated at a higher rate than 

other offenders

• High-BAC levels (.15>)

• Often drink more per occasion and consume 

more alcohol than the general population; 

majority are binge drinkers

• Often have SUDs

• Have personality and psychosocial factors 

that increase risk of offending: irritability, 

aggression, thrill-seeking, impulsiveness, 

external locus of control (blaming others), 

anti-authoritarian attitudes   20



High-risk impaired drivers… 
who ARE these people?



Repeat impaired 
drivers

• Overwhelmingly male (90%); ages 20-

45

• More often single, separated, or 
divorced

• Tend to have lower levels of 
education/income and higher levels of 

unemployment compared to first 
offenders

• More likely to have BACs exceeding .20 
or refuse to provide a chemical sample

• Age of onset of drinking, family history, 
and alcohol misuse are risk factors
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Repeat impaired 
drivers

• Likely to have cognitive 

impairments (executive 
cognitive functioning) due to 
long-term alcohol dependence

• More likely to have a higher 
disregard  for authority and 

show greater indications of 
anti-social personality 
characteristics 

• May result in lack of 

motivation which can affect 
willingness to engage in 
treatment 

23



Do you assess for risk and needs with impaired 
drivers? 

Do your assessment tools tell you what you need 
to know?



Screening
• Screening is the first step in the process of determining whether 

a DUI offender should be referred for treatment. 

• At this stage, offenders who do not have substance or mental 
health issues are identified and those who may have issues can 
be sent for a more in-depth assessment. 

• Essentially, screening is a way to strategically target limited 
resources by separating offenders into different categories (i.e., 
those who do not have an alcohol/mental health problem and 
those who likely do). 

• The screening process in and of itself can also serve as a brief 

intervention as it requires the individual to begin to think about 
their use patterns and whether they are problematic. 

25



Where 
should we 
devote our 
resources?



Assessment
• After the screening process is completed, offenders who 

show signs of substance or mental health issues can be 
referred for an assessment. 

• An assessment tends to be more formal than screening and 
these instruments are standardized, comprehensive, and 
explore individual issues in-depth. 

• In contrast with screening, a formal assessment process 
takes longer to complete (it can take several hours) and is 
typically administered by a trained clinician or professional. 

• This second step is meant to evaluate not only the presence 
of a substance use disorder (alcohol and/or drugs) but its 
extent and severity. 
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Assessment

• Ideally, screening and assessment would occur at the beginning 

of the process (such as during the pre-trial stage). 

• The results can then be used to inform: 

• Sentencing decisions

• Case management plans

• Supervision levels

• Treatment referrals/plans

• It is important to note that assessments can be repeated at 

multiple junctures throughout an offender’s involvement in the 

criminal justice system to identify progress and to inform 

changes to existing plans as needed.
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Assessment 
can occur at 
multiple 
intercepts:
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Post-arrest

Pre-trial

Pre-sentencing

Post-conviction

Community supervision

Treatment program



Common assessment instruments 
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Alcohol Dependence Scale (ADS) Risk and Needs Triage (RANT)

Alcohol Severity Index (ASI) Correctional Offender Management Profile for 
Alternative Sanctions (COMPAS)

Alcohol Use Disorder Identification Test (AUDIT) Ohio Risk Assessment System (ORAS)

Inventory of Drug-Taking Situations (IDTS) Static Risk and Offender Needs Guide (STRONG)

Drug Abuse Screening Test (DAST) Texas Risk Assessment System (TRAS)

Michigan Alcoholism Screening Test (MAST) Level of Service Inventory-Revised (LSI-R)

Substance Abuse Subtle Screening Inventory 
(SASSI)

Adverse Childhood Experience (ACE) 
Questionnaire

Research Institute on Addiction Self Inventory 
(RIASI)

Trauma Symptom Inventory (TSI)



Which instrument 
should I use?

• Validated through 

research

• Reliability; 

predictive value

• Standardized

• Appropriate for the 

target population

• Easy to use 

• Informs decision-

making

• Cost
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Limitations of 
instruments 

• Majority of instruments are not 

designed for or validated among DUI 

offender population.

• Using traditional assessments, DUI 

offenders are commonly identified as 

low risk due to a lack of criminogenic 

factors. 

• DUI offenders often have unique needs 

and are resistant to change on account 

of limited insight.

• Recognition that specialized instruments 

should be created to accurately assess 

risk and needs of impaired drivers. 



Impaired 
Driving 

Assessment 
(IDA)
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Major Risk Areas of 
DUI Recidivism

1. Prior involvement in the 

justice system 

specifically related to 

impaired driving.

2. Prior non-DUI 

involvement in the 

justice system.

3. Prior involvement with 

alcohol and other drugs. 

4. Mental health and 

mood adjustment 

problems.

5. Resistance to and non-

compliance with current 

and past involvement in 

the justice system.
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Goals of IDA

1. Provide guidelines for identifying effective interventions 

and supervision approaches that reduce the risk of 

negative outcomes in treatment and community 

supervision.

2. Provide preliminary guidelines for service needs for DUI 

clients.

3. Estimate the level of responsivity of clients to supervision 

and to DUI and AOD education and treatment services.

4. Identify the degree to which the client’s DUI has 

jeopardized traffic safety and to address this in the 

supervision plan.
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Convergent 
Validation 

Model

CLIENT RECORD

✓ Estimate “true” 
condition

✓Generate baseline 
estimate of self-
perception

✓Measure willingness  
to disclose

✓Cross-validate client’s 
self-report information

✓ Estimate defensiveness 
and willingness to 
disclose

BEST 
ESTIMATE



PSYCHOSOCIAL

Items 1-8

AOD INVOLVEMENT

Items 9-17

LEGAL NON-CONFORMITY

Items 18-25

ACCEPTANCE/MOTIVATION

Items 26-29, 32, 34

DEFENSIVENESS

Reverse-Scored 13 SR Items

SR GENERAL

23 SR Items

ER GENERAL

9 ER Items

DWI RISK-SUPERVISION ESTIMATE

31 SR and ER Items, Age, Marital



REMEMBER! 1. Don’t change the answers!

2. Convey that you have 

access to COLLATERAL 

information.

3. Give FEEDBACK



Computerized 
Assessment 
and Referral 

System



Development of CARS

• CARS was developed by a team of researchers from 

Cambridge Health Alliance, a teaching affiliate of Harvard 

Medical School. 

• Initial grant funding was provided by NIAAA; 

Responsibility.org continues to fund CARS research and 

implementation. 

• The goal was to create an assessment tool specifically for a 

DUI offender population that fills the mental health void 

that exists with traditional instruments. 

40



What is CARS?
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Mental 
health 

assessment

Diagnostic 
report 

generator

Brief 
intervention

Referral 
database

Case 
management



What is CARS?

• Diagnostic report generator that gives providers and 

clients:

• Immediate diagnostic information for up to 20 DSM-V Axis I 

disorders (onset, recency, persistence).

• Geographically and individually targeted referrals to                               

treatment services. 
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Substance 

dependence

Mental health 

issues

Intervention



How does CARS work?

• CARS is a completely electronic assessment tool. It is 

available as free open source software. 

• The CARS tool is available in Spanish or English

• There are three versions of the CARS tool that can be used: 

• Full assessment - English

• Screener - English

• Self-administered screener – Spanish and English

43



CARS comprehensive mental health screener domains

Panic disorder Social phobia Eating disorders

Intermittent explosive 

disorder

Attention deficit/hyperactivity 

disorder

Obsessive compulsive 

disorder

Depression Generalized anxiety Suicidality

Mania/bipolar disorder Post-traumatic stress disorder Conduct disorder

Oppositional defiant disorder Psychosis Nicotine dependence

Alcohol use disorder Drug use disorder Gambling disorder

Psychosocial stressors DUI/criminal behavior
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How does CARS work? 
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CARS report
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Bridging the gap…

• Unlike traditional assessments, CARS 

has a built-in referral system.

• CARS has been designed to include a 

list of individually-targeted referrals at 

the end of each report based on an 

individual’s issues and zip code. 

• Before CARS can be implemented, the 

referral list must be populated with 

treatment services that are available 

within that jurisdiction. 



IDA vs. CARS?
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Stacked approach

• Determine why you are 
assessing an individual (i.e., 
what is the purpose?). 

• What do you hope to gain 
from the information you 
obtain?

• Will a single instrument 
provide you with what you 
need to make informed 
decisions? 



FAQ’s
How much of my life will I 
have to burn conducting DWI 
assessments?

Do these assessments need 
to be conducted more than 
once?

What if our state is already 
required to use an 
assessment tool?  Which 
score do I go with?



Do DUI assessments replace the Judgement 
of the  PO?



Considerations?
•Who will be responsible for administering the tool?

•Will the tool be administered pre- or post-sentence?

•Will the tool be used with all offenders or repeat offenders?

•What level of training is required to administer the tool?

•Will the tool be useful in assisting decision-making?

•Is the instrument cost-effective?

•What policy changes (if any) are needed prior to 
administering a new tool?

•What key stakeholders need to be advised?



ASSESSMENT IS ONGOING & DYNAMIC
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Utilize all tools available

• Screening/assessment for substance use 
and mental health disorders

• Refer to appropriate treatment 
interventions that are tailored to 
individuals’ risk level and specific needs

• Treat co-occurring disorders concurrently 
• Use technology to monitor compliance 

and progress (e.g., ignition interlocks, 
continuous alcohol monitoring, random 
drug testing, etc.)

• Hold offenders accountable for non-
compliance

• Apply swift, certain, and meaningful 
sanctions 54



Clinical Assessment

Determining Diagnosis and 
Level of Care



What is Clinical Need?

Clinical Need
Diagnosed:
= Substance Use Disorder (Mod to Severe)
= Mental Health Disorder 
= Both 

Need = What level and type of drug and 
alcohol/mental health treatment is required 
for recovery?

Is it life threatening? 
Can they be treated safely in the community? 



Clinical Assessment

The ongoing process for defining the nature of the problem, 

determining a diagnosis, and developing specific treatment 

recommendations for addressing the problem or diagnosis.

• ASI (Addiction Severity Index)

• MMPI

• TCU DSII (Texas Christian University Drug Screen II)

• PHQ

• GAIN (Global Appraisal of Individual Needs)



DSM 5 Criteria

• Substance specific

• 4 domains

• 11 criteria

• Possible Diagnosis
• Mild

• Moderate

• Severe

• Remission



ASAM 6 Dimensions

• Intoxication and withdrawal potential

• Biomedical conditions/complications of SUD

• Emotional, behavioral, or cognitive 
conditions/complications

• Readiness to change

• Relapse/continued use potential

• Recovery/living environment



Determine Risks and Prioritize Needs

Severity of each 
dimension

Interaction between 
dimensions

Higher intensity 
services tend to be 

needed:

Instability in 
multiple dimensions 

Presence of 
comorbid conditions 
or complications of 

SUD



You’ve done the 
assessments, now 

what? 



Use Risk-Need-Responsivity Principles



What is Integrated Case Planning?

How the information is shared

How to the goals with all the parties align

Acknowledging stages of change

Individualized based on participant need

Fluid and dynamic

Comprehensive 



EFFECTIVE CASE PLANNING

• Involve the participant in development

• Interventions that address criminogenic 
needs

• Specific, concrete, and easy to follow



KEY POINTS TO REMEMBER

• Plans and goals should be fluid, and should 
change as successes and challenges occur for 
clients

• Case plan goals should also be reflective of 
responsivity factors

• Case plan is different than treatment plan



Developing Tracks

Determining Placement by 
Risk and Need



Quadrant Model

High Risk Low Risk

High 
Needs

Low 
Needs

Standard Track

Accountability,

treatment, and
habilitation

Treatment Track

Treatment

and
habilitation

Supervision Track

Accountability

and
habilitation

Diversion Track

Secondary prevention
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✓ Status calendar

✓ Treatment

✓ Prosocial & adaptive habilit.

✓ Abstinence is distal

✓ Positive reinforcement

✓ Self-help/alumni groups

✓ ~ 18–24 treatment court

✓ 9 to 12 mos. treatment (~200 

hrs.) 

✓Noncompliance calendar

✓ Treatment (separate milieu)

✓ Adaptive habilitation

✓ Abstinence is distal

✓ Positive reinforcement 

✓Self-help/alumni groups

✓ ~ 12–18 mos. program

✓ 9 to 12 mos. treatment (~200 

hrs.) 

✓ Status calendar

✓ Prosocial habilitation

✓ Abstinence is proximal

✓Negative reinforcement

✓~ 12–18 mos. program

✓Criminal thinking (~100 hrs.)

✓Noncompliance calendar

✓ Psycho-education 

✓ Abstinence is proximal

✓ Individual/stratified groups

✓ ~ 3–6 mos. program

✓Education (~ 12–26 hrs. or 

less)



RNR Driven?

1. Program places participants into 
two tracks based on offense: 
misdemeanor or felony.

2. All participants attend IOP with 
the same treatment provider.

3. Screening tools are used as the 
sole means for entry.

4. Assessments are completed after 
entry.



High-Performing     
DUI Courts

1. Fidelity to the model.

2. Early screening/assessment. 

3. Treatment needs are identified, 
provided, and individualized.

4. Sentencing, program placement, 
and case planning utilizes the RNR 
model.

5. Entry occurs within 50 days… 30 
days or less for overachievers.



High-Performing     
DUI Courts

6. Teams are high-functioning. 

7. Holistic, wraparound approach.

8. Behaviors are identified and 
addressed immediately.

9. Incentives and therapeutic 
adjustments outweigh sanctions.

10. Individualization matters. 



QUESTIONS?



Chris Konschak
Senior Director,

Traffic Safety and Government Relations
Responsibility.org

Chris.Konschak@responsibility.org
(202) 637-0571
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