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1.0 Introduction

1.1 Background to the symposium

Scientific evaluations of interlock programs have repeatedly demonstrated that DWI* re-
offence rates among DWI offenders who participate in interlock programs are
significantly lower than comparable groups of offenders who do not participate. Despite
this evidence and the proliferation of interlock programs throughout the United States,
Canada, Australia, and Europe, many challenges remain. For example, participation
rates in most interlock programs are notoriously low — typically less than 10% of DWI
offenders participate in an interlock program. Even mandatory programs often fail to
achieve high participation due to non-compliance with either judicial orders or the
requirements of licence reinstatement. Hence, there remains significant potential for the
growth of interlock programs by increasing the number of interlock programs available,
encouraging greater participation in interlock programs, and enhancing compliance with
interlock requirements.

Another challenge is to prolong the benefit of interlock programs. A repeated finding
from interlock evaluation studies is that lower recidivism rates are evident only during the
period the interlock is actually installed in the offender’s vehicle. Once offenders have
served the required period of time in the interlock program and the device is removed
from their vehicle, recidivism returns to a rate similar to that among DW!I offenders who
did not participate in the interlock program. Thus, it would appear that while the vast
majority of participants are able to comply with the demands of the interlock program
while the device is installed, many fail to make lasting changes in their behaviour. Once
the interlock is removed, they return to their previous habits and driving after drinking
continues.

Although some would argue that this latter finding suggests that interlock programs are
not effective, others would argue that it merely indicates that interlock programs need to
be longer. Still others would suggest that it represents a failure to develop a
comprehensive program integrating interlocks with alcohol rehabilitation programs to
effect more enduring changes in behaviour. A substantial proportion of DWI offenders,
particularly repeat offenders, have serious drinking problems and are in need of some
type of intervention and/or rehabilitation. Without changes in the pattern and extent of
alcohol consumption, drinking-driving behaviour will eventually re-appear. But interlock
programs were never intended to treat drinking problems. They are primarily a means of
incapacitation, to prevent the drinker from driving. Creative and novel approaches are
needed to integrate interlock programs with rehabilitation programs to help ensure
participants begin to make significant changes in their behaviour that will persist after the
completion of the interlock program.

! In this report, the acronyms DWI and DUI are used interchangeably to represent an alcohol-

impaired driving offence.
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This challenge was a key feature of the discussions at the Fifth International Symposium
on Alcohol Ignition Interlock Programs.

1.2 History of the Symposium

The first international symposium on alcohol ignition interlock programs was held in
Montreal in September, 2000. It was a relatively informal meeting attended by about 25
individuals representing the research community, interlock manufacturers, service
providers, and policy makers. The discussions focused on the current state of the art of
interlock programs, their effectiveness, and ways to enhance and expand these
programs. The discussions were summarized in a report entitled “Best Practices for
Alcohol Interlock Programs” (Beirness 2001).

Since then, an international interlock symposium has been held every year:
¢ November 2001 -- Toronto, Ontario
¢ October 2002 -- Vero Beach, Florida
¢ October 2003 -- Hilton Head, South Carolina

Reports from each of these events can be found by visiting the TIRF website
www.trafficinjuryresearch.com. Hard copies can be obtained by sending a request to
tirf@trafficinjuryresearch.com.

The Fifth International Symposium on Alcohol Ignition Interlock Programs was held in
Tempe Arizona in October, 2004. This event attracted over 150 delegates from 12
countries and 23 states.

1.3 Purpose of the Symposium

The overall purpose of the ignition interlock symposium is:

To provide a forum for researchers, program specialists, vendors, policy
makers and others to learn from each other about the latest
developments, strategies, and tactics and to discuss current and
emerging issues in interlock programs.

In keeping with this purpose, the theme of the fifth international symposium was
“Pushing Back the Frontiers” and was intended to challenge participants to find novel
ways to enhance the value of interlock programs.

1.4 Scope of the Report

This document provides a summary of each of the presentations at the symposium. The
symposium opened with a session on alcohol rehabilitation programs and how they can
be successfully integrated with interlock programs to enhance and extend the beneficial
impact. This was followed by sessions on innovations in interlock programs, testing and
certification issues, the implications of TEA-21 for interlock programs, a update on new
and innovative interlock programs around the world, and an update on interlock
research.
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2.0 Integrating Rehabilitation
and Interlock Programs

Overview of State Alcohol and Treatment Rehabilitation

Services

Lewis Gallant, Ph.D.

National Association of State Alcohol and Drug Abuse Directors
Washington, DC

The National Association of State Alcohol and Drug Abuse Directors (NASADAD) is a
not-for-profit membership-based association that was founded in 1971 to serve
individual state authorities on the issue of substance abuse. Members include
representatives from the 50 states, the District of Columbia, and Territories. NASADAD's
basic purpose is to foster and support the development of effective alcohol and other
drug abuse prevention and treatment programs throughout every State and Association
members are responsible for administering and managing public substance abuse
treatment and prevention systems through a $1.779 billion Federal Block Grant.

NASADAD consists of three components: the National Prevention Network, which
provides a national advocacy and communication system for prevention; the National
Treatment Network, which is dedicated to the promotion of effective, socially responsive
programs, and evidence- and research-based best practices to expand and improve the
publicly-funded substance abuse treatment system in each State; and, the State
Methadone Authorities.

Within NASADAD, there are a number of committees structured to address particular
issues such as public policy, prevention, research, treatment, criminal justice, and child
welfare. Of greatest importance to the field of impaired driving is the public policy
committee. The primary objectives of this committee are to support the programs and
goals of the Substance Abuse and Mental Health Services Administration (SAMHSA), to
facilitate relations between the State Directors and Federal partners, and to address
issues of immediate interest.

NASADAD is responsible for administering the funds that support the public-funded
substance abuse system. Currently, NASADAD is working with SAMHSA on the
transition from the traditional grant to a new Performance Partnership Grant which calls
for increased accountability through reporting requirements in exchange for more
flexibility in spending. Treatment referrals for alcohol use disorders are frequently based
on specified placement criteria with consideration of results obtained from utilizing the
Addiction Severity Index. Generally treatment occurs in four types of service categories.
These include:
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e Detoxification/24 hour/Day care. This may involve inpatient treatment at a
hospital or residential facility that is equipped to handle withdrawal and the
medical complications associated with this process.

e Rehabilitation/Residential care. This can involve a short-term or long-term
treatment for alcohol and other drug dependency and may occur in a hospital or
residential setting. In some instances these services may include transitional
living arrangements such as halfway houses.

e Ambulatory services. This typically involves outpatient treatment services or
other pharmacological services other than methadone. Services may be offered
to individuals and to families. Intensive treatment of this nature may last two or
more hours a day for three or more days per week.

o Methadone. There are treatment services offered in conjunction with prescribed
methadone that may involve detoxification, maintenance or abstinence.

These services are available to all persons with alcohol/drug dependency problems.
Many clients have a history of DWI offences and DWI offenders are eligible and should
be considered for these programs.

Traffic Injury
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Treatment of the DWI Offender

Thomas H. Nochajski, Ph.D.
School of Social Work
University of Buffalo SUNY
Amherst, NY

What is Treatment?

For persons with alcohol/drug problems, treatment can involve a broad range of
services, including identification, brief intervention, assessment, diagnosis, counselling,
medical services, psychiatric services, psychological services, social services, and
follow-up (Institute of Medicine 1990). For DWI offenders, treatment is typically
associated with rehabilitation efforts, which have included education programs, victim
impact panels, community service, and/or more traditional substance abuse treatment.
The overall goal of alcohol/drug treatment services is to reduce or eliminate the use of
alcohol/drugs as a contributing factor to physical, psychological, and social dysfunction
and to arrest, retard, or reverse the progress of associated problems. (Institute of
Medicine 1990). In the case of DWI offenders, this includes the prevention of repeat
DWI offences.

Does Treatment Work?

Evidence for the success of treatment comes from a variety of sources and involves a
number of outcome measures. For example, following treatment, health care costs tend
to go down dramatically and DWI recidivism rates are 7-9% lower. Research has
demonstrated that treatments that focus on abstinence alone tend to have poorer
outcomes and those that focus on broad spectrum goals have better outcomes.
Treatments that combine strategies and have aftercare follow-up have the best impact.
For DWI offenders, treatment is often viewed as an additional sanction, which effectively
imposes an additional period of monitoring. The longer the person stays in the treatment
program, the better the outcome. A primary problem associated with mandated
treatment for DWI offenders is engaging them in treatment. Once engaged, the problem
becomes one of retention. A recent study showed that the risk for subsequent DWI
arrest was greatest for the group that signed up for a DWI rehabilitation course but never
attended. Those who began the program but dropped out before it was finished showed
greater risk for subsequent DWI arrest than those who completed the program.
However, even those with some exposure to the program appeared to show a reduced
risk for recidivism relative to those who did not show up at all.

Orientations to Treatment

Within the field of addictions, there are several theoretical models of addictions that
guide a particular approach to treatment. For example, the medical/disease approach
assumes that the cause of the addiction is an underlying physiological malfunctioning. A
psychological orientation assumes there is some underlying psychopathology or
inappropriate social learning that manifests itself as problem drinking. The
biopsychosocial approach is based on the assumption that problem drinking/drug use is
the result of a complex interaction of the biological, psychological and sociocultural risk
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factors. The approach that has guided much of the work with DWI offenders in New
York is the Transtheoretical Model of Change or Stages of Change approach.

The Stages of Change Approach

The Transtheoretical Model of Change identifies five stages leading up to behaviour
change (Prochaska, DiClemente and Norcross 1992). Early states focus on problem
recognition -- i.e., precontemplation, contemplation; middle states deal with readiness to
take the challenge of changing behaviour -- i.e., preparation; and later stages deal with
implementation and maintenance of the behaviour -- i.e., action, maintenance. Many
DWI offenders have yet to enter a cycle of change and will most likely be in the
precontemplation stage. For the most part, DWI offenders are content in their pattern of
substance use and enter a rehabilitation/treatment program reluctantly and/or under
some degree of coercion. They are often labelled as being in “denial”. A thorough
assessment is required to help understand the client’s pattern of substance use
behaviour and their current stage of change.

The treatment approach utilizes motivational interviewing techniques to have clients
begin to move through the stages of change by: raising doubts within the client about
their use of alcohol/drugs; increasing the perception of risks associated with current
patterns of use; creating ambivalence about alcohol/drug use; evoking reasons to
change and the risks of not changing; helping the client prepare for, and strengthen the
commitment to, change; implementing a plan for change; setting goals; and developing a
strategy for the prevention of relapse.

Motivational interviewing is a counselling approach to help people recognize and do
something about their present or potential problems (Miller and Rollnick 1991). Itis
particularly useful with people who are reluctant to change and ambivalent about
changing. It is intended to help resolve ambivalence and get the individual moving along
the path of change. The approach views client behaviour in terms of the total process
or cycle of change. The focus is on matching the client’s stage of readiness to change
with treatment. The goal is to help the client work through the ambivalence and
indecision that invariably accompanies change. It avoids confrontation, which can lead
to an entrenchment or defence of the benefits of substance use by the client.
Motivational interviewing acknowledges and explores the conflict over change and
encourages the client to consider the benefits of change and instils a sense of self-
confidence in the individual’'s own ability to effect change and achieve the desired
outcome.

Conclusions

There is a need in the field for training around assessment procedures for criminal
justice clientele.

Retention of individuals in alcohol/drug treatment programs is essential to achieve a

reduction in recidivism rates. Getting DWI offenders to attend a few sessions appears
beneficial; having them complete the program is better.
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Treatment should be focused on the specific needs of the individual and should include
components focused on motivation for change, behavioural skills, and relapse
prevention.

Current approaches to the treatment/rehabilitation of DWI offenders may need to be
altered to enhance the overall beneficial effect. For example, the use of harm reduction
approaches may prove to be beneficial; there is a need to provide alternatives to
abstinence; continuous assessment throughout the treatment process is required to alter
treatment goals to meet the need of the client; individual therapy should be used if
deemed necessary; and multiple approaches may be required.

References
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Ignition Interlocks As a Component of the Judicial and

Treatment Systems
David S. Timken, Ph.D.
Timken and Associates
Boulder, CO

Evaluation studies have indicated the effects of interlock programs are quite robust;
however, there are little if any residual effect in terms of preventing impaired driving once
the device is removed (Beirness & Marques 2004). There have been two approaches
utilized to overcome the temporary nature of the interlock effect. These are: 1)
improving the ability of the Judicial system, primarily probation departments and motor
vehicle authorities to predict which DWI offenders pose the highest risk to public safety if
they become fully re-licensed and no longer controlled by the interlock, or those
offenders who choose to drive impaired even while under restraint; and 2) improving the
guality of DWI treatment programs while the offender is still required to be on an
interlock (Beirness & Marques 2004; Marques, Tippets, Voas, Danseco and Beirness
2000).

The Judicial System and Interlocks

The use of interlocks required by probation departments in Colorado has been quite low.
Data submitted by Alcohol Drug Evaluation Specialists (ADES) over the past several
years indicate that so few DWI offenders were recommended for interlocks, that the
percentage was 0.0 (ADAD 2004). Informal discussion about why more interlocks are
not required shows the concerns include cost, lack of information on the devices
(including availability), perception of them not working, negativity from judges, and the
perceived extra monitoring requirements (ADES 2003-2004)

In terms of predicting recidivism, the number of BAC tests above .02 strongly predicts
another DWI offense (Marques, Tippets, Voas & Beirness 2001; Marques, Voas &
Tippetts 2003; Marques, Tippetts & Voas 2003). Evaluation of the relative strength of
this effect to other known predictors -- e.g., prior DWI offenses, moving violations,
demographics and screening and assessment questionnaires -- has shown this to be
superior.

In light of these compelling data, what should ADES be doing in terms of interlocks?
Certainly the use of interlocks should be increased. First time DWI offenders who are
assessed as being high risk as well as repeat offenders should be seriously considered
for having an interlock installed on all vehicles available to them. In order to have the
interlocks work best, the following recommendations are being made: 1) become familiar
with the devices and the companies that provide them in the area in which your DWI
offenders reside; 2) establish written agreements with the interlock providers concerning
reporting requirements; 3) establish written protocols for when and what actions you will
take against DWI offenders when positive BACs are reported to you; 4) communicate in
writing to the DWI offender the potential consequences of positive BACs while on the
interlock; 5) communicate with your judges concerning the requirements associated with
the interlock and your agency’s menu of responses; and 6) require the treatment agency
to whom the DWI offender is referred to include in the treatment regimen either an
integrated component of the program designed to prepare the individual to prevent
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another DWI charge once the interlock is removed as well as using the interlock
therapeutically while it is still installed; or to have the treatment agency utilize a specially
designed interlock enhancement program such as the Support for Interlock Planning
Program (SIP)(Timken & Marques 2001a; 2001b).

Interlocks, particularly when combined with other court-ordered sanctions can be a most
useful and effective tool in preventing recidivism and in turn increasing public safety.
While interlocks have been proven to be somewhat beneficial only a small percentage of
eligible DWI offenders (generally 20% at most) choose to participate in an interlock
program rather than remain under restraint with no driving privileges (Voas et al. 1999).
The concern is obvious considering the number of DWI offenses committed by
suspended drivers flaunting the law. Court ordered interlock requirements have much
more clout behind them particularly when imposed as part of a multi-year probation
requirement.

Interlocks and Treatment

Regarding the improvement of DWI treatment programs for offenders using interlock, a
manually driven protocol was developed and is currently being evaluated in Texas
(Timken & Margues 2003a; 2003b). This combines cognitive behavioral treatment with
aspects of the Community Reinforcement Approach (Meyers & Smith 1995), Harm
Reduction (HR) (Marlatt 1998), the Driving With Care model (DWC), (Wanberg, Milkman
& Timken 2003), the Transtheoretical Model of Change (Prochaska et al. 1992) and
Motivational Enhancement (Miller & Rollick 2002; Miller et al. 1992)) This intervention
combines 12 hours of services delivered in both individual and group sessions. This
approach has been titled “Support for Interlock Planning (SIP). While preliminary data
indicate that significant reductions have been made in drinking level and drinking
consequences, it is premature to speculate on long term outcomes including DWI
recidivism (Beirness & Marques 2004).

It has become clear when viewing the experiences from the SIP program that a number
of clinical enhancements need to be initiated. All DWI offenders entering the program
should be screened in terms of their alcohol and drug use and driving behavior.
Examples of such instruments are the Adult Substance Use Driving Survey (Wanberg &
Timken 1998), Lovelace Institute’s Comprehensive Screening Instrument, (Lapham,
Wanberg, Timken & Barton 1996), and the Driver Risk Inventory (Lindeman 1987). At
the conclusion of the SIP program, an in-depth differential assessment instrument such
as the Adult Clinical Assessment Profile (ACAP) (Wanberg 1999), or the Alcohol Use
Inventory (AUI)(Horn, Wanberg & Foster 1990) should be administered along with a DWI
offender profile such as the Master Profile (MP) (Wanberg, Milkman, & Timken 2003)
which is completed independently by both the client and counselor. The FRAMES
model (Miller & Rollnick 1991; 2002) should be utilized with all such instrumentation.

While the group portion of SIP has been completely delineated, the individual sessions
have not been detailed. This was an error and needs to be rectified.

Counseling staff needs to be competent in motivational enhancement techniques as well

as being comfortable with the approaches combined in the SIP program. Persons
grounded in the abstinence only approach will be detrimental to the program and will
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have great difficulty providing fidelity to the model, which is paramount to positive
outcomes.

State standards in terms of charting and other record keeping and federal confidentiality
must be met. The Health Insurance Portability and Accountability Act (HIPAA)
requirements need to be met if applicable to the agency providing interlock counseling
services.

In addition to standard quality assurance procedures, regularly scheduled clinical
supervision must be included. Videotaping of sessions and/or supervisor attendance at
sessions along with feedback need to be provided in order to assure “best practices” and
fidelity to the model.

Intense and continued effort must be made toward establishing and maintaining
communication with referral sources. Reports must be submitted on time and be
of the utmost accuracy and completeness. Poor communication along with lack
of “ownership” of the program by referral sources can result in the termination of
the program.

An interlock counseling program regardless of whether it accepts court referrals or MVD
referrals can “stand alone” or be part of an overall DWI treatment program. It can also
serve as a “booster” to DWI treatment programs. The latter may be particularly effective
when the State in question requires an interlock be installed for a period of time after a
driver’s license revocation has been served and all reinstatement requirements including
the completion of treatment have been met. Interlock counseling programs should not
be used in lieu of treatment but to complement it. DWI offenders who have been
screened and assessed as not needing treatment, may indeed benefit from a brief
interlock enhancement counseling program as a “stand alone” intervention.

Continued evaluation of interlock counseling programs and the use of interlocks by the
judicial system must be maintained. Future decisions concerning them need to be made
on the basis of outcomes.
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Identifying Potential Recidivists: Who will “GET IT”, Who

Won’t, and How Do We Tell the Difference?

Paul Marques
Pacific Institute for Research and Evaluation
Calverton, MD

This paper combines information on two topics related to interlock programs that are
roughly parallel to a researcher’s variation on the serenity prayer: How can we detect the
offenders that we cannot change? How do we go about trying to change the offenders
who are able to change? And how do we know the difference? These are relevant
qguestions regarding the interlock device and programs because we know that no matter
how well interlock programs can control offenders while the device is on the car and
working, some portion of those offenders will revert to drinking driving and public
endangerment after the interlock control period ends. And the final part of this puzzle is
how do we get the courts to take action when we are able to make a distinction between
the changeable and the unchangeable with a reasonable probability of accuracy?

How do we detect the offenders that we have not changed?

Since we know that self-report about future intentions is of limited value in predicting
future behavior, it is necessary to rely on objective indicators to make such predictions.
Work that we have done and published in several places (Marques et al., 1999, 2001,
2003a, 2003b) has shown that the rate and timing of BAC tests elevated above .02% (20
mg/dl) logged on the ignition interlock record are excellent predictors of future post-
interlock recidivism. In Cox regression analyses we have determined that prior DUI
offense records and data about the daily patterns of BAC tests in the interlock are the
only predictors, among dozens tested, that prove noteworthy in final predictive models.

This category of predictors depends entirely on the behavior of the offender; one type
(prior offenses) is based on historical behavior from the DUI record, and the other type is
derived from more proximal drinking behavior as captured by the interlock device. As
good as this evidence is as a predictor, however, it is incomplete. While the objective
profile from these behavior records don't lie, they fail to completely scale the risk of first
time DUI offenders (who have no prior DUI record), and these two predictors will miss
some offenders who use cars other than the one with an interlock.

A supplementary method of scaling drinking risk is available from alcohol biomarkers.
These markers can be collected from a variety of body specimens including urine, whole
blood, serum, and hair. Some will also be found in oral fluid/saliva. The types of markers
available to estimate past drinking are generally divided into two types: indirect markers
and direct markers. BAC level itself is a direct marker (directly reflects ethanol
consumption), but the trace is gone in most cases after a period of 8-12 hours when
ethanol has cleared from circulation. The rapid loss of detectable levels of ethanol in
circulation makes it difficult to rely solely on ethanol to document exposure. The other
markers can be detectable for days to months later depending on which biological
specimen is used for sampling, the frequency and degree of drinking, and in some cases
gender and age factors.

Indirect alcohol biomarkers are those that are dependent upon some transformation of a
target organ or molecule following alcohol exposure. The two indirect alcohol
biomarkers used for the longest time in clinical practice are ALT (alanine
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aminotransferase), and AST (aspartate aminotransferase). These are very non-specific
markers because many types of liver disorders can cause them to become elevated.
Nonetheless, when someone has been a long term heavy drinker, elevation of AST and
ALT can support a diagnosis of alcohol abuse if other elements of a person’s life are
concordant. Today the most widely used of the indirect markers are GGT (gamma
glutamyltransferase) and CDT (carbohydrate deficient transferrin). GGT elevates in the
presence of repeated exposure to ethanol as does CDT. Current evidence suggests
that at a consumption rate of approximately 60 gm/day (5 standard drinks) for a week or
two will raise CDT. CDT is a form of the iron transport protein, transferrin, that has
become deficient in carbohydrate on its sialic acid residues. CDT is the most specific to
ethanol exposure of all the indirect markers and that is a distinct advantage since it
means there are no other known factors that will cause CDT to elevate. GGT is about
equally sensitive as CDT, but is somewhat less specific than CDT. GGT has a cost
advantage since it is quite inexpensive (under $5 per sample and is widely available vs.
approximately $35 per sample to measure CDT which requires a specialty lab that can
either do HPLC methods or is qualified to use the Axis-Shield %CDT kit). All of these
markers are found in serum. There are other, more recently discovered, indirect
markers, such as beta hexosaminidase and apolipoprotein J, and undoubtedly more will
be discovered soon. Alcohol biomarkers are under active study at this time.

The direct markers of alcohol are products of alcohol metabolism, some of which linger
long after the parent compound, ethanol, has been deactivated. Some, like ethyl
glucuronide (EtG), can be found in serum, urine or hair. In serum the duration of
detectability is brief (a day perhaps), in urine it is detectable for several days up to a
week, whereas in hair it will be around for months — or as long as the hair is around.
Fatty acid ethyl esters (FAEE) similarly can be found in serum and hair. More work has
been done to date on FAEE in hair, particularly by Fritz Pragst and collaborators (2001),
as a long-term exposure marker than any other alcohol biomarker.

The advantage of the direct markers is that they directly reflect consumption levels since
they are ethanol biotransformation products. Phosphatidyl ethanol (PEth), found in the
red cell fraction of blood is also very specific to ethanol and in studies of alcoholism
treatment samples was reliably elevated in all new intakes (Wurst et al., 2004). There
are other direct markers as well, such as glucuronide conjugates (GTOL) of
hydroxytryptophol (HTOL) as well as HTOL itself. It is yet to be determined the extent to
which these markers will elevate in routine DUI offenders (some have been studied) but
they elevate very well in the body fluid or hair specimens of alcoholics. We (Marques,
Allen, Wurst and Javors) currently have a study underway in Alberta, Canada that will
examine the predictive profiling that is possible by combining alcohol biomarkers (both
direct and indirect) and the behavioral test record from the interlock BAC test record.
Blood and hair are being collected along with diagnostic and self-report instruments and
the interlock data records on willing participants who are currently active participants in
the Alberta interlock program.

How do we change the offenders that can be changed?

We (Marques, Voas, Timken and Field) have implemented a motivational enhancement
program specific to the court-ordered interlock user in the Dallas-Ft. Worth area of
Texas. The program has both group and individual components. The comprehensive
MATCH study determined that motivational approaches are the most helpful among
those who are most resistant to the idea of personal change. Conventional treatment is
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often too much too soon for people who have not given much thought previously to
changing drinking decisions.

The purpose of the motivational interventions is to improve the DUI offenders’
awareness of the self-interest benefits that will follow from adhering to plans that
separate drinking and driving even after the controlling function provided by the interlock
device has been removed. That is, the program attempts to build the motivation to stick
with whatever life adjustments were made to accommodate to the interlock device.

The behavior theory underlying the intervention models studied in these interlock-linked
programs is built around personal change readiness and motivational enhancement
theories. The former is usually associated with the research of Prochaska, DiClemente,
and collaborators (Prochaska & DiClemente 1984; Prochaska et al. 1992), while the
latter is associated with the work of Miller, Rollnick, and collaborators (Miller and Rollnick
1991; Bien, Miller, & Tonigan 1993; Miller & Sanchez 1993). A combination of these
approaches arises from evidence that personal change proceeds along a somewhat
predictable readiness to change sequence. Until someone believes that an effort to
change has some self-interested benefit, the offender will rarely make the effort.
Wieczorek et al. (1997) found that motivational approaches are effective with DUI
populations, and that among DUIs there is has a high proportion of “precontemplators,”
people who have not thought much about personal change.

How do we differentiate those who will embrace change and those who will not?
We believe the best decisions will be made when a combination of behavioral and
biological indicators are used to supplement or validate anything that is learned from the
usual self-report and interview assessments. Our own preliminary findings in the Texas
interlock support program have identified a group of offenders who pose the greatest
risks (based on the interlock record) are among those least likely to disclose information
about their drinking and adverse drinking consequences. Accordingly, a combination of
traditional assessments together with more objective evidence from the interlock record
and alcohol biomarkers may provide the most specific information about whether DUI
offenders should be free to drive without an interlock device.

We look forward to a day when court systems or DMVs will be willing to implement
criterion-based sanctioning. In this scenario, objective evidence would help form one of
the bases for decisions about issuing unrestricted licenses and aid in deciding whether it
is in the public interest to extend interlock time for offenders who demonstrate that their
drinking still poses a significant risk to the general public. As sanctions go, the interlock
is very offender-friendly compared to more restrictive forms of control such as house-
arrest. Only the court can insist on more restrictive sanctions, so it is likely that only the
courts can motivate offenders to recognize that accepting the restrictions of an interlock
program is a form of pragmatic and enlightened self-interest. It may be that inventive
laws such as those recently passed in New Mexico will remove the judicial barriers to
more widespread use of interlock devices.
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