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Trends in Drunk Driving

In recent years, there has been a dramatic
decrease in the numbers of drinking drivers
with blood alcohol content at or above 0.08
grams per deciliter (g/dl; National High-
way Transportation Safety Administration
[NHTSA], 2009). This trend seems to have
been facilitated by several strategies that
include sobriety checkpoints, reduced per-
missible blood alcohol concentration (BAC)
to 0.08 g/dl, minimum legal drinking age
laws, zero tolerance laws for underage driv-
ers, and sentencing guidelines. Despite this
promising trend, motor vehicle crashes caused
by alcohol impairment still cost an estimated
$37 billion annually, and in 2010, more than
10,000 people died in alcohol-related driving
crashes, a rate that equates to one death every
51 minutes (NHTSA, 2005).

DeMichele and Lowe (2011), summariz-
ing a decade of drunk driving research, report
that the majority of all impaired driving epi-
sodes were committed by a small group of
reoffenders. Estimates suggest that 3% to 5%
of drivers account for approximately 80% of
the total drunk driving episodes. Histori-
cally, little progress has been made to prevent
impaired driving by driving-under-the influ-
ence (DUI) recidivists. In studies designed to
evaluate treatment outcomes for recidivists,
rates of reoffending range from 7% (Beck
et al., 1999) to 15% (LaBrie et al., 2007;
Rojek et al., 2003). Simpson and colleagues
(1996) report that 30% of DUI offenders
reoffend within 10 years. Kunitz and col-
leagues (2002) report that 40% of offenders
who receive no treatment for alcohol abuse
reoffend within five years. Research and
resources have been committed to identify-
ing appropriate screening tools and recidivist
characteristics. Continued research would
enhance risk identification and facilitate
matching appropriate levels of care to treat-
ment needs (Andrews & Bonta, 2010).

Variables Associated With
DUI Recidivists

Variables strongly associated with DUI
recidivists fall into four broad categories:
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1. Demographic characteristics;

2. Criminogenic factors;

3. Alcohol- and drug-related factors; and
4. Completion of court requirements.

Demographic Characteristics.
Results from a meta-analysis by Gendreau
and colleagues (1996) found specific demo-
graphic characteristics associated with
reoffending. These characteristics includ-
ed gender, marital status, race/ethnicity,
and cducational attainment. Subsequent
research into DUI recidivists confirmed
that white males over age 35 with a high
school education or less are associated with
higher rates of reoffending than the gen-
eral population (Beck et al., 1999; Kunitz
et al., 2002; LaBrie et al., 2007). Native
Americans are more likely to reoffend than
whites and non-whites. Whites are more
likely to reoftfend than African Americans,
Hispanics, and Asians. Asians have the low-
est rates of arrest for DUI and reoffending
(NHTSA, 2010).

Although providing a useful description
of a repeat impaired driver, these charac-
teristics do not differ significantly from
the characteristics of first-time offenders
(Lacey et al., 1999). Moreover, Rauch and
colleagues (2010), in a review of Maryland
driving records, found that women were as
likely as men to reoffend once they had a
received a violation. Despite the similarities
across groups, demographic characteristics
may offer some predictive power when com-
bined with other factors.

Criminogenic Factors. Research
has identified several criminal history fac-
tors that are associated with DUI reoffend-
ing. Meta-analyses results have identified
prior criminal history and antisocial behav-
iors as the strongest predictors for reoffend-
ing (Gendreau et al., 1996; Nochajski &
Stasiewicz, 2006). As reported by Nochajski
and Stasiewicz (2006), repeat DUI offend-
ers are more likely to have been involved
in additional motor vehicle crashes and to
have received more traffic violations than
first-time DUI offenders. It has been sug-
gested that repeat DUI offenders are poorer
drivers than first-time DUI offenders.

Alcohol- and Drug-Related
Factors. Rauch and colleagues (2010)
examined 100 million Maryland driving
records to determine the impact of an initial
alcohol-related violation on recidivism.

As one might expect, prior alcohol-related
violations are associated with additional
acts of reoffending. Moreover, any alcohol-
related violation, regardless of conviction,
was found to be associated with DUI recidi-
vism (Rauch et al., 2010).

BAC results as a predictor of DUI recidi-
vism have been mixed. with some studies
finding a positive relationship and others
finding no relationship between the two
factors. Refusal to complete a breath test,
however, has been associated with DUI
recidivism (Nochajski & Stasiewicz, 20006).
Heavy-drinking patterns have been associ-
ated with DUI recidivism as has a positive
family history for alcohol or drug problems.
Moreover, prior treatment for alcohol or
other drug problems is also related to repeat
DUT offenses.

Completion of Court Require-
ments. The NHTSA (2005) commis-
sioned a report on effective DUI sentencing
guidelines. These guidelines generally fall
into two categories: sanctions and treatment
(NHTSA, 2005; Nochajski & Staseiwicz,
2006). Sanctions include:

* Fines;

« Driver’s license suspension or revoca-
tion;

« Probation;

« Jail sentences; and

+ Ignition interlock systems.

Treatment requirements typically involve
participation in education and alcohol treat-
ment programs. Offender sentences may
include a combination of sanctions and
treatment requirements.

Studies examining the effectiveness of
sanctions and treatment on recidivism vary
widely. It is estimated that participation in
treatment reduces recidivism by 7% to 9%
and that the use of the ignition interlock
system reduces recidivism by 60% to 90%
(NHTSA, 2005). Regardless of the require-
ments, studics have confirmed that recidi-
vism is reduced when an offender complies
with and completes his or her sentencing
requirement (Beck et al., 1999; Nochajski
& Stasiewicz, 20006).

The Current Study

Despite the depth and breadth of informa-
tion available on recidivist characteristics
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and the identification of some prediction
variables, very few studies have examined
offender attitudes about drinking, coping
strategies, motivation to change drinking
patterns, or treatment engagement (Nochajs-
ki & Stasiewicz, 2006). These factors may
refine prediction of DUI recidivism, as well
as identify protective or mediating factors for
reoffenders. The current study used the Flor-
ida Driver Risk Inventory (DRI; Behavior

possible recidivists. Recidivists were iden-
tified when two DRI cases contained the
same code but with different DUI dates
and unique percentile scores. This process
resulted in the identification of 4,295 DUI
recidivists, representing approximately 4%
of the total Florida DUI offenders. This
percentage, which is lower than other recidi-
vist findings (Beck et al., 1999; LaBrie ct
al., 2007: Rojek et al., 2003), may be due
to the identification process used in this
study. Data, including the unique identi-
fier, were entered by the offenders online.

A unique code, along with static demographic
variables (date of birth, gender, race/ethnicity), was
used to identify possible recidivists.

Data Systems, 2012), a DUI screening
instrument, to examine stress management
and treatment motivation for 4,295 DUI
recidivists. The guiding hypothesis states
that recidivists will have mean scale scores
that indicate more severe problems with
stress and coping. In addition, recidivists
will report higher levels of motivation for
engaging in treatment.

Study Methods

Participants. The study used data
from 236,713 Florida offenders who com-
pleted the DRI between 2005 and 2012, The
State of Florida mandates that all offend-
ers complete the DRI regardless of being
convicted or receiving reduced charges for
a DUI. A unique code, along with static
demographic variables (date of birth, gen-
der, race/ethnicity), was used to identify

Consequently, some identifiers were missing
or incomplete, which limited the ability of
rescarchers to link related offender cases.
Seventy-five percent of Florida DUI
recidivists were male, 25% were female.
Seventy-one percent of the reoffenders were
Caucasian, 10% were African American,
16% were Hispanic, 1% were Asian, less
than 1% were Native American, and 2%
who selected ““other” provided no additional
information about themselves. The majority
of recidivists, 83%, were single (including
divorced, separated, and widowed) and 17%
were married. Fourteen percent of recidivists
had less than a high school education, 43%
had completed a GED or received their high
school diploma. 26% had completed some
college, 14% had completed a bachelor’s
degree, and 3% had completed a graduate
or professional degree. The demographic

findings were consistent with those of the
larger Florida DRI population and other
recidivist findings.

Offenders were asked a series of ques-
tions about their criminal history. Table 1
summarizes the findings. Eighty-six percent
of respondents reported one or more DUI
arrests, [3% had one or more alcohol-related
arrests (not DUI/DWI), 11% had one or more
drug-related arrests (not DUI/DWI), 99%
had been arrested at least once (including the
current DUI offense), 24% had been involved
in one or more at-fault accidents, 52%
had one or more traffic violations, 25% had
one or more misdemeanors, and 13% had
onc or more felonies. Recidivists had high-
er percentage rates for all criminal history
items when compared to the larger Florida
DRI population.

Eighteen percent of offenders had their
current charges reduced, 81% had their
license suspended, and 5% had another
DUI charge pending at the time of testing.
In the larger Florida DRI population, 14%
had current charges reduced, 83% had their
license suspended, and 4% had another DUI
charge pending at the time the DRI was
administered.

Instrument. The Florida DRI is a
self-report measure that uses 140 items to
develop five percentile scales, or domains,
that address alcohol use, drug use, driver
risk, stress management, and truthfulness.
In addition, the DRI uses a substance abuse
classification that is derived from the Diag-
nostic and Statistical Manual of Mental
Disorders-1V (DSM-1V). The DRI has dem-
onstrated concurrent validity (Chang et al.,
2002), the ability to distinguish between
first-time and multiple offenders (Leshowitz
& Meyers, 1996), and the ability to identify
problem drinkers (Lacey et al., 1999). DRI

Table 1: Recidivist Criminal History Summary
Incidents Reported 9 ! 4 4 LRI
N % N % N % N % N %
Total DUI arrests 605 14 2,664 62 818 19 154 4 4 1
Alcohol-related arrests 3,734 87 377 9 104 2 39 1 25 <1
Drug-related arrests 3,839 89 327 8 66 2 24 <1 19 <1
Total lifetime arrests 16 <1 3,995 93 100 2 100 2 84 2
At-fault accidents 3,247 76 782 18 197 5 40 1 10 =g
Traffic violations 2,027 48 814 20 553 13 372 9 410 10
Misdemeanors 3,198 75 682 16 216 5 97 2 59 1
Felonies 3,751 87 364 9 82 2 29 <1 37 1 |
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scales demonstrate satisfactory reliability
(p < 0.80; Chang et al., 2002). Bishop
(2011) was able to demonstrate some pre-
dictive abilities of the DRI in rapid (within
one year) DUI recidivist detection. More-
over, the NTHSA stated that the DRI is the
only major DUI assessment that addresses
driver risk (Popkins et al., 1988).

For ecach SAl scale, respondents are clas-
sified into four risk ranges:
1. Low risk (zero to 39th percentile);
. Medium risk (40th to 69th percentile);

. Problem risk (70th to 89th percentile);
and

]

(]

4. Severe problem (90th to 100th percentile).

Risk ranges were established by con-
verting raw scores to percentile scores by
using cumulative percentage distributions
(Behavior Data Systems, 2012). This is
similar to the way in which students are
assigned grades or scores for grading
purposes in school. The 70th percen-
tile is often used for passing grades, and
this same percentile initially was used as
a working criterion. Similarly, the 90th
percentile is a benchmark for identifying
severe problems.

In addition to establishing risk thresholds,
the risk ranges serve an important role when
interpreting Truthfulness Scale scores. The
Truthfulness Scale identifies how truthful
the respondent is when taking the DRI and
can be used to recognize those who attempt
to “fake good.” A truthtulness concern is
identified when a Truthfulness Scale score
is at or above the problem risk range (70th

percentile). These respondents are typically
cautious, guarded, or may be defensive in
their answers. Scores in the problem risk
range should be interpreted cautiously.
Severe problem scores on the Truthfulness
Scale (90th percentile and above) invalidate
all scale scores. Responses given by these
individuals are likely biased by minimizing
problems or not clearly understanding the
questions presented in the DRI. Classify-
ing offenders according to predefined risk
ranges provides an efficient and reliable
solution for determining offender risk, and
the impact of truthfulness on test scores
is largely contingent on the severity of the
client’s denial or problem minimization
(Behayior Data Systems, 2012).

The Alcohol Risk Scale in the DRI mea-
sures the respondent’s alcohol use behavior
and severity of abuse. The DRI defines alco-
hol as beer, wine, and other liquors. Ques-
tions regarding alcohol use and abuse are
incorporated into the Alcohol Risk Scale.
The questions differentiate between those
with a history of alcohol abuse but who state
that they currently abstain from alcohol use,
and those who currently abuse alcohol. An
elevated alcohol risk percentile score (70th
to 80th percentile) indicates an emerging
drinking problem whereas scores in the 90th
to 99th percentile identify an established and
serious drinking problem.

The Driver Risk Scale is designed to
identify aggressive, irresponsible, or care-
less drivers. Respondents with elevated
driver risk scores (70th to 89th percentile)
are identified as problem-prone drivers who
would likely benefit from driving improve-
ment programs, and respondents with the
highest percentile scores (90th to 99th) are

dangerous drivers who pose a threat to pub-
lic safety while driving.

The Drug Risk Scale measures the
offender’s drug use and severity of drug use
and abuse. Drugs are defined in the DRI
as marijuana, ice, crack, cocaine, amphet-
amines, barbiturates, and heroin. Similar to
the Alcohol Risk Scale, the DRI Drug Risk
Scale takes special precautionary measures
to differentiate between current drug users
and recovering drug users. An elevated Drug
Risk Scale score (70th to 89th percentile)
identifies those with emerging drug prob-
lems, whereas a severe problem scale score
(90th to 99th percentile) identifies repeated
drug users and current drug abuse.

The Stress Coping Abilities Scale found
in the DRI measures the offender’s abil-
ity to cope effectively with stress, tension,
and pressure. Percentile scores in the prob-
lem risk range (70th to 89th percentile) for
stress coping abilities identify individuals
who would benefit from stress management
intervention programs, and those with per-
centile scores in the severe risk range (90th
to 99th percentile) will likely require more
intensive treatment.

The sixth DRI scale is the Substance
Abuse/Dependency Classification Scale
based on DSM-1V classification criteria.
The substance abuse/dependency classifi-
cation is a binary measure of whether the
respondent does or does not meet the sub-
stance abuse/dependency criteria outlined
in the DSM-1V,

Reliability coefficients were calculated
for the DRI using data from all Florida DUI
offenders. The results—truthfulness = 0.89;
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alcohol = 0.92; drugs = 0.92; driver risk =
0.87; and stress coping abilities = 0.91—
indicate high to moderately high reliability
for the DRI

Analysis. Mean scale scores from all
Florida DUI offenders were compared to the
sample of recidivists using their initial test
administration, and t-tests were conducted
to determine whether differences between
scores for all offenders and the recidivists
were statistically different. Higher mean
scale scores for Alcohol, Drug, and Driver
Risk Scales generally indicated more severe
problems and elevated risk. Scoring for the
Stress Coping Abilities Scale was reversed,
so that lower mean scores indicated more
limited coping or fewer stress management
strategics. As noted above, researchers
expected higher mean scores for recidivists
on Alcohol, Drug, and Driver Risk Scales
and a lower mean score on Stress Coping
abilities. Effcet sizes were also calculated
using Cohen’s d to evaluate the magnitude
of difference between groups. Levene’s test
for equal variances was also applied.

In addition, a chi-squarc analysis was
conducted to explore the relationship
between number of lifetime DUI convic-
tions and offenders’ motivation for treat-
ment. Responses from all Florida DUI
offenders, rather than just the recidivists,
were used in this analysis because some
offenders had DUI convictions that had
occurred in other states or prior to 2005,
when the DRI was implemented in Florida.
Charges, arrests, or convictions for DUI that
occurred in Florida prior to 2005 or in other
states would not have been included in the
recidivist sample.

For the chi-square analysis, DUI con-
victions were grouped in five categories:
0 convictions, | conviction, 2 convictions,
3 convictions, and 4 or more convictions.
Motivation for treatment was addressed by
two fest questions:

I. How would you describe your desire to
get alcohol treatment or help? and

2. How would you describe your desire to
get drug treatment or help?

Response options included: 1 = I want
help (highly motivated), 2 = [ may need help
{moderately motivated), 3 = Maybe, not
sure (mildly motivated), 4 = No need (Not
motivated).

Study Results

As predicted, recidivists had a higher
mean scale score on the Alcohol, Drugs,
and Driver Risk Scales and a lower mean
scale score on the Stress Coping Abili-
tics Scale than non-recidivists. The results
were statistically significant for all scales
(detailed results are displayed in Table 2).
There was wide variation in the effect size

been committed to identifying appropriate
screening tools and recidivist characteris-
tics to reduce the costs (personal, financial,
social) associated with DUI recidivism.
The results of this study showed that recidi-
vists demonstrated poorer stress manage-
ment than non-recidivist offenders in the
larger Florida DUI population. Moreover,
recidivists exhibited more severe problems
associated with alcohol, drugs, and driver
safety than non-recidivist offenders in the
larger Florida DUI population. Results
also indicated that greater numbers of DUI
convictions were related to more motiva-
tion to participate in treatment. From this,
researchers may conclude that recogni-
tion of an alcohol problem may come only
after multiple arrests for alcohol-related

Researchers expected higher mean scores for
recidivists on Alcohol, Drug, and Driver Risk Scales
and a lower mean score on Stress Coping abilities.

(magnitude of difference) of the DRI scales.
Using Cohen’s descriptions of magnitude,
medium effect sizes were achieved for
Alcohol and Drug Scales. Driver Risk and
Stress Coping Abilities Scales achieved
very small effect sizes.

A rclationship between the number of
lifetime DUI convictions and motivation
for alcohol treatment x2 (15, N = 234,580) =
10860, p < 0.001, and motivation for drug
treatment x2 (15, N =234,573) = 2510, p <
0.001 was established. Offenders with more
DUT convictions were more likely to report
higher motivation for trecatment, whercas
those with no DUI convictions or one con-
viction reported very little or no motivation
for alcohol or drug treatment.

Discussion

This study explored the stress manage-
ment and treatment motivations for 4,295
Florida DUI recidivists who completed the
DRI. As noted, considerable resources have

Table 2: Mean Score Comparisons of All Florida DRI Offenders
Compared to Recidivists

Scales All Recidivists D P d

Alcohol 8.06 11.35 3.29 <0.001 0.40

Drugs 3.56 4.40 0.84 <0.001 0.50

Driver risk 9.75 13,51 3.76 <0.001 0.11

e SOPNG | 143,06 142,51 145 0.05 0.01

incidents. Although these results may not be
surprising, they offer some practical impli-
cations for treatment guidelines.

Using the risk/need principle described
by Andrews and Bonta (2010), individuals
who demonstrate higher problem severity or
indicate a motivation for treatment can be
matched to appropriate levels of treatment.
Evidence suggests that treatment matched
to risk classification and offender needs
can result in reduced recidivism, reduced
costs, and increased public safety (Andrews
& Bonta, 2010; Hanson ct al., 2010; PEW
Charitable Trusts, 2011).

Study Limitations

The authors and test designers have lim-
ited knowledge. or input into, the ways in
which the DRI is administered to offenders
by the various agencies that use the test. For
example, some agencics may administer the
DRI individually and others may administer
the DRI in groups. Both methods are accept-
able, and procedures for both methods are
described in the DRI training manual. How-
ever, the process used by the agencies may
influence offender responses. Morcover,
these inconsistencies in test administration
may affect the test results. Additional field
research should include a description of
administration procedures.

Information regarding treatment recom-
mendations and outcomes was not included
in this study. Participation and comple-
tion of treatment has been associated with
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reduced rates of recidivism (Hanson et al.,
2010). Collection of treatment information
would allow for more extensive prediction
models of risk and recidivism. Additional
studies that apply the risk/need principle
{o treatment should be conducted to evalu-
ate the cffectiveness of matching treatment
intensity with problem severity for DUI
offenders.

Substantial efforts have been made to
reduce the overall numbers of individu-
als who drive while under the influence of
alcohol or drugs. The evidence suggests,
however, that a small group of recidivists
accounts for a large percentage of drunk

to problem risk may lead to further reduc-
tions in the recurrence of impaired driving
and to overall improvements in public and
traffic safety.
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