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Screening InstrumentsScreening Instruments
(OASAS/OMH recommendations)(OASAS/OMH recommendations)

For mental disorders:For mental disorders:
Mental Health Screening Form IIIMental Health Screening Form III (MHSF III)(MHSF III)

Modified MINI ScreenModified MINI Screen (MMS)(MMS)

K6 Screening ScaleK6 Screening Scale (K6)(K6)

For substance use disorders:For substance use disorders:
Modified Simple Screening Instrument for Substance Modified Simple Screening Instrument for Substance 
AbuseAbuse (MSSI(MSSI--SA)SA)

CAGE Adapted to Include DrugsCAGE Adapted to Include Drugs
(CAGE(CAGE--AID) AID) 

Alcohol, Smoking, and Substance Involvement Screening Alcohol, Smoking, and Substance Involvement Screening 
Test Test (ASSIST) (v3)(ASSIST) (v3)
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Assessment DomainsAssessment Domains
((OMH/OASAS recommendations)OMH/OASAS recommendations)

Current symptoms & functioningCurrent symptoms & functioning
BackgroundBackground
Individual historyIndividual history
Substance useSubstance use
Mental healthMental health
Medical historyMedical history
Mental status examinationMental status examination
Client perception(s)Client perception(s)
Presenting problem(s)Presenting problem(s)
Cultural and linguistic considerationsCultural and linguistic considerations
Supports & strengthsSupports & strengths
Diagnostic impressions on 5 DSM AxesDiagnostic impressions on 5 DSM Axes
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EvidenceEvidence--Based PracticesBased Practices
(OASAS/OMH recommendations)(OASAS/OMH recommendations)

For both disorders:For both disorders:
Approved medicationsApproved medications

For substance use disorders:For substance use disorders:
EvidenceEvidence--based individual, group, couples, and family treatments based individual, group, couples, and family treatments ––
includingincluding

•• motivational enhancementmotivational enhancement
•• CBTCBT
•• 1212--step facilitationstep facilitation
•• behavioral couples & family therapybehavioral couples & family therapy
•• contingency managementcontingency management

For mental illness:For mental illness:
CBT, medication CBT, medication 

For serious mental illness:For serious mental illness:
Managing illness (IDDT, education, medication, CBT) family Managing illness (IDDT, education, medication, CBT) family 
psychoeducation, supported employment, social skills trainingpsychoeducation, supported employment, social skills training
Peer supportPeer support



ScreeningScreening

This document is intended to provide basic guidance for counselors working with people with
co-occurring conditions. Future documents will provide more extensive implementation manuals.
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SAMHSASAMHSA’’s Definition of s Definition of 
CoCo--Occurring DisordersOccurring Disorders

The term refers to coThe term refers to co--occurring substance use occurring substance use 
(abuse or dependence) and mental disorders. (abuse or dependence) and mental disorders. 
Clients said to have coClients said to have co--occurring disorders have occurring disorders have 
one or more mental disorders as well as one or one or more mental disorders as well as one or 
more disorders relating to the use of alcohol more disorders relating to the use of alcohol 
and/or other drugs. and/or other drugs. 
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Relationships among Screening, Relationships among Screening, 
Assessment and Treatment PlanningAssessment and Treatment Planning

CSAT (2005c)CSAT (2005c)
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COD TIP Definition:  ScreeningCOD TIP Definition:  Screening

A formal process of testing to determine whether a client A formal process of testing to determine whether a client doesdoes
or or does notdoes not warrant further attention at the current time in warrant further attention at the current time in 
regard to a particular disorder and, in this context, the regard to a particular disorder and, in this context, the 
possibility of a copossibility of a co--occurring substance or mental disorder. occurring substance or mental disorder. 

The screening process for coThe screening process for co--occurring disorders (COD) seeks occurring disorders (COD) seeks 
to answer a to answer a ““yesyes”” or or ““nono”” question: Does the substance abuse question: Does the substance abuse 
[or mental health] client being screened show signs of a [or mental health] client being screened show signs of a 
possible mental health [or substance abuse] problem? possible mental health [or substance abuse] problem? 

Note that the screening process does not necessarily identify Note that the screening process does not necessarily identify 
what kind of problem the person might have, or how serious it what kind of problem the person might have, or how serious it 
might be, but determines whether or not further assessment is might be, but determines whether or not further assessment is 
warranted.warranted.
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Integrated ScreeningIntegrated Screening

Integrated screening addresses both mental Integrated screening addresses both mental 
health and substance abuse, each in the context health and substance abuse, each in the context 
of the other disorder.of the other disorder.

A comprehensive screening process also A comprehensive screening process also 
includes exploration of a variety of related includes exploration of a variety of related 
service needs including medical, housing, service needs including medical, housing, 
victimization, trauma and so on.victimization, trauma and so on.

CSAT (2005c)CSAT (2005c)
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The Goal: Universal ScreeningThe Goal: Universal Screening

All individuals presenting for treatment of a All individuals presenting for treatment of a 
substance use disorder should undergo at substance use disorder should undergo at 
a minimum screening for any coa minimum screening for any co--occurring occurring 
mental disorders.mental disorders.

All individuals presenting for treatment of a All individuals presenting for treatment of a 
mental disorder should undergo at a mental disorder should undergo at a 
minimum screening for any cominimum screening for any co--occurring occurring 
substance use disorders.substance use disorders.
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Features of Screening InstrumentsFeatures of Screening Instruments

High overall accuracyHigh overall accuracy

BriefBrief

Low cost and no costLow cost and no cost

Minimal staff training requiredMinimal staff training required

Consumer friendlyConsumer friendly
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Measures of Precision DefinedMeasures of Precision Defined

Sensitivity:Sensitivity: the probability that the screening test is positive given the probability that the screening test is positive given 
that the person has the disorder. This is also know as the true that the person has the disorder. This is also know as the true 
positive rate. A large sensitivity means that a negative test capositive rate. A large sensitivity means that a negative test can rule n rule 
out the disorder.  out the disorder.  

Specificity:Specificity: the probability that the screening test is negative given the probability that the screening test is negative given 
that the person does not have the disorder. This is also known athat the person does not have the disorder. This is also known as s 
true negative rate. A large specificity means that a positive tetrue negative rate. A large specificity means that a positive test can st can 
rule in the disorder. rule in the disorder. 

Overall Accuracy:Overall Accuracy: the combination of sensitivity and specificity the combination of sensitivity and specificity ––
the probability that the screening test is positive given that tthe probability that the screening test is positive given that the person he person 
has the disorder combined with the probability that the screeninhas the disorder combined with the probability that the screening test g test 
is negative given that the person does not have the disorder.is negative given that the person does not have the disorder.
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Screening Protocol and ProcessesScreening Protocol and Processes

Screening processes always should define a protocol for Screening processes always should define a protocol for 
determining which clients screen positive and for ensuring determining which clients screen positive and for ensuring 
that those clients receive a thorough assessment. that those clients receive a thorough assessment. 

Screening process establishes precisely how any screening Screening process establishes precisely how any screening 
tools or questions are to be scored and indicated what tools or questions are to be scored and indicated what 
constitutes scoring positive for a particular possible problem constitutes scoring positive for a particular possible problem 
(often called (often called ““establishing cutestablishing cut--off scoresoff scores””).).

The screening protocol details exactly what takes place after The screening protocol details exactly what takes place after 
a client scores in the positive range and provides the a client scores in the positive range and provides the 
necessary standard forms to be used to document both the necessary standard forms to be used to document both the 
results of all later assessments and that each staff member results of all later assessments and that each staff member 
has carried out his or her responsibilities in the process.has carried out his or her responsibilities in the process.



1616

Counselor Role in ScreeningCounselor Role in Screening

All counselors can be trained to screen for coAll counselors can be trained to screen for co--occurring occurring 
substance use and mental disorders.substance use and mental disorders.

Screening often entails having a client respond to a Screening often entails having a client respond to a 
specific set of questions, evaluating the response, and specific set of questions, evaluating the response, and 
then taking the next then taking the next ““yesyes”” or or ““nono”” step in the process step in the process 
depending on the results and the design of the screening depending on the results and the design of the screening 
process. process. 

In substance abuse or mental health treatment settings, In substance abuse or mental health treatment settings, 
every counselor or clinician who conducts intake should every counselor or clinician who conducts intake should 
be able to screen for the most common COD and know be able to screen for the most common COD and know 
how to implement the protocol for obtaining COD how to implement the protocol for obtaining COD 
assessment information and recommendations. assessment information and recommendations. 
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Minimum Screening RequirementMinimum Screening Requirement

At a minimum, the program is responsible for At a minimum, the program is responsible for 
conducting screening that:conducting screening that:

1.1. Gathers information about thoughts, Gathers information about thoughts, 
behavior or impulses related to selfbehavior or impulses related to self--harm or harm or 
harm to others.harm to others.

2.2. Screens for the presence of coScreens for the presence of co--occurring occurring 
substance use and mental disorders. substance use and mental disorders. 
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Screening InstrumentsScreening Instruments
(OASAS/OMH recommendations)(OASAS/OMH recommendations)

For mental disorders:For mental disorders:
Mental Health Screening Form IIIMental Health Screening Form III (MHSF III)(MHSF III)

Modified MINI ScreenModified MINI Screen (MMS)(MMS)

K6 Screening ScaleK6 Screening Scale (K6)(K6)

For substance use disorders:For substance use disorders:
Modified Simple Screening Instrument for Substance Modified Simple Screening Instrument for Substance 
AbuseAbuse (MSSI(MSSI--SA)SA)

CAGE Adapted to Include DrugsCAGE Adapted to Include Drugs
(CAGE(CAGE--AID) AID) 

Alcohol, Smoking, and Substance Involvement Screening Alcohol, Smoking, and Substance Involvement Screening 
Test Test (ASSIST) (v3)(ASSIST) (v3)
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ScreeningScreening-- FAQsFAQs

Frequently Asked Questions:Frequently Asked Questions:
Can I administer a screening instrument over the phone?Can I administer a screening instrument over the phone?
While is better to administer a screening instrument in person, While is better to administer a screening instrument in person, it can be done over the phone.it can be done over the phone.

Can I use only parts of a screening instrument?Can I use only parts of a screening instrument?
It is better to make use of a screening instrument in its entireIt is better to make use of a screening instrument in its entirety, since this takes maximum ty, since this takes maximum 
advantage of its established psychometric properties and cut offadvantage of its established psychometric properties and cut off scores.scores.

Can I add items?Can I add items?
It is possible to add items to the screening protocol, but not tIt is possible to add items to the screening protocol, but not to the screening instrument per se. o the screening instrument per se. 
While you might want to add some particular items, you also wantWhile you might want to add some particular items, you also want to ensure that you maintain to ensure that you maintain 
the integrity of the standard instrument (i.e., do not delete itthe integrity of the standard instrument (i.e., do not delete items; use the standard scoring ems; use the standard scoring 
system and cut off scores for that instrument). Also, be carefulsystem and cut off scores for that instrument). Also, be careful not to add too many items and not to add too many items and 
have the instrument become too extensive for what you are tryinghave the instrument become too extensive for what you are trying too accomplish with a too accomplish with a 
screener. screener. 

Is it necessary to add a screener if you are already completing Is it necessary to add a screener if you are already completing a full a full 
assessment on everyone who enters?assessment on everyone who enters?
There are several advantages to using a screener:  1) it can preThere are several advantages to using a screener:  1) it can preserve some resources in that serve some resources in that 
although COD is quite prevalent, it is not present in all referralthough COD is quite prevalent, it is not present in all referrals and thus use of a screener als and thus use of a screener 
could preserve assessment resources; 2) it permits the gatheringcould preserve assessment resources; 2) it permits the gathering of data concerning the of data concerning the 
prevalence of COD and trends which could be helpful in reportingprevalence of COD and trends which could be helpful in reporting and in planning resource and in planning resource 
allocation; 3) clinically, it is often beneficial in establishinallocation; 3) clinically, it is often beneficial in establishing a first contact between the client and g a first contact between the client and 
the clinic. An alternative that might be useful is administeringthe clinic. An alternative that might be useful is administering the screener on the phone or as the screener on the phone or as 
the first part of the full assessment. the first part of the full assessment. 
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Screening InstrumentsScreening Instruments
for Mental Disordersfor Mental Disorders
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The Mental Health Screening FormThe Mental Health Screening Form--III III 
(MHSF(MHSF--III)III)

The Mental Health Screening FormThe Mental Health Screening Form--III (MHSFIII (MHSF--III) has only 18 simple questions and is III) has only 18 simple questions and is 
designed to screen for present or past symptoms of most of the mdesigned to screen for present or past symptoms of most of the main mental disorders ain mental disorders 
(Carroll and McGinley 2001).(Carroll and McGinley 2001).

It is available to the public at no charge from the Project RetuIt is available to the public at no charge from the Project Return Foundation, Inc. rn Foundation, Inc. 

The MHSFThe MHSF--III was developed within a substance abuse treatment setting andIII was developed within a substance abuse treatment setting and it has it has 
face validityface validity——that is, if a knowledgeable diagnostician reads each item, it sethat is, if a knowledgeable diagnostician reads each item, it seems clear ems clear 
that a that a ““yesyes”” answer to that item would warrant further evaluation of the clianswer to that item would warrant further evaluation of the client for the ent for the 
mental disorder for which the item represents typical symptomatomental disorder for which the item represents typical symptomatology.logy.

The MHSFThe MHSF--III is only a screening device as it asks only one question for III is only a screening device as it asks only one question for each disorder each disorder 
for which it attempts to screen. If a client answers for which it attempts to screen. If a client answers ““nono”” because of a misunderstanding because of a misunderstanding 
of the question or a momentary lapse in memory or testof the question or a momentary lapse in memory or test--taking attitude, the screen taking attitude, the screen 
would produce a would produce a ““falsefalse--negative,negative,”” where the client might have the mental disorder but where the client might have the mental disorder but 
the screen falsely indicates that the person probably does not hthe screen falsely indicates that the person probably does not have the disorder.ave the disorder.

In a recent article the MHSFIn a recent article the MHSF--III is referred to as a III is referred to as a ““roughrough screening devicescreening device”” (Carroll (Carroll 
and McGinley 2001, p. 35), and the authors make suggestions abouand McGinley 2001, p. 35), and the authors make suggestions about its use, t its use, 
comments about its limitations, and review favorable validity ancomments about its limitations, and review favorable validity and reliability data.d reliability data.

There is no operational manual for the MHSFThere is no operational manual for the MHSF--III. However, the article has useful III. However, the article has useful 
information similar to material usually found in a manual.information similar to material usually found in a manual.
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MHSFMHSF--III III (continued)(continued)

Purpose:Purpose: The Mental Health Screening FormThe Mental Health Screening Form--III was initially designed as a rough screening device for III was initially designed as a rough screening device for 
clients seeking admission to substance abuse treatment programs.clients seeking admission to substance abuse treatment programs.

Clinical utility:Clinical utility: The Mental Health Screening FormThe Mental Health Screening Form--III is a brief inventory that can be successfully used III is a brief inventory that can be successfully used 
by chemical dependency clinicians to screen for mental health prby chemical dependency clinicians to screen for mental health problems commonly found among oblems commonly found among 
clients in substance abuse treatment programs.  It is designed tclients in substance abuse treatment programs.  It is designed to be a qualitative aid for nono be a qualitative aid for non--mental mental 
health staff to discover any past and/or present forms of psychohealth staff to discover any past and/or present forms of psychopathology of their clients.pathology of their clients.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: AdultsAdults
Format:Format: The instrument is comprised of 18 yes or no questions.  It can The instrument is comprised of 18 yes or no questions.  It can be administered one on one by be administered one on one by 

provider to client or be given directly to the client for selfprovider to client or be given directly to the client for self--administration.  In either mode of administration.  In either mode of 
administration, all administration, all ““yesyes”” answers should be reviewed and probed by the staff member in oranswers should be reviewed and probed by the staff member in order to der to 
determine how to use the information.  The authors recommend thadetermine how to use the information.  The authors recommend that for certain questions which t for certain questions which 
receive a receive a ““yesyes”” response, the client be referred to a mental health professionaresponse, the client be referred to a mental health professional.l.

Administration time:Administration time: 15 minutes15 minutes
Scoring time:Scoring time: 2 minutes2 minutes
Computer scoring?Computer scoring? NoNo
Administrator training and qualifications:Administrator training and qualifications: Minimal training required, nonMinimal training required, non--clinicianclinician
Fee for use:Fee for use: The Mental Health Screening FormThe Mental Health Screening Form--III may be used, free of charge without permission.III may be used, free of charge without permission.
Available from:Available from: Jerome F. X. Carroll, PhDJerome F. X. Carroll, PhD

4318 Atlantic Avenue4318 Atlantic Avenue
Brooklyn, NY 11224Brooklyn, NY 11224
EE--mail:mail: jfac4318@aol.comjfac4318@aol.com
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MHSF IIIMHSF III
page 1page 1
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MHSF IIIMHSF III
page 2page 2
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Modified M.I.N.I. Screen (MMS)Modified M.I.N.I. Screen (MMS)

Available from:Available from: Medical Outcomes Systems, Inc.Medical Outcomes Systems, Inc.
http://medicalhttp://medical--outcomes.comoutcomes.com

A 22 item screening instrument that covers 3 major categories ofA 22 item screening instrument that covers 3 major categories of
psychiatric disorders: mood, anxiety, and psychotic.psychiatric disorders: mood, anxiety, and psychotic.

The MMS is part of the M.I.N.I. (Mini International The MMS is part of the M.I.N.I. (Mini International 
Neuropsychiatric Interview) family of instruments which haves Neuropsychiatric Interview) family of instruments which haves 
been translated into 43 languages and are used by mental health been translated into 43 languages and are used by mental health 
professionals and health organizations in more than 100 professionals and health organizations in more than 100 
countries.countries.

There are a number of other versions of the instrument availableThere are a number of other versions of the instrument available, , 
including the a full structured diagnostic interview that coversincluding the a full structured diagnostic interview that covers 20 20 
disorders, the MINI Plus and the eMINI Software Suite.disorders, the MINI Plus and the eMINI Software Suite.
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MMS MMS (continued)(continued)

4 page, 22 item version for screening for mental 4 page, 22 item version for screening for mental 
health symptoms only (Mood, Anxiety, and health symptoms only (Mood, Anxiety, and 
Psychotic Disorders). Administration time: 5Psychotic Disorders). Administration time: 5--10 10 
minutes.minutes.

Adapted for use in substance abuse settings. Adapted for use in substance abuse settings. 

Contains a screen (1 question) for risk of selfContains a screen (1 question) for risk of self--injury.injury.

Can be administered by interviewer with minimal Can be administered by interviewer with minimal 
training or be selftraining or be self--administered.administered.

Instrument is divided into 3 sections; a summary Instrument is divided into 3 sections; a summary 
score is used to determine the likelihood of mental score is used to determine the likelihood of mental 
illness. Scoring time <5 minutes.illness. Scoring time <5 minutes.
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Modified M.I.N.I. Modified M.I.N.I. 
Screen (MMS)Screen (MMS)

page 1page 1
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Modified M.I.N.I. Modified M.I.N.I. 
Screen (MMS)Screen (MMS)

page 2page 2
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Modified M.I.N.I. Modified M.I.N.I. 
Screen (MMS)Screen (MMS)

page 3page 3
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Modified M.I.N.I. Modified M.I.N.I. 
Screen (MMS)Screen (MMS)

page 4page 4
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K6 Screening ScaleK6 Screening Scale

Purpose:Purpose: A screening tool for severe psychological distress associated wA screening tool for severe psychological distress associated with ith 
serious mental illness.serious mental illness.

Clinical utility:Clinical utility: The brevity, strong psychometric properties, and ability to The brevity, strong psychometric properties, and ability to 
discriminate DSMdiscriminate DSM--IV cases from nonIV cases from non--cases makes the K6 attractive for use cases makes the K6 attractive for use 
in generalin general--purpose health surveys. purpose health surveys. 

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adolescents and adults, Adolescents and adults, 
different culturesdifferent cultures

Format:Format: The tool consists of 6 items, each with a with 0The tool consists of 6 items, each with a with 0--4 point rating scale, 4 point rating scale, 
that screen for general distress in the last 30 days.that screen for general distress in the last 30 days.

Administration time:Administration time: <5 minutes<5 minutes

Scoring time:Scoring time: <5 minutes<5 minutes

Computer scoring?Computer scoring? NoNo

Administrator training and qualifications:Administrator training and qualifications: Low level, minimal trainingLow level, minimal training

Fee for use:Fee for use: Available at no costAvailable at no cost

Available from:Available from: http://www.hcp.med.harvard.edu/ncs/k6_scales.phphttp://www.hcp.med.harvard.edu/ncs/k6_scales.php



3232

K6 Screening K6 Screening 
Scale (K6)Scale (K6)
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Screening Instruments Screening Instruments 
for Substance Use for Substance Use 

DisordersDisorders
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Substance Abuse Screening in Substance Abuse Screening in 
Mental Health SettingsMental Health Settings

Screen for substance use, substance related Screen for substance use, substance related 
problems, and substanceproblems, and substance--related disorders (this related disorders (this 
report presents recommended instruments for this report presents recommended instruments for this 
purpose).purpose).

Screen for acute safety risk related to serious Screen for acute safety risk related to serious 
intoxication or withdrawal (this  report intoxication or withdrawal (this  report 
recommends the inclusion of this in the screening recommends the inclusion of this in the screening 
process).process).

CSAT  (2005b)CSAT  (2005b)
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Modified Simple Screening Instrument for Modified Simple Screening Instrument for 
Substance Abuse (MSSISubstance Abuse (MSSI--SA)SA)

Purpose:Purpose: The SSIThe SSI--SA is brief screening survey derived from 13 other existing SA is brief screening survey derived from 13 other existing 
screening and assessment tools. It is designed to include a highscreening and assessment tools. It is designed to include a high degree of degree of 
sensitivity and is very broad in its efforts to detect alcohol asensitivity and is very broad in its efforts to detect alcohol and drug abuse. The nd drug abuse. The 
MSSIMSSI--SA is a very slightly modified versionSA is a very slightly modified version-- it was modified by the New York it was modified by the New York 
City Department of Mental Hygiene to include prescription and ovCity Department of Mental Hygiene to include prescription and overer--thethe--counter counter 
medications/drugs. medications/drugs. 

Clinical utility:Clinical utility: Use of the tool in New York City is being widely expanded as a Use of the tool in New York City is being widely expanded as a 
result of the Quality IMPACT project that demonstrated its utiliresult of the Quality IMPACT project that demonstrated its utility; it is also widely ty; it is also widely 
used in State correctional systems. used in State correctional systems. 

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults and adolescentsAdults and adolescents
Format:Format: The instrument is selfThe instrument is self--administered and contains 16 questions.  It can also administered and contains 16 questions.  It can also 

be administered by a service provider.be administered by a service provider.
Administration time:Administration time: 10 minutes or less10 minutes or less
Scoring time:Scoring time: 5 minutes5 minutes
Computer scoring?Computer scoring? NoNo
Administrator training and qualifications:Administrator training and qualifications: Minimal training required, nonMinimal training required, non--clinicianclinician
Fee for use:Fee for use: The MSSIThe MSSI--SA may be used, free of charge without permissionSA may be used, free of charge without permission
Available at:Available at: http://www.nyc.gov/html/doh/html/qi/qi_samhpriority.shtml#1http://www.nyc.gov/html/doh/html/qi/qi_samhpriority.shtml#1
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MSSIMSSI--SASA
page 1page 1
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MSSIMSSI--SASA
page 2page 2
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CAGE Adapted to Include Drugs CAGE Adapted to Include Drugs 
(CAGE(CAGE--AID)AID)

Purpose:Purpose: Screen for alcohol and substance abuseScreen for alcohol and substance abuse
Clinical utility:Clinical utility: Because the CAGEBecause the CAGE--AID is a widely used brief screen,AID is a widely used brief screen,

many clinicians are familiar with it, including in primary caremany clinicians are familiar with it, including in primary care
Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults and Adults and 

adolescentsadolescents
Format:Format: A modified version of the CAGE screen for alcohol problems, theA modified version of the CAGE screen for alcohol problems, the

CAGECAGE--AID is a fourAID is a four--item conjoint screen for alcohol and substance item conjoint screen for alcohol and substance 
abuse. abuse. 

Administration time:Administration time: <5 minutes<5 minutes
Scoring time:Scoring time: 1 minute1 minute
Computer scoring?Computer scoring? NoNo
Administrator training and qualifications:Administrator training and qualifications: Low level, minimal trainingLow level, minimal training
Fee for use:Fee for use: No costNo cost
Available from:Available from:

https://www.mhn.com/static/pdfs/CAGEhttps://www.mhn.com/static/pdfs/CAGE--AID.pdfAID.pdf
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CAGECAGE--AIDAID
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Alcohol, Smoking, and Substance Alcohol, Smoking, and Substance 
Involvement Screening Test (ASSISTInvolvement Screening Test (ASSIST--v3)v3)

Purpose:Purpose: An instrument developed for the World Health Organization (WHO)An instrument developed for the World Health Organization (WHO)
by an international group of substance abuse researchers to deteby an international group of substance abuse researchers to detect and ct and 
manage substance use and related problems in primary and generalmanage substance use and related problems in primary and general
medical care settings.medical care settings.

Clinical utility:Clinical utility: Screening test for alcohol, cigarettes, and illegal drugs.Screening test for alcohol, cigarettes, and illegal drugs.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults and adolescents, Adults and adolescents, 
valid for crossvalid for cross--cultural use.cultural use.

Format:Format: The questionnaire consists of eight questions covering 10 main The questionnaire consists of eight questions covering 10 main 
substance groups. substance groups. 

Administration time:Administration time: 55--10 minutes10 minutes

Scoring time:Scoring time: 1 minute1 minute

Computer scoring?Computer scoring? nono

Administrator training and qualifications:Administrator training and qualifications: Low level, minimal trainingLow level, minimal training

Fee for use:Fee for use: Free for researchFree for research

Available from:Available from: http://www.who.int/substance_abuse/activities/assist/en/http://www.who.int/substance_abuse/activities/assist/en/
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ASSIST (v3)ASSIST (v3)
page 1page 1
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ASSIST (v3)ASSIST (v3)
page 2page 2
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ASSIST (v3)ASSIST (v3)
page 3page 3
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ASSIST (v3)ASSIST (v3)
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ASSIST (v3)ASSIST (v3)
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ASSIST (v3)ASSIST (v3)
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ASSIST (v3)ASSIST (v3)
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ASSIST (v3)ASSIST (v3)
page 8page 8



4949

ASSIST (v3)ASSIST (v3)
page 9page 9
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ASSIST (v3)ASSIST (v3)
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ASSIST (v3)ASSIST (v3)
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ASSIST (v3)ASSIST (v3)
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Relationships Among Screening, Relationships Among Screening, 
Assessment, and Treatment PlanningAssessment, and Treatment Planning
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Definition of AssessmentDefinition of Assessment

AssessmentAssessment
gathers information and engages in a process gathers information and engages in a process 
with the clients that enables the provider to with the clients that enables the provider to 
establish (or rule out) the presence or establish (or rule out) the presence or 
absence of a coabsence of a co--occurring disorder;occurring disorder;
determines the clientdetermines the client’’s readiness for change;s readiness for change;
identifies client strengths or problem areas identifies client strengths or problem areas 
that may affect the processes of treatment that may affect the processes of treatment 
and recovery; andand recovery; and
engages the client in the development of an engages the client in the development of an 
appropriate treatment relationship.appropriate treatment relationship.

CSAT, 2005a
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Basic Assessment Consists of:Basic Assessment Consists of:

BackgroundBackground is described by obtaining data on family; relevant is described by obtaining data on family; relevant 
cultural, linguistic, gender, sexual orientation issues;cultural, linguistic, gender, sexual orientation issues; trauma trauma 
history; maritalhistory; marital status; legal involvement and financial situation; status; legal involvement and financial situation; 
health; education; housing status; strengths and resources; and health; education; housing status; strengths and resources; and 
employment.employment.

Substance useSubstance use is established by age of first use, primary drugs is established by age of first use, primary drugs 
used, patterns of drug useused, patterns of drug use (including information related to (including information related to 
diagnostic criteria for abuse or dependence), and past or currendiagnostic criteria for abuse or dependence), and past or current t 
treatment. It is important to identify periods of abstinence of treatment. It is important to identify periods of abstinence of 30 30 
days or longer to isolate the mental health symptoms, treatment,days or longer to isolate the mental health symptoms, treatment,
and disability expressed during these abstinent periods.and disability expressed during these abstinent periods.

CSAT 2005b
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Basic Assessment Basic Assessment (continued)(continued)

Psychiatric problemsPsychiatric problems are elaborated by determining both family are elaborated by determining both family 
and client histories of psychiatric problems (including diagnosiand client histories of psychiatric problems (including diagnosis, s, 
hospitalization, and other treatments), current diagnoses and hospitalization, and other treatments), current diagnoses and 
symptoms, and medications and medication adherence. It is symptoms, and medications and medication adherence. It is 
important to identify past periods of mental health stability, important to identify past periods of mental health stability, 
determine past successful treatment for mental disorders, and determine past successful treatment for mental disorders, and 
discover the nature of substance use disorder issues arising discover the nature of substance use disorder issues arising 
during these stable periods. Identification of any current treatduring these stable periods. Identification of any current treatment ment 
providers enables vitally important information sharing and providers enables vitally important information sharing and 
cooperation.cooperation.

CSAT 2005b
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Assessment DomainsAssessment Domains
((OMH/OASAS recommendations)OMH/OASAS recommendations)

Current symptoms & functioningCurrent symptoms & functioning
BackgroundBackground
Individual historyIndividual history
Substance useSubstance use
Mental healthMental health
Medical historyMedical history
Mental status examinationMental status examination
Client perception(s)Client perception(s)
Presenting problem(s)Presenting problem(s)
Cultural and linguistic considerationsCultural and linguistic considerations
Supports & strengthsSupports & strengths
Diagnostic impressions on 5 DSM AxesDiagnostic impressions on 5 DSM Axes
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How is the Assessment Integrated?How is the Assessment Integrated?

The assessment for COD is integrated by The assessment for COD is integrated by 
analyzing and using data concerning one analyzing and using data concerning one 
disorder in light of data concerning the other disorder in light of data concerning the other 
disorder.disorder.

For example, attention to mental health For example, attention to mental health 
symptoms, impairments, diagnoses, and symptoms, impairments, diagnoses, and 
treatments during past episodes of substance treatments during past episodes of substance 
abuse and abstinence can illuminate the role of abuse and abstinence can illuminate the role of 
substance abuse in maintaining, worsening, substance abuse in maintaining, worsening, 
and/or interfering with the treatment of any and/or interfering with the treatment of any 
mental disorder.mental disorder.

CSAT, 2005a
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Integrated AssessmentIntegrated Assessment
There is no one integrated assessment process for all clientsThere is no one integrated assessment process for all clients

The integrated assessment process must be tailored to meet The integrated assessment process must be tailored to meet 
the needs of the specific client. For example:the needs of the specific client. For example:

Cultural identity may play a significant role in determining theCultural identity may play a significant role in determining the
clients view of the problem and the treatment.clients view of the problem and the treatment.

Members of some nonMembers of some non--ethnic subcultures (e.g. sex workers, ethnic subcultures (e.g. sex workers, 
gang members) may hold beliefs and values that are gang members) may hold beliefs and values that are 
unfamiliar to non members. unfamiliar to non members. 

Clients may participate in treatment cultures (12Clients may participate in treatment cultures (12--step recovery, step recovery, 
dual recovery selfdual recovery self--help, alternative healing practices) that help, alternative healing practices) that 
affect how they view treatment and treatment providers.affect how they view treatment and treatment providers.

A clients sexual orientation and family situation will enhance A clients sexual orientation and family situation will enhance 
understanding of the clientunderstanding of the client’’s personal identity, living situation, s personal identity, living situation, 
and relationships.and relationships.
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Integrated AssessmentIntegrated Assessment
What is the purpose of integrated assessment?What is the purpose of integrated assessment?

Integrated assessment addresses both mental health a substance Integrated assessment addresses both mental health a substance 
abuse, each in the context of the other disorder.abuse, each in the context of the other disorder.

Integrated assessment seeks (1) to establish formal diagnoses (2Integrated assessment seeks (1) to establish formal diagnoses (2) ) 
evaluate levels of functioning (i.e. current cognitive capacity,evaluate levels of functioning (i.e. current cognitive capacity, social social 
skills, and other abilities) to identify factors that could inteskills, and other abilities) to identify factors that could interfere with rfere with 
the ability to function independently and/or to follow treatmentthe ability to function independently and/or to follow treatment
recommendations.(3) determine the clients readiness for change arecommendations.(3) determine the clients readiness for change and nd 
(4) make initial decisions about appropriate levels of care.(4) make initial decisions about appropriate levels of care.

Integrated assessment should also consider cultural and linguistIntegrated assessment should also consider cultural and linguistic ic 
issues, amount of social support, and special life circumstancesissues, amount of social support, and special life circumstances (e.g. (e.g. 
HIV/AIDS, tuberculosis) that may effect service choices and the HIV/AIDS, tuberculosis) that may effect service choices and the 
clients ability to profit from them.clients ability to profit from them.
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Integrated AssessmentIntegrated Assessment
Who is responsible, and in what setting does it occur?Who is responsible, and in what setting does it occur?

Integrated assessment may be conducted by any mental health or Integrated assessment may be conducted by any mental health or 
substance abuse professional who has the specialized training ansubstance abuse professional who has the specialized training and d 
skills required.skills required.

DSMDSM--IVIV--TR diagnosis is accomplished by referral to a psychiatrist, TR diagnosis is accomplished by referral to a psychiatrist, 
clinical psychologist, licensed clinical social worker, or otherclinical psychologist, licensed clinical social worker, or other
qualified healthcare professional who is licensed by the State tqualified healthcare professional who is licensed by the State to o 
diagnose mental health disorders. ( note: certain assessment diagnose mental health disorders. ( note: certain assessment 
instruments can only be obtained and administered by a licensed instruments can only be obtained and administered by a licensed 
psychologist) In some cases, an assessment team including psychologist) In some cases, an assessment team including 
substance abuse and mental health professional and other servicesubstance abuse and mental health professional and other service
providers may be needed to complete the assessment.providers may be needed to complete the assessment.

Generally assessment occurs in a mental health or substance abusGenerally assessment occurs in a mental health or substance abuse e 
treatment facility.treatment facility.
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Integrated AssessmentIntegrated Assessment
Methods that are usedMethods that are used

An assessment may include a variety of An assessment may include a variety of 
information gathering methods including:information gathering methods including:

the administration of assessment instrumentsthe administration of assessment instruments
an inan in--depth clinical interviewdepth clinical interview
a social historya social history
a treatment historya treatment history
interviews with friends and family (after receipt of interviews with friends and family (after receipt of 
appropriate client authorizations)appropriate client authorizations)
a review of medical and psychiatric recordsa review of medical and psychiatric records
a physical examinationa physical examination
laboratory tests (tests for infectious diseases and organ laboratory tests (tests for infectious diseases and organ 
system damage, etc.)system damage, etc.)
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Integrated AssessmentIntegrated Assessment
There is no one integrated assessment process for all clientsThere is no one integrated assessment process for all clients

The integrated assessment process must be The integrated assessment process must be 
tailored to meet the needs of the specific client.tailored to meet the needs of the specific client.
For example:For example:

Cultural identity may play a significant role in determining theCultural identity may play a significant role in determining the
clients view of the problem and the treatment.clients view of the problem and the treatment.

Members of some nonMembers of some non--ethnic subcultures (e.g. sex workers, gang ethnic subcultures (e.g. sex workers, gang 
members) may hold beliefs and values that are unfamiliar to non members) may hold beliefs and values that are unfamiliar to non 
members. members. 

Clients may participate in treatment cultures (12Clients may participate in treatment cultures (12--step recovery, step recovery, 
dual recovery selfdual recovery self--help, alternative healing practices) that affect help, alternative healing practices) that affect 
how they view treatment and treatment providers.how they view treatment and treatment providers.

A clients sexual orientation and family situation will enhance A clients sexual orientation and family situation will enhance 
understanding of the clientunderstanding of the client’’s personal identity, living situation, and s personal identity, living situation, and 
relationships.relationships.
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12 Steps in the Assessment Process12 Steps in the Assessment Process

Step 1. Engage the client Step 7. Determine disability and 
functional impairment

Step 2. Identify and contact 
collaterals (family, friends, 
other treatment providers) to 
gather additional information

Step 8. Identify strengths and 
supports

Step 3. Screen for and detect COD
Step 9. Identify cultural and 

linguistic needs and 
supports

Step 4. Determine quadrant and 
locus of responsibility Step 10. Identify problem domains

Step 5. Determine level of care Step 11. Determine stage of 
change

Step 6. Determine diagnoses Step 12. Plan treatment

CSAT 2005a
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Assessment Step 1:Assessment Step 1:
EEngage the Clientngage the Client

No wrong doorNo wrong door

Empathetic  detachmentEmpathetic  detachment

PersonPerson--centered assessmentcentered assessment

Cultural sensitivityCultural sensitivity

Trauma sensitivityTrauma sensitivity

CSAT 2005b
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Assessment Step 2:Assessment Step 2:

Identify and Contact CollateralsIdentify and Contact Collaterals

Client may be unwilling, or unable, to Client may be unwilling, or unable, to 
accurately report past or present accurately report past or present 
circumstances.circumstances.

Collaterals Collaterals -- family, friends, or other family, friends, or other 
providers.providers.

Strict adherence to guidelines and laws Strict adherence to guidelines and laws 
regarding confidentiality.regarding confidentiality.

CSAT 2005b
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Assessment Step 3: Assessment Step 3: 
Detect Acute Conditions Associated with CODDetect Acute Conditions Associated with COD

Safety risk: suicide, violence towards others, inability to Safety risk: suicide, violence towards others, inability to 
care for oneselfcare for oneself

Safety risk: serious intoxication or potential for withdrawalSafety risk: serious intoxication or potential for withdrawal

Safety risk: medical safety and capacity for self care based Safety risk: medical safety and capacity for self care based 
on illnesson illness

High risk behaviorsHigh risk behaviors

Cognitive and learning deficitsCognitive and learning deficits

Past and present victimization and traumaPast and present victimization and trauma

CSAT 2005. TIP 42
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Assessment Step 3:Assessment Step 3:
Detect CoDetect Co--occurring Disorders occurring Disorders (continued)(continued)

Assessment is a process that requires regular updatingAssessment is a process that requires regular updating

Describes functioning, symptoms, treatment and Describes functioning, symptoms, treatment and 
interactionsinteractions

Mental illness and substance use information is integratedMental illness and substance use information is integrated

Information gathered over long periods of time Information gathered over long periods of time ––
comprehensive and longitudinalcomprehensive and longitudinal

Focus on periods of different functioningFocus on periods of different functioning

CSAT 2005b
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Example ofExample of
Comprehensive Longitudinal AssessmentComprehensive Longitudinal Assessment

Time Function
Mental 
Health 

Symptoms

Mental Health 
Treatment

Substance 
use 

Symptoms

Substance 
use 

Treatment
Interactions

Attending 
groups

Relatively
stable
with 

treatment
and little

substance 
use 

Hypomanic
without meds

and using
substances

Stopped 
groups

1990

Working 

Living With 
parents

Depressed
mood

Mild Sleep
problems

Taking meds

Case 
management

Occasional 
alcohol

Spring
1991

Working 

Substance 
using 

boyfriend 

Fights with 
parents

Mood good

Sleep poor

Energy high

Stopped 
meds

Case 
management

Daily 
alcohol

Marijuana

West Institute, 2003
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Assessment Step 4:  Assessment Step 4:  
Determine Quadrant & Locus of ResponsibilityDetermine Quadrant & Locus of Responsibility

Determine Severity of Mental IllnessDetermine Severity of Mental Illness
Use State CriteriaUse State Criteria
Is client already receiving priority mental health services?Is client already receiving priority mental health services?
Dimension 3 subscales of ASAM PPCDimension 3 subscales of ASAM PPC--2R or LOCUS2R or LOCUS

Determine Severity of Substance Use DisorderDetermine Severity of Substance Use Disorder
Active or unstable substance dependence; orActive or unstable substance dependence; or
Serious substance abuseSerious substance abuse
If either criteria then consider for quadrant III or IVIf either criteria then consider for quadrant III or IV

Determine the need for basic (Determine the need for basic (““capablecapable””) or advanced ) or advanced 
((““enhancedenhanced””) services.) services.

CSAT 2005b
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The Four QuadrantsThe Four Quadrants

III
Less severe mental

disorder/more severe
substance abuse

disorder

I
Less severe mental
disorder/less severe

substance abuse
disorder

II
More severe mental
disorder/less severe

substance abuse
disorder

Hi
gh

 S
ev

er
ity

Low Severity High Severity

Al
co

ho
l  a

nd
 ot

he
r d

ru
g a

bu
se

Mental Illness

IV
More severe mental

disorder/more severe
substance abuse

disorder

CSAT 2005b
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Assessment Step 5: Determine Level of CareAssessment Step 5: Determine Level of Care
SA [ASAM PPCSA [ASAM PPC--2R Dimensions]2R Dimensions]

1.1. Acute Intoxication and/or Withdrawal PotentialAcute Intoxication and/or Withdrawal Potential

2.2. Biomedical Conditions and ComplicationsBiomedical Conditions and Complications

3.3. Emotional, Behavioral, or Cognitive Conditions Emotional, Behavioral, or Cognitive Conditions 
and Complicationsand Complications

4.4. Readiness to ChangeReadiness to Change

5.5. Relapse, Continued Use, or Continued Problem Relapse, Continued Use, or Continued Problem 
PotentialPotential

6.6. Recovery/Living EnvironmentRecovery/Living Environment

CSAT 2005b
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Assessment Step 5: Determine Level of CareAssessment Step 5: Determine Level of Care
MH LOCUS DimensionsMH LOCUS Dimensions

1.1. Risk of HarmRisk of Harm

2.2. FunctionalityFunctionality

3.3. Comorbidity (Medical, Addictive, Psychiatric)Comorbidity (Medical, Addictive, Psychiatric)

4.4. Recovery Support and StressRecovery Support and Stress

5.5. Treatment Attitude and EngagementTreatment Attitude and Engagement

6.6. Treatment HistoryTreatment History

CSAT 2005b
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Assessment Step 6: Assessment Step 6: 

Determine Diagnosis: PrinciplesDetermine Diagnosis: Principles

1.1. Diagnosis is established more by history than by Diagnosis is established more by history than by 
current symptoms.current symptoms.

2.2. It is important to document prior diagnoses even if It is important to document prior diagnoses even if 
assessor is not licensed to make diagnoses.assessor is not licensed to make diagnoses.

3.3. It is critical to tie mental health symptoms to It is critical to tie mental health symptoms to 
specific periods of time, particularly times when specific periods of time, particularly times when 
active substance use was not present.active substance use was not present.

4.4. Contextualize the assessment Contextualize the assessment –– where, when, where, when, 
with whom, how much, why??with whom, how much, why??……..pros and cons of ..pros and cons of 
use or med/tx compliance.use or med/tx compliance.

CSAT 2005b
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Assessment Step 7:Assessment Step 7:
Determine Disability and Functional ImpairmentDetermine Disability and Functional Impairment

Is the client capable of living Is the client capable of living 
independently? If not, whatindependently? If not, what’’s needed?s needed?

Is the client capable of supporting himself Is the client capable of supporting himself 
financially?financially?

Can the client engage is supportive social Can the client engage is supportive social 
relationships?relationships?

Are there impairments in intellectual Are there impairments in intellectual 
functioning?functioning?

CSAT 2005b
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Assessment Step 8: Assessment Step 8: 
Identify Strengths and SupportsIdentify Strengths and Supports

Talents and interestsTalents and interests

Vocational or educational competencyVocational or educational competency

Areas connected with high levels of motivation to Areas connected with high levels of motivation to 
changechange

Existing supportive relationships or interest in reExisting supportive relationships or interest in re--
unificationunification

Previous successful treatment effortsPrevious successful treatment efforts

CSAT 2005b
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Assessment Step 9:Assessment Step 9:
Identify Cultural & Linguistic Needs and SupportsIdentify Cultural & Linguistic Needs and Supports

Ability to fit into treatment cultureAbility to fit into treatment culture

Cultural identification and perceived barriersCultural identification and perceived barriers

Language capacityLanguage capacity

Problems with literacyProblems with literacy

CSAT 2005b
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Assessment Step 10: Assessment Step 10: 
Identify Problem DomainsIdentify Problem Domains

MedicalMedical

LegalLegal

FinancialFinancial
HousingHousing
Income supportsIncome supports
Access to Health Access to Health 
CareCare

VocationalVocational

FamilyFamily

SocialSocial

TransportationTransportation

Child CareChild Care

CSAT 2005b
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Assessment Step 11: Assessment Step 11: 
Determine Stage of Change/Stage of TreatmentDetermine Stage of Change/Stage of Treatment

Prochaska and Prochaska and 
DiClementeDiClemente

PrecontemplationPrecontemplation
ContemplationContemplation
PreparationPreparation
ActionAction
MaintenanceMaintenance

SOCRATES/URICASOCRATES/URICA

Osher and Kofoed (& Osher and Kofoed (& 
others)others)

EngagementEngagement

PersuasionPersuasion

Active TreatmentActive Treatment

Relapse PreventionRelapse Prevention

SATSSATS

CSAT 2005b
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Assessment Step 12: Assessment Step 12: 

Plan TreatmentPlan Treatment

1.1. Evaluate pressing needs.Evaluate pressing needs.

2.2. Determine motivation to address substance Determine motivation to address substance 
use/mental health problems.use/mental health problems.

3.3. Select target behaviors for change.Select target behaviors for change.

4.4. Determine interventions to achieve desired goals.Determine interventions to achieve desired goals.

5.5. Choose measures to evaluate the intervention.Choose measures to evaluate the intervention.

6.6. Select followSelect follow--up times to review the plan.up times to review the plan.

CSAT 2005b
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The Clinical Planning ProcessThe Clinical Planning Process

Person

ScreeningScreening AssessmentAssessment

Treatment ServicesTreatment Services
(referral or provision)(referral or provision)

Individualized Individualized 
Treatment PlanTreatment Plan

Developing Treatment Developing Treatment 
ResourcesResources

DiagnosisDiagnosis
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Additional ConsiderationsAdditional Considerations

Assessment should be a clinical driven processAssessment should be a clinical driven process--
involves clinician making connection with the client.involves clinician making connection with the client.

Consider the client in a context (i.e. setting) and fit Consider the client in a context (i.e. setting) and fit 
assessment process to the setting.assessment process to the setting.

Take into account the system of care the person is Take into account the system of care the person is 
in in –– think of systems available so you can do think of systems available so you can do 
treatment planning.treatment planning.

Allocate time for assessment that is realistic in terms Allocate time for assessment that is realistic in terms 
of the COD clientsof the COD clients’’ ability to concentrate and ability to concentrate and 
participate.participate.
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Other Discussion IssuesOther Discussion Issues

Structured Instruments and Clinical Structured Instruments and Clinical 
Processes/JudgmentProcesses/Judgment

Population & SettingPopulation & Setting

Agency & SystemAgency & System

Amount of Information/Use of InformationAmount of Information/Use of Information



8888

List of Selected Assessment InstrumentsList of Selected Assessment Instruments

Substance AbuseSubstance Abuse
—— Addiction Severity Index (ASI)Addiction Severity Index (ASI)
—— Global Appraisal of Individual Needs (GAIN)Global Appraisal of Individual Needs (GAIN)
—— Individual Assessment Profile (IAP)Individual Assessment Profile (IAP)

Mental HealthMental Health
—— Beck Depression InventoryBeck Depression Inventory––II (BDIII (BDI––II)II)
—— Beck Hopelessness Scale (BHS)Beck Hopelessness Scale (BHS)
—— Brief Psychiatric Rating Scale (BPRS)Brief Psychiatric Rating Scale (BPRS)
—— Brief Symptom Inventory (BSI)Brief Symptom Inventory (BSI)
—— General Behavioral Inventory (GBI)General Behavioral Inventory (GBI)
—— MiniMini--International Neuropsychiatric Interview (M.I.N.I.)International Neuropsychiatric Interview (M.I.N.I.)
—— Referral Decision Scale (RDS)Referral Decision Scale (RDS)

Trauma InformedTrauma Informed
—— PostPost--traumatic Stress Symptom Scale Self Report (PSStraumatic Stress Symptom Scale Self Report (PSS--SR)SR)
—— Trauma History Questionnaire (THQ)Trauma History Questionnaire (THQ)
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List of Selected Assessment Instruments List of Selected Assessment Instruments 
(continued)(continued)

General HealthGeneral Health
—— Medical Outcomes Study Short Form (SFMedical Outcomes Study Short Form (SF--36)36)

DiagnosticDiagnostic
—— Diagnostic Interview Schedule   (DISDiagnostic Interview Schedule   (DIS--IV)IV)
—— Structured Clinical Interview for DSMStructured Clinical Interview for DSM--IV Disorders (SCID)IV Disorders (SCID)

Motivation and Readiness to ChangeMotivation and Readiness to Change
—— Circumstances, Motivation, and Readiness Scales (CMR Scales)Circumstances, Motivation, and Readiness Scales (CMR Scales)
—— Readiness to Change QuestionnaireReadiness to Change Questionnaire
—— Stages of Change, Readiness and Treatment Eagerness Scale   Stages of Change, Readiness and Treatment Eagerness Scale   

(SOCRATES)(SOCRATES)
—— University of Rhode Island Change Assessment (URICA)University of Rhode Island Change Assessment (URICA)

Treatment PlanningTreatment Planning
—— Recovery Attitude and Treatment Evaluator (RAATE)Recovery Attitude and Treatment Evaluator (RAATE)

Level of CareLevel of Care
—— Level of Care Utilization System (LOCUS)Level of Care Utilization System (LOCUS)
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InstrumentsInstruments--
Substance AbuseSubstance Abuse
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Addiction Severity Index (ASI)Addiction Severity Index (ASI)

Purpose:Purpose: The ASI is most useful as a general intake screening tool. It eThe ASI is most useful as a general intake screening tool. It effectively assesses a clientffectively assesses a client’’s s 
status in several areas, and the composite score measures how a status in several areas, and the composite score measures how a clientclient’’s need for treatment s need for treatment 
changes over time. changes over time. 

Clinical utility:Clinical utility: The ASI has been used extensively for treatment planning and ouThe ASI has been used extensively for treatment planning and outcome evaluation. tcome evaluation. 
Outcome evaluation packages for individual programs or for treatOutcome evaluation packages for individual programs or for treatment systems are available.ment systems are available.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Designed for adults of both sexes who are not Designed for adults of both sexes who are not 
intoxicated (drugs or alcohol) when interviewed. Also available intoxicated (drugs or alcohol) when interviewed. Also available in Spanish.in Spanish.

Format:Format: Structured interviewStructured interview
Administration time:Administration time: 50 minutes to 1 hour50 minutes to 1 hour
Scoring time:Scoring time: 5 minutes for severity rating 5 minutes for severity rating 
Computer scoring?Computer scoring? YesYes
Administrator training and qualifications:Administrator training and qualifications: A selfA self--training packet is available as well as onsite training training packet is available as well as onsite training 

by experienced trainers.by experienced trainers.
Fee for use:Fee for use: No cost; minimal charges for photocopying and mailing may applyNo cost; minimal charges for photocopying and mailing may apply..
Available from:Available from: A. Thomas McLellan, Ph.D. A. Thomas McLellan, Ph.D. 

Building 7Building 7
PVAMC PVAMC 
University Avenue University Avenue 
Philadelphia, PA 19104 Philadelphia, PA 19104 
Phone: (800) 238Phone: (800) 238--24332433
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Global Appraisal of Individual Needs Global Appraisal of Individual Needs 
(GAIN)(GAIN)

Purpose:Purpose: The GAIN was developed to implement an integrated biopsychosociThe GAIN was developed to implement an integrated biopsychosocial model of treatment assessment, planning, and al model of treatment assessment, planning, and 
outcome monitoring that can be used for evaluation, clinical praoutcome monitoring that can be used for evaluation, clinical practice, and administrative purposes.ctice, and administrative purposes.

Clinical utility:Clinical utility: The GAIN embeds questions for documenting substance use disordeThe GAIN embeds questions for documenting substance use disorder, attention deficit/hyperactivity disorder, r, attention deficit/hyperactivity disorder, 
oppositional defiant disorder, conduct disorder, and pathologicaoppositional defiant disorder, conduct disorder, and pathological gambling; dimensional patient placement criteria for l gambling; dimensional patient placement criteria for 
intoxication/withdrawal, health distress, mental distress, and eintoxication/withdrawal, health distress, mental distress, and environment distress to guide movement among and between nvironment distress to guide movement among and between 
levels of care, to aid in treatment planning, to assist states ilevels of care, to aid in treatment planning, to assist states in reporting requirements related to State client data system; n reporting requirements related to State client data system; 
and to measure clinical status and service utilization outcomes.and to measure clinical status and service utilization outcomes.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults and adolescentsAdults and adolescents
Norms:Norms: YesYes
Format:Format: The content of the GAIN is divided into eight areas: backgroundThe content of the GAIN is divided into eight areas: background and treatment arrangements, substance use, physical and treatment arrangements, substance use, physical 

health, risk behaviors, mental health, environment, legal, and vhealth, risk behaviors, mental health, environment, legal, and vocational. In each area, the questions check for major ocational. In each area, the questions check for major 
problem areas and the currency of any problems. problem areas and the currency of any problems. 

Administration time:Administration time: 3030--90  minutes90  minutes
Scoring time:Scoring time: 20 minutes20 minutes
Computer scoring?Computer scoring? YesYes
Administrator training and qualifications:Administrator training and qualifications: Required training for the full instrument and additional trainiRequired training for the full instrument and additional training for computer ng for computer 

software (if used).software (if used).
Fee for use:Fee for use: The GAIN and its products are tools that are proprietary producThe GAIN and its products are tools that are proprietary products owned by Chestnut Health Systems either ts owned by Chestnut Health Systems either 

exclusively or jointly and protected under U.S. copyright laws. exclusively or jointly and protected under U.S. copyright laws. The current work can be downloaded and reviewed for free.  The current work can be downloaded and reviewed for free.  
A one time license fee of $100 for all GAIN materials and $1000 A one time license fee of $100 for all GAIN materials and $1000 for software and initial setup is required to use the for software and initial setup is required to use the 
instruments.  Initial costs are usually waved if you pay for trainstruments.  Initial costs are usually waved if you pay for training/support.ining/support.

Available from:Available from: The Lighthouse InstituteThe Lighthouse Institute
Chestnut Health SystemsChestnut Health Systems
720 West Chestnut720 West Chestnut
Bloomington, IL 61701Bloomington, IL 61701
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Individual Assessment Profile (IAP)Individual Assessment Profile (IAP)

Purpose:Purpose: To assess clients for treatment planning purposes.To assess clients for treatment planning purposes.
Clinical utility:Clinical utility: The IAP is a structured clinical interview that provides measurThe IAP is a structured clinical interview that provides measures of eight life es of eight life 

areas: demographic background, admission source information, livareas: demographic background, admission source information, living arrangements, ing arrangements, 
tobacco/alcohol/drug use, illegal activities, source of support/tobacco/alcohol/drug use, illegal activities, source of support/employment, medical health, employment, medical health, 
and mental health.  and mental health.  

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults.Adults.
Norms:Norms: Yes.Yes.
Format:Format: Structured clinical interview, Computer Structured clinical interview, Computer ––assisted personal interview (CAPI) available.assisted personal interview (CAPI) available.
Administration time:Administration time: 50 minutes.50 minutes.
Scoring time:Scoring time: ForthcomingForthcoming
Computer scoring?Computer scoring? Yes.Yes.
Administrator training and qualifications:Administrator training and qualifications: 11--3 days of training recommended. A training 3 days of training recommended. A training 

manual is available from the author.manual is available from the author.
Fee for use:Fee for use: None, public domain.None, public domain.
Available from:Available from: Dr. Patrick M. FlynnDr. Patrick M. Flynn

Substance Abuse Treatment Research ProgramSubstance Abuse Treatment Research Program
Research Triangle InstituteResearch Triangle Institute
3040 Cornwallis Road3040 Cornwallis Road
Research Triangle Park, NC  27709Research Triangle Park, NC  27709--21942194
11--800800--334334--85718571
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Beck Depression InventoryBeck Depression Inventory––II (BDIII (BDI––II)II)

Purpose:Purpose: Used to screen for the presence and rate the severity of depresUsed to screen for the presence and rate the severity of depression symptoms.sion symptoms.
Clinical utility:Clinical utility: Like its predecessor, the BDILike its predecessor, the BDI––II consists of 21 items to assess the intensity of depression. TII consists of 21 items to assess the intensity of depression. The he 

BDIBDI--II can be used to assess the intensity of a clientII can be used to assess the intensity of a client’’s depression, and it can also be used as a screening s depression, and it can also be used as a screening 
device to determine whether there is any current indication of tdevice to determine whether there is any current indication of the need for a referral for further evaluation. he need for a referral for further evaluation. 
Each item is a list of four statements arranged in increasing seEach item is a list of four statements arranged in increasing severity about a particular symptom of verity about a particular symptom of 
depression. These new items bring the BDIdepression. These new items bring the BDI––II into alignment with II into alignment with Diagnostic and Statistical Manual for Mental Diagnostic and Statistical Manual for Mental 
Disorders, 4th editionDisorders, 4th edition (DSM(DSM--IV) criteria.IV) criteria.
Items on the new scale replace items that dealt with symptoms ofItems on the new scale replace items that dealt with symptoms of weight loss, changes in body image, and weight loss, changes in body image, and 
somatic preoccupation. Another item on the BDI that tapped work somatic preoccupation. Another item on the BDI that tapped work difficulty was revised to examine loss of difficulty was revised to examine loss of 
energy. Also, sleep loss and appetite loss items were revised toenergy. Also, sleep loss and appetite loss items were revised to assess both increases and decreases in assess both increases and decreases in 
sleep and appetite.sleep and appetite.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: All clients age 13 through 80 who can read and understand All clients age 13 through 80 who can read and understand 
the instructions, and clients who cannot read (requires reading the instructions, and clients who cannot read (requires reading the statements to them).the statements to them).

Format:Format: PaperPaper--andand--pencil selfpencil self--administered test. administered test. 
Administration time:Administration time: 5 minutes, either self5 minutes, either self--administered or administered verbally by a trained administratoradministered or administered verbally by a trained administrator..
Scoring time:Scoring time: N/AN/A
Computer scoring?Computer scoring? No. Any staff member can perform the simple scoring. No. Any staff member can perform the simple scoring. 
Administrator training and qualifications:Administrator training and qualifications: DoctoralDoctoral--level training or masterslevel training or masters--level training with supervision by a level training with supervision by a 

doctoraldoctoral--level clinician are required to interpret test results. level clinician are required to interpret test results. 
Fee for use:Fee for use: $66 for manual and package of 25 record forms.$66 for manual and package of 25 record forms.
Available from:Available from: The Psychological CorporationThe Psychological Corporation

19500 Bulderve19500 Bulderve
San Antonio, TX 78259San Antonio, TX 78259
Phone: (800) 872Phone: (800) 872--1726;  http://www.psychcorp.com1726;  http://www.psychcorp.com
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Beck Hopelessness Scale (BHS)Beck Hopelessness Scale (BHS)

Purpose:Purpose: Designed to measure negative attitudes about the future; origiDesigned to measure negative attitudes about the future; originally developed to predict who would nally developed to predict who would 
commit suicide and who would not.commit suicide and who would not.

Clinical utility:Clinical utility: The Beck Hopelessness Scale is a 20The Beck Hopelessness Scale is a 20--item assessment device designed to assess the extent of item assessment device designed to assess the extent of 
positive and negative beliefs about the future during the past wpositive and negative beliefs about the future during the past week. It measures three aspects of eek. It measures three aspects of 
hopelessness:  feelings about the future, loss of motivation, anhopelessness:  feelings about the future, loss of motivation, and expectations. There have been several d expectations. There have been several 
studies that have supported the predictive validity of the BHS fstudies that have supported the predictive validity of the BHS for suicide attempts and completed suicide.or suicide attempts and completed suicide.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Has been used with adolescents from age 13, but age 17 Has been used with adolescents from age 13, but age 17 
and older is recommended.and older is recommended.

Norms?Norms? Yes.Yes.
Format:Format: SelfSelf--report instrument, 20 truereport instrument, 20 true--false statements, written or oral.false statements, written or oral.
Administration time:Administration time: 55--10 minutes.10 minutes.
Scoring time:Scoring time: Score is calculated by summing the pessimistic responses for eScore is calculated by summing the pessimistic responses for each of the 20 items; 3 minutes.ach of the 20 items; 3 minutes.
Computer scoring?Computer scoring? No.No.
Administrator training and qualifications:Administrator training and qualifications: May be administered by a range of mental health workers but thMay be administered by a range of mental health workers but the e 

interpretation needs to be supervised by an appropriately traineinterpretation needs to be supervised by an appropriately trained clinical psychologist or psychiatrist.d clinical psychologist or psychiatrist.
Fee for use:Fee for use: Complete kit $73.00 (includes manual, 25 record forms, and scoComplete kit $73.00 (includes manual, 25 record forms, and scoring key).ring key).
Available from:Available from: Harcourt Assessment, Inc.Harcourt Assessment, Inc.

19500 Bulverde Road19500 Bulverde Road
San Antonio, Texas 78259San Antonio, Texas 78259
11--800800--211211--83788378
http://harcourtassessment.comhttp://harcourtassessment.com



9797

Brief Psychiatric Rating Scale (BPRS)Brief Psychiatric Rating Scale (BPRS)

Purpose:Purpose: An unstructured interview widely used in clinical practice.An unstructured interview widely used in clinical practice.
Clinical utility:Clinical utility: The BPRS is an 18The BPRS is an 18--item scale measuring positive symptoms, general item scale measuring positive symptoms, general 

psychopathology and affective symptoms.  Some items (e.g. mannerpsychopathology and affective symptoms.  Some items (e.g. mannerisms and posturing) can be isms and posturing) can be 
rated simply on observation of the patient; other items (e.g. anrated simply on observation of the patient; other items (e.g. anxiety) involve an element of selfxiety) involve an element of self--
reporting by the patient.reporting by the patient.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults and the Elderly. The BPRS has also Adults and the Elderly. The BPRS has also 
been modified for use with children (CBPRS).been modified for use with children (CBPRS).

Norms:Norms: ForthcomingForthcoming
Format:Format: ClinicianClinician--rated instrument, 18rated instrument, 18--item scale, each rated on a sevenitem scale, each rated on a seven--point scale (1=not point scale (1=not 

present to 7=extremely severe).  Ratings made after a brief unstpresent to 7=extremely severe).  Ratings made after a brief unstructured interview with the ructured interview with the 
patient.patient.

Administration time:Administration time: 1515--20 minutes.20 minutes.
Scoring time: Scoring time: ForthcomingForthcoming
Computer scoring?Computer scoring? No.No.
Administrator training and qualifications:Administrator training and qualifications: Administered by experienced psychiatrists, Administered by experienced psychiatrists, 

psychologists, or other raters trained in the assessment and diapsychologists, or other raters trained in the assessment and diagnosis of psychopathology.gnosis of psychopathology.
Fee for use:Fee for use: None, public domain; use with due acknowledgement:  (Overall, None, public domain; use with due acknowledgement:  (Overall, J. E. & Gorham, D. J. E. & Gorham, D. 

R. The brief psychiatric rating scale. Psychol Rep 1962; 10: 799R. The brief psychiatric rating scale. Psychol Rep 1962; 10: 799-- 812)812)
Available from:Available from: http://www.geocities.com/HotSprings/8517/EasyTestCreatorhttp://www.geocities.com/HotSprings/8517/EasyTestCreator
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Brief Symptom Inventory (BSIBrief Symptom Inventory (BSI))

Purpose:Purpose: The Brief Symptom Inventory (BSI) is designed to reflect psychThe Brief Symptom Inventory (BSI) is designed to reflect psychological symptom patterns ological symptom patterns 
of psychiatric and medical patients as well as nonof psychiatric and medical patients as well as non--patients. This selfpatients. This self--report is the short form of the report is the short form of the 
SCLSCL--9090--R instrument.R instrument.

Clinical utility:Clinical utility: Like the SCLLike the SCL--9090--R instrument, the BSI instrument can be useful in initial evaluaR instrument, the BSI instrument can be useful in initial evaluation of tion of 
patients at intake as an objective method of screening for psychpatients at intake as an objective method of screening for psychological problems. The BSI ological problems. The BSI 
instrument is especially appropriate in clinical situations wherinstrument is especially appropriate in clinical situations where debilitation results in reduced e debilitation results in reduced 
attention and endurance, in research with limited interview scheattention and endurance, in research with limited interview schedules, and in outpatient clinics dules, and in outpatient clinics 
where testing procedures demand brevity. The BSI instrument is awhere testing procedures demand brevity. The BSI instrument is also frequently used in lso frequently used in 
measuring patient progress during treatment or in the assessmentmeasuring patient progress during treatment or in the assessment of treatment outcomes.of treatment outcomes.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: 13 and older (6th grade reading level).13 and older (6th grade reading level).
Norms:Norms: Yes.Yes.
Format:Format: 53 items/ self53 items/ self--report.report.
Administration time:Administration time: 1010--12 minutes.12 minutes.
Scoring time: Scoring time: Using answer key, 5 minutes.Using answer key, 5 minutes.
Computer scoring?Computer scoring? Yes.Yes.
Administrator training and qualifications:Administrator training and qualifications: SelfSelf--administered, lowadministered, low--level interviewer.level interviewer.
Fee for use:Fee for use: Yes.Yes.
Available from:Available from: Pearson AssessmentsPearson Assessments

5601 Green Valley Drive5601 Green Valley Drive
Bloomington, MN  55437Bloomington, MN  55437
www.pearsonassessments.com/tests/bsi.htmwww.pearsonassessments.com/tests/bsi.htm
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General Behavioral Inventory (GBI)General Behavioral Inventory (GBI)

Purpose:Purpose: To assesses mood disorders in adults.  Focuses on depression aTo assesses mood disorders in adults.  Focuses on depression and nd 
mania.mania.

Clinical utility:Clinical utility: Is a multiIs a multi--method, timemethod, time--logged assessment of persistent logged assessment of persistent 
negative mood involving selfnegative mood involving self--report measures.  Used to identify potentially report measures.  Used to identify potentially 
recurrent or chronicrecurrent or chronic--intermittent depressives who may not be depressed at intermittent depressives who may not be depressed at 
the time of assessment.the time of assessment.

Groups with whom this instrument has been used:Groups with whom this instrument has been used:
Norms:Norms: ForthcomingForthcoming
Format:Format: 73 item self73 item self--report questionnairereport questionnaire
Administration time:Administration time: ForthcomingForthcoming
Scoring time:Scoring time: ForthcomingForthcoming
Computer scoring?Computer scoring? ForthcomingForthcoming
Administrator training and qualifications:Administrator training and qualifications: NoneNone
Fee for use:Fee for use: ForthcomingForthcoming
Available from:Available from: Dr. Richard Allen DepueDr. Richard Allen Depue

607607--257257--73167316
rad5@cornell.edurad5@cornell.edu
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MiniMini--International Neuropsychiatric International Neuropsychiatric 
Interview (M.I.N.I.)Interview (M.I.N.I.)

Purpose:Purpose: The MiniThe Mini--International Neuropsychiatric Interview assists in the assessmeInternational Neuropsychiatric Interview assists in the assessment of 20 mental nt of 20 mental 
disorders including substance use disorders. disorders including substance use disorders. 

Clinical utility:Clinical utility: The M.I.N.I. is not designed or intended to be used in place ofThe M.I.N.I. is not designed or intended to be used in place of a full medical and a full medical and 
psychiatric evaluation by a qualified licensed physicianpsychiatric evaluation by a qualified licensed physician--psychiatrist.  psychiatrist.  
It is intended only as a tool to facilitate accurate data collecIt is intended only as a tool to facilitate accurate data collection and processing of symptoms elicited tion and processing of symptoms elicited 
by trained personnel.  by trained personnel.  

Groups with whom this instrument has been used:Groups with whom this instrument has been used: AdultsAdults
Format:Format: An abbreviated psychiatric structured interview that uses decisAn abbreviated psychiatric structured interview that uses decision tree logic to assess the ion tree logic to assess the 

major adult Axis I disorders in DSMmajor adult Axis I disorders in DSM--IV and ICDIV and ICD--10. It elicits all the symptoms listed in the symptom 10. It elicits all the symptoms listed in the symptom 
criteria for DSMcriteria for DSM--IV and ICDIV and ICD--10 for 15 major Axis I diagnostic categories, one Axis10 for 15 major Axis I diagnostic categories, one Axis--II disorder and for II disorder and for 
suicidality. Its diagnostic algorithms are consistent with DSMsuicidality. Its diagnostic algorithms are consistent with DSM--IV and ICDIV and ICD--10 diagnostic algorithms. 10 diagnostic algorithms. 

Administration time:Administration time: 15 to 20 minutes 15 to 20 minutes 
Scoring time:Scoring time: 5 minutes 5 minutes 
Computer scoring?Computer scoring? A computerized version of the M.I.N.I. is available in six langA computerized version of the M.I.N.I. is available in six languages in the MINI uages in the MINI 

Outcomes program.Outcomes program.
Administrator training and qualifications:Administrator training and qualifications: The M.I.N.I. was designed to be used by trained The M.I.N.I. was designed to be used by trained 

interviewers who do not have training in psychiatry or psychologinterviewers who do not have training in psychiatry or psychology.y.
Fee for use:Fee for use: The M.I.N.I. is made available at no charge on the internet, maThe M.I.N.I. is made available at no charge on the internet, mainly for researchers who inly for researchers who 

may make single copies for their own use.  may make single copies for their own use.  
Available from:Available from: hhtps://www.medical outcomes.com/indexSSL.htmhhtps://www.medical outcomes.com/indexSSL.htm
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Referral Decision Scale (RDS)Referral Decision Scale (RDS)

Purpose:Purpose: The RDS is a screening tool designed to identify those personsThe RDS is a screening tool designed to identify those persons who have a who have a 
high probability of major mental disorder so that a fuller asseshigh probability of major mental disorder so that a fuller assessment may occur.  It sment may occur.  It 
was developed for use in the criminal justice system.was developed for use in the criminal justice system.

Clinical utility:Clinical utility: Used to predict DIS lifetime diagnoses of schizophrenia, bipolUsed to predict DIS lifetime diagnoses of schizophrenia, bipolar ar 
disorder and major depressive disorder. The questions included idisorder and major depressive disorder. The questions included in the RDS were n the RDS were 
distilled from the Diagnostic Interview Schedule.distilled from the Diagnostic Interview Schedule.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults in the criminal justice Adults in the criminal justice 
system.system.

Norms:Norms: Yes.Yes.
Format:Format: 14 questions, self14 questions, self--administered.administered.
Administration time:Administration time: 5 minutes.5 minutes.
Scoring time:Scoring time: Summing of yes responses; 1 minute.Summing of yes responses; 1 minute.
Computer scoring?Computer scoring? No.No.
Administrator training and qualifications:Administrator training and qualifications: Interviewers must be trained on DIS Interviewers must be trained on DIS 

flowchart.flowchart.
Fee for use:Fee for use: None, public domain.None, public domain.
Available from:Available from: Dr. Linda TeplinDr. Linda Teplin

l_teplin@northwestern.edul_teplin@northwestern.edu
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PostPost--traumatic Stress Symptom Scale traumatic Stress Symptom Scale 
Self Report (PSSSelf Report (PSS--SR)SR)

Purpose:Purpose: Designed to assess DSMDesigned to assess DSM--IV symptoms of PTSD relating to a single traumatic event.IV symptoms of PTSD relating to a single traumatic event.
Clinical utility:Clinical utility: The PSSThe PSS--SR is the selfSR is the self--report version of Foareport version of Foa’’s structured interview for PTSD by the same s structured interview for PTSD by the same 

name (PSSname (PSS--I). Diagnoses for PTSD based on the PSSI). Diagnoses for PTSD based on the PSS--SR are slightly more conservative than those SR are slightly more conservative than those 
based on the PSSbased on the PSS--I.  The PSSI.  The PSS--SR is intended for use with individuals who have a known assaultSR is intended for use with individuals who have a known assault
history, and should thus be accompanied by a trauma screen when history, and should thus be accompanied by a trauma screen when assessing individuals for whom assessing individuals for whom 
basic background information is lacking.basic background information is lacking.

Groups with whom this instrument has been used: Groups with whom this instrument has been used: 
Norms:Norms: ForthcomingForthcoming
Format:Format: 17 items, self17 items, self--report, symptom frequency over the preceding two weeks is reportreport, symptom frequency over the preceding two weeks is reported on a foured on a four--

point scale.point scale.
Administration time:Administration time: 1515--20 minutes.20 minutes.
Scoring time:Scoring time: Total score is obtained by summing each symptom rating. SubscaTotal score is obtained by summing each symptom rating. Subscale scores are calculated le scores are calculated 

by summing symptoms in the reby summing symptoms in the re--experiencing (4 items), avoidance (7 items), and arousal (6 itemexperiencing (4 items), avoidance (7 items), and arousal (6 items) s) 
clusters.clusters.

Computer scoring?Computer scoring? ForthcomingForthcoming
Administrator training and qualifications:Administrator training and qualifications: ForthcomingForthcoming
Fee for use:Fee for use: ForthcomingForthcoming
Available from:Available from: Edna Foa, PhD.Edna Foa, PhD.

Department of PsychiatryDepartment of Psychiatry
University of PennsylvaniaUniversity of Pennsylvania
3535 Market Street3535 Market Street
Philadelphia, PA 19104Philadelphia, PA 19104--33093309
215215--746746--33273327
email: foa@mail.med.upenn.eduemail: foa@mail.med.upenn.edu
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Trauma History Questionnaire (THQ)Trauma History Questionnaire (THQ)

Purpose:Purpose: To gather a history of exposure to potentially traumatic eventTo gather a history of exposure to potentially traumatic events.s.
Clinical utility:Clinical utility: The THQ lists 23 traumatic events in three categories:  crimeThe THQ lists 23 traumatic events in three categories:  crime--related, general related, general 

disasters and trauma, and unwanted physical and sexual experiencdisasters and trauma, and unwanted physical and sexual experiences.  Respondents indicate es.  Respondents indicate 
lifetime occurrence, frequency, age at first occurrence, and rellifetime occurrence, frequency, age at first occurrence, and relationship to perpetrator.  ationship to perpetrator.  

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults.Adults.
Norms:Norms: ForthcomingForthcoming
Format:Format: SelfSelf--report, 24 items.report, 24 items.
Administration time:Administration time: 55--15 minutes.15 minutes.
Scoring time:Scoring time: ForthcomingForthcoming
Computer scoring?Computer scoring? ForthcomingForthcoming
Administrator training and qualifications:Administrator training and qualifications: ForthcomingForthcoming
Fee for use:Fee for use: ForthcomingForthcoming
Available from:Available from: Bonnie L. Green, Ph.D.Bonnie L. Green, Ph.D.

Department of PsychiatryDepartment of Psychiatry
Georgetown UniversityGeorgetown University
611 Kober Cogan Hall611 Kober Cogan Hall
Washington, DC 20007Washington, DC 20007
202202--687687--65296529
Email: greenb@guner.georgetown.eduEmail: greenb@guner.georgetown.edu
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Medical Outcomes Study Medical Outcomes Study 
Short Form (SFShort Form (SF--36)36)

Purpose:Purpose: Designed as a survey of general health concepts for use in cliDesigned as a survey of general health concepts for use in clinical practice and research, nical practice and research, 
health policy evaluations, and general population surveys.health policy evaluations, and general population surveys.

Clinical utility:Clinical utility: The SFThe SF--36 is useful for descriptive purposes such as documenting differ36 is useful for descriptive purposes such as documenting differences ences 
between sick and well patients and for estimating the relative bbetween sick and well patients and for estimating the relative burden of different medical urden of different medical 
conditions.  It is also useful for evaluating the benefits of alconditions.  It is also useful for evaluating the benefits of alternative treatments. ternative treatments. 

Groups with whom this instrument has been used:Groups with whom this instrument has been used: 14 and older.14 and older.
Norms:Norms: Yes.Yes.
Format:Format: 36 questions, suitable for self administration, computerized a36 questions, suitable for self administration, computerized administration, or administration dministration, or administration 

by a trained professional.by a trained professional.
Administration time: Administration time: 55--10 minutes.10 minutes.
Scoring time:Scoring time: Complicated scoring including recoding and converting raw scorComplicated scoring including recoding and converting raw scores to scale scores.es to scale scores.
Computer scoring?Computer scoring? Yes.Yes.
Administrator training and qualifications:Administrator training and qualifications: Trained interviewer.Trained interviewer.
Fee for use:Fee for use: The cost of the instrument varies, depending on who is using iThe cost of the instrument varies, depending on who is using it and for what purpose. t and for what purpose. 
Available from:Available from: Medical Outcomes Trust, Inc.        Medical Outcomes Trust, Inc.        

20 Park Plaza, Suite 101420 Park Plaza, Suite 1014
Boston, MA  02116Boston, MA  02116
www.sfwww.sf--36.org36.org
http://www.qualitymetric.com/products/ProductDetails.aspx?prohttp://www.qualitymetric.com/products/ProductDetails.aspx?pro
ductID=468&categoryid=ductID=468&categoryid=11
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Diagnostic Interview Schedule (DISDiagnostic Interview Schedule (DIS--IV)IV)

Purpose:Purpose: To obtain a psychiatric diagnosis according to DSMTo obtain a psychiatric diagnosis according to DSM--IV criteria.IV criteria.
Clinical utility:Clinical utility: In addition to determining whether criteria for diagnosis are In addition to determining whether criteria for diagnosis are met, information met, information 

is gained about course, onset, and regency of positive symptoms.is gained about course, onset, and regency of positive symptoms.
Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults (a version for children is also Adults (a version for children is also 

availableavailable-- DISC).DISC).
Norms:Norms: ForthcomingForthcoming
Format:Format: Fully structured diagnostic interview designed to be administerFully structured diagnostic interview designed to be administered by noned by non--clinicians, clinicians, 

the computerized version can be interviewerthe computerized version can be interviewer--administered or selfadministered or self--administered, 526 administered, 526 
items.items.

Administration time:Administration time: 9090--120 minutes.120 minutes.
Scoring time:Scoring time: ForthcomingForthcoming
Computer scoring?Computer scoring? Yes.Yes.
Administrator training and qualifications:Administrator training and qualifications: 4 day training course is recommended. 4 day training course is recommended. 
Fee for use:Fee for use: $1000 per project for investigator$1000 per project for investigator’’s license/ $2000 for license plus training s license/ $2000 for license plus training 

course course 
Available from:Available from: Department of PsychiatryDepartment of Psychiatry

Washington University School of MedicineWashington University School of Medicine
40 N. Kingshighway, Suite 440 N. Kingshighway, Suite 4
St. Louis, MO 63108St. Louis, MO 63108
Attn: Dr. Linda CottlerAttn: Dr. Linda Cottler
tel: 314tel: 314--286286--2252 2252 
email: cottler@epi.wustl.eduemail: cottler@epi.wustl.edu
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Structured Clinical Interview for Structured Clinical Interview for 
DSMDSM--IV Disorders (SCID)IV Disorders (SCID)

Purpose:Purpose: Obtains Axis I and II diagnoses using the DSMObtains Axis I and II diagnoses using the DSM--IV diagnostic criteria for enabling the IV diagnostic criteria for enabling the 
interviewer to either rule out or to establish a diagnosis of interviewer to either rule out or to establish a diagnosis of ““drug abusedrug abuse”” or or ““drug dependencedrug dependence””
and/or and/or ““alcohol abusealcohol abuse”” or or ““alcohol dependence.alcohol dependence.””

Clinical utility:Clinical utility: A psychiatric interview.A psychiatric interview.
Groups with whom this instrument has been used:Groups with whom this instrument has been used: Psychiatric, medical, or communityPsychiatric, medical, or community--based based 

normal adults.normal adults.
Norms:Norms: No.No.
Format:Format: A psychiatric interview form in which diagnosis can be made by A psychiatric interview form in which diagnosis can be made by the examiner asking a the examiner asking a 

series of approximately 10 questions of a client.series of approximately 10 questions of a client.
Administration time:Administration time: Administration of Axis I and Axis II batteries may require moreAdministration of Axis I and Axis II batteries may require more than 2 hours than 2 hours 

each for patients with multiple diagnoses. The Psychoactive Subseach for patients with multiple diagnoses. The Psychoactive Substance Use Disorders module tance Use Disorders module 
may be administered by itself in 30 to 60 minutes.may be administered by itself in 30 to 60 minutes.

Scoring time:Scoring time: Approximately 10 minutes.Approximately 10 minutes.
Computer scoring?Computer scoring? No. Diagnosis can be made by the examiner asking a series of quNo. Diagnosis can be made by the examiner asking a series of questions of a estions of a 

client. client. 
Administrator training and qualifications:Administrator training and qualifications: Designed for use by a trained clinical evaluator at the Designed for use by a trained clinical evaluator at the 

mastermaster’’s or doctoral level, although in research settings it has been us or doctoral level, although in research settings it has been used by bachelorsed by bachelor’’s level s level 
technicians with extensive training.technicians with extensive training.

Fee for use:Fee for use: Yes.Yes.
Available from:Available from: American Psychiatric Publishing, Inc.American Psychiatric Publishing, Inc.

1400 K Street, N.W. 1400 K Street, N.W. 
Washington, DC 20005Washington, DC 20005
http://www.appi.org/http://www.appi.org/
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InstrumentsInstruments--
Motivation and Motivation and 

Readiness to ChangeReadiness to Change
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Circumstances, Motivation, and Circumstances, Motivation, and 
Readiness Scales (CMR Scales)Readiness Scales (CMR Scales)

Purpose:Purpose: The instrument is designed to predict retention in treatment anThe instrument is designed to predict retention in treatment and is applicable to both residential d is applicable to both residential 
and outpatient treatment modalities.and outpatient treatment modalities.

Clinical utility:Clinical utility: The instrument consists of four derived scales measuring externThe instrument consists of four derived scales measuring external pressure to enter al pressure to enter 
treatment, external pressure to leave treatment, motivation to ctreatment, external pressure to leave treatment, motivation to change, and readiness for treatment. Items hange, and readiness for treatment. Items 
were developed from focus groups of recovering staff and clientswere developed from focus groups of recovering staff and clients and retain much of the original and retain much of the original 
language. Clients entering substance abuse treatment perceive thlanguage. Clients entering substance abuse treatment perceive the items as relevant to their experience. e items as relevant to their experience. 

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults.Adults.
Norms:Norms: Norms are available from a large secondary analysis of more thaNorms are available from a large secondary analysis of more than 10,000 clients in referral n 10,000 clients in referral 

agencies, methadone maintenance, drugagencies, methadone maintenance, drug--free outpatient and residential treatment. Norms are also free outpatient and residential treatment. Norms are also 
available for special populations, such as clients with COD, priavailable for special populations, such as clients with COD, prisonson--based programs, and womenbased programs, and women’’s s 
programs.programs.

Format:Format: 18 items at approximately a third18 items at approximately a third--grade reading level. Responses to the items consist of a 5grade reading level. Responses to the items consist of a 5--point point 
Likert scale on which the individual rates each item on a scale Likert scale on which the individual rates each item on a scale from Strongly Disagree to Strongly Agree. from Strongly Disagree to Strongly Agree. 
Versions are also available in Spanish and Norwegian.Versions are also available in Spanish and Norwegian.

Administration time:Administration time: 5 to 10 minutes 5 to 10 minutes 
Scoring time:Scoring time: Can be easily scored by reversing negatively worded items and sCan be easily scored by reversing negatively worded items and summing the item values.umming the item values.
Computer scoring?Computer scoring? NoNo
Administrator training and qualifications:Administrator training and qualifications: SelfSelf--administered; no training required for administration. administered; no training required for administration. 
Fee for use:Fee for use: N/AN/A
Available from:Available from: George De Leon, Ph.D., or Gerald Melnick, Ph.D., George De Leon, Ph.D., or Gerald Melnick, Ph.D., 

National Development and Research Institutes, Inc.National Development and Research Institutes, Inc.
71 West 23rd Street, 8th Floor, New York, NY 1001071 West 23rd Street, 8th Floor, New York, NY 10010
Phone: (212) 845Phone: (212) 845--4400  Fax: (917) 4384400  Fax: (917) 438--08940894
EE--mail: mail: gerry.melnick@ndri.orggerry.melnick@ndri.org http://www.ndri.orghttp://www.ndri.org
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Readiness to Change QuestionnaireReadiness to Change Questionnaire

Purpose:Purpose: Designed to assist the clinician in determining the stage of reDesigned to assist the clinician in determining the stage of readiness for change adiness for change 
among problem drinkers or people with alcohol use disorders.among problem drinkers or people with alcohol use disorders.

Clinical utility:Clinical utility: Assesses drinkerAssesses drinker’’s readiness to change drinking behaviors; may be useful s readiness to change drinking behaviors; may be useful 
in assignment to different types of treatment.in assignment to different types of treatment.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults, adolescents.Adults, adolescents.
Norms:Norms: Yes. Excessive drinkers identified in general medical practice Yes. Excessive drinkers identified in general medical practice at general hospital.at general hospital.
Format:Format: A brief 12A brief 12--item questionnaire consisting of three subscales.item questionnaire consisting of three subscales.
Administration time:Administration time: 2 to 3 minutes2 to 3 minutes
Scoring time:Scoring time: 1 to 2 minutes1 to 2 minutes
Computer scoring?Computer scoring? NoNo
Administrator training and qualifications:Administrator training and qualifications: No training is required.No training is required.
Fee for use:Fee for use: NoNo
Available from:Available from: Center for Alcohol and Drug StudiesCenter for Alcohol and Drug Studies

Plummer Court, Carliol PlacePlummer Court, Carliol Place
Newcastle upon TyneNewcastle upon Tyne
NE1 6URNE1 6UR
UNITED KINGDOMUNITED KINGDOM
Ph: 44(0)191219 5648Ph: 44(0)191219 5648
Fax: 44(0)191219 5649 Fax: 44(0)191219 5649 
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Stages of Change, Readiness and Stages of Change, Readiness and 
Treatment Eagerness Scale (SOCRATES)Treatment Eagerness Scale (SOCRATES)

Purpose:Purpose: Designed to assess alcohol abusersDesigned to assess alcohol abusers’’ readiness for change.readiness for change.
Clinical utility:Clinical utility: Since motivation for change is an important predictor of treatSince motivation for change is an important predictor of treatment ment 

compliance, the SOCRATES can assist clinicians with information compliance, the SOCRATES can assist clinicians with information necessary for necessary for 
treatment planning.treatment planning.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Adults.Adults.
Norms:Norms: ForthcomingForthcoming
Format:Format: 40 items, self40 items, self--administered, selfadministered, self--report (version 8 consists of 19 items).report (version 8 consists of 19 items).
Administration time:Administration time: 5 minutes.5 minutes.
Scoring time:Scoring time: 5 scales scored separately, each scale has 8 items which are s5 scales scored separately, each scale has 8 items which are summed to ummed to 

derive the scale score; 3 minutes.derive the scale score; 3 minutes.
Computer scoring?Computer scoring? No.No.
Administrator training and qualifications:Administrator training and qualifications: No training required.No training required.
Fee for use:Fee for use: None, public domain.None, public domain.
Available from:Available from: William R. Miller, Ph.D.William R. Miller, Ph.D.

University of New MexicoUniversity of New Mexico
Center of Alcoholism, Substance Abuse and AddictionsCenter of Alcoholism, Substance Abuse and Addictions
2350 Alamo SE2350 Alamo SE
Albuquerque, NM  87106Albuquerque, NM  87106
505505--925925--23782378
email: wrmiller@unm.eduemail: wrmiller@unm.edu
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University of Rhode Island University of Rhode Island 
Change Assessment (URICA)Change Assessment (URICA)

Purpose:Purpose: The URICA operationally defines four theoretical stages of chanThe URICA operationally defines four theoretical stages of changege——
precontemplation, contemplation, action, and maintenanceprecontemplation, contemplation, action, and maintenance——each assessed by eight each assessed by eight 
items. items. 

Clinical utility:Clinical utility: Assessment of stages of change/readiness construct can be used Assessment of stages of change/readiness construct can be used as a as a 
predictor, treatment matching, and outcome variables. predictor, treatment matching, and outcome variables. 

Groups with whom this instrument has been used:Groups with whom this instrument has been used: Both inpatient and outpatient adultsBoth inpatient and outpatient adults
Norms:Norms: Yes, for outpatient alcoholism treatment populationYes, for outpatient alcoholism treatment population
Format:Format: The URICA is a 32The URICA is a 32--item inventory designed to assess an individualitem inventory designed to assess an individual’’s stage of s stage of 

change located along a theorized continuum of change.change located along a theorized continuum of change.
Administration time:Administration time: 5 to 10 minutes to complete 5 to 10 minutes to complete 
Scoring time:Scoring time: 4 to 5 minutes4 to 5 minutes
Computer scoring?Computer scoring? Yes, computer scannable forms.Yes, computer scannable forms.
Administrator training and qualifications:Administrator training and qualifications: N/AN/A
Fee for use:Fee for use: No; instrument is in the public domain. Available from author.No; instrument is in the public domain. Available from author.
Available from:Available from: Carlo C. DiClementeCarlo C. DiClemente

University of MarylandUniversity of Maryland
Psychology DepartmentPsychology Department
1000 Hilltop Circle1000 Hilltop Circle
Baltimore, MD 21250Baltimore, MD 21250
Ph: (410) 455Ph: (410) 455--24152415
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Integrated Treatment PlanningIntegrated Treatment Planning

Individual Treatment Plan Individual Treatment Plan 
Treatment Planning based on:Treatment Planning based on:

•• EvidenceEvidence-- & Consensus& Consensus--based Practices (ECBPs), based Practices (ECBPs), 
client preferences, shared decision making and client preferences, shared decision making and 
clinical expertiseclinical expertise

•• Integrated SA and MH TreatmentsIntegrated SA and MH Treatments
•• A focus on dual recovery/selfA focus on dual recovery/self--management of both management of both 

disordersdisorders
•• Addressing housing, vocational, family, legal, and Addressing housing, vocational, family, legal, and 

medical problemsmedical problems
•• Approaches that are recoveryApproaches that are recovery--oriented, person oriented, person 

centered, culturally competentcentered, culturally competent
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Integrated Treatment PlanningIntegrated Treatment Planning
The ProcessThe Process

During integrated treatment planning phases, initial During integrated treatment planning phases, initial 
decisions are made about the following:decisions are made about the following:

What services the client needs and wantsWhat services the client needs and wants
Where these services will be providedWhere these services will be provided
Who will share responsibility with the client for monitoring Who will share responsibility with the client for monitoring 
progressprogress
How the services of different providers will be coordinatedHow the services of different providers will be coordinated
How services will be reimbursedHow services will be reimbursed

Treatment planning should be client centered, addressing Treatment planning should be client centered, addressing 
clientclient’’s goals and using treatment strategies that are s goals and using treatment strategies that are 
acceptable to them.acceptable to them.
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Integrated Treatment PlanningIntegrated Treatment Planning
The Process (continued)The Process (continued)

Screening and assessment data provide information that Screening and assessment data provide information that 
is integrated by the clinician and the client in the is integrated by the clinician and the client in the 
treatment planning process. Screening and assessment treatment planning process. Screening and assessment 
data also are useful in establishing a clientdata also are useful in establishing a client’’s baseline of s baseline of 
signs, symptoms and behaviors that can be used to signs, symptoms and behaviors that can be used to 
assess progress.assess progress.

The treatment plan is never a static document. As The treatment plan is never a static document. As 
changes in the clientchanges in the client’’s status occur and as new relevant s status occur and as new relevant 
information comes to light, the treatment plan must be information comes to light, the treatment plan must be 
reconsidered and adjusted.reconsidered and adjusted.
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Integrated Treatment PlanningIntegrated Treatment Planning
Responsibility for integrated treatment planningResponsibility for integrated treatment planning

The clientThe client-- centered treatment plan is the joint responsibility centered treatment plan is the joint responsibility 
of the clinician or clinical team and the client.of the clinician or clinical team and the client.
The clientThe client-- centered plan is guided by what the client centered plan is guided by what the client 
wishes to accomplish and the methods that are acceptable wishes to accomplish and the methods that are acceptable 
to him or her.to him or her.
In the system where care is managed, some aspects of the In the system where care is managed, some aspects of the 
plan may require authorization by payers.plan may require authorization by payers.
Securing service authorization is the responsibility of the Securing service authorization is the responsibility of the 
providers.providers.
If service authorization is refused, the client and the If service authorization is refused, the client and the 
provider should explore together what modifications to the provider should explore together what modifications to the 
treatment plan will best meet the client needs and also treatment plan will best meet the client needs and also 
satisfy reimbursement requirements.satisfy reimbursement requirements.
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The Components of a ClientThe Components of a Client--Centered Centered 
Treatment Plan Treatment Plan (adapted from Mueser et al. 2003)(adapted from Mueser et al. 2003)

Acute Safety Needs Determines the need for immediate acute stabilization to 
establish safety prior to routine assessment

Severity of Mental and Substance Use Disorder Guides the choice of the most appropriate setting for treatment

Determines the client’s program assignment (See American 
Society of Addiction Medicine, 2001)

Determines the recommended treatment intervention

Determines case management needs and whether an enhanced 
level of intervention is required

Determines areas of prior success around which to organize 
future treatment interventions and determines areas of skill-
building needed for management of either disorder

Determines whether continuing relationships need to be 
established and availability of existing relationships to provide 
contingencies to promote learning

Determines most culturally appropriate treatment interventions 
and settings

Determines problems to be solved specifically, and opportunities
fir contingencies to promote treatment participation

Determines appropriate treatment interventions and outcomes 
for a client at a given stage of recovery or readiness for change ( 
See TIP 35, Enhancing Motivation for Change in Substance 
Abuse Treatment [CSAT, 1991]

Appropriate Care Setting

Diagnosis

Disability

Strengths and Skills

Availability and Continuity of Recovery Support

Cultural Context

Problem Priorities

State of Recovery/ Client’s Readiness to Change 
Behaviors Relating to Each Problem

Source: CSAT 2005b
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Treatment Planning Treatment Planning 
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Recovery Attitude and Treatment Recovery Attitude and Treatment 
Evaluator (RAATE)Evaluator (RAATE)

Purpose:Purpose: Designed to assist in placing patients into the appropriate lDesigned to assist in placing patients into the appropriate level of care at admission, in evel of care at admission, in 
making continued stay or transfer decisions during treatment (utmaking continued stay or transfer decisions during treatment (utilization review), and documenting ilization review), and documenting 
appropriateness of discharge.appropriateness of discharge.

Clinical utility:Clinical utility: The RAATE provides objective documentation to assist in making The RAATE provides objective documentation to assist in making appropriate appropriate 
treatment placement decisions; it strengthens individualized cartreatment placement decisions; it strengthens individualized care and facilitates more e and facilitates more 
individualized treatment planning; it measures treatment processindividualized treatment planning; it measures treatment process; and it assesses the need for ; and it assesses the need for 
continuing care and discharge readiness.continuing care and discharge readiness.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: AdultsAdults
Norms:Norms: YesYes
Format:Format: A 35A 35--item structured interviewitem structured interview
Administration time:Administration time: 20 to 30 minutes 20 to 30 minutes 
Scoring time:Scoring time: Less than 5 minutesLess than 5 minutes
Computer scoring?Computer scoring? NoNo
Administrator training and qualifications:Administrator training and qualifications: Training is required for administration. The RAATE is Training is required for administration. The RAATE is 

administered by trained chemical dependency professional/RAATEadministered by trained chemical dependency professional/RAATE--CE and patient/RAATECE and patient/RAATE--QI.QI.
Fee for use:Fee for use: Yes. The RAATE manual is available for $35.00 and the scoring tYes. The RAATE manual is available for $35.00 and the scoring templates are $8.75.emplates are $8.75.
Available from:Available from: Evince Clinical AssessmentsEvince Clinical Assessments

P.O. Box 17305; Smithfield, RI 02917P.O. Box 17305; Smithfield, RI 02917
Ph: (401) 231Ph: (401) 231--2993 Toll2993 Toll--free in USA: 800free in USA: 800--755755--62996299
www.evinceassessment.comwww.evinceassessment.com
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InstrumentsInstruments--
Level of Care Level of Care 
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Level of Care Utilization System (LOCUS)Level of Care Utilization System (LOCUS)

Purpose:Purpose: To assess immediate service needs (e.g., for clients in crisis)To assess immediate service needs (e.g., for clients in crisis); to plan resource ; to plan resource 
needs over time, as in assessing service requirements for defineneeds over time, as in assessing service requirements for defined populations; to monitor d populations; to monitor 
changes in status or placement at different points in time. changes in status or placement at different points in time. 

Clinical utility:Clinical utility: LOCUS is divided into three sections. The first section definesLOCUS is divided into three sections. The first section defines six evaluation six evaluation 
parameters or dimensions: (1) Risk of Harm; (2) Functional Statuparameters or dimensions: (1) Risk of Harm; (2) Functional Status; (3) Medical, Addictive, s; (3) Medical, Addictive, 
and Psychiatric Coand Psychiatric Co--Morbidity; (4) Recovery Environment; (5) Treatment and Recovery Morbidity; (4) Recovery Environment; (5) Treatment and Recovery 
History; and (6) Engagement. A fiveHistory; and (6) Engagement. A five--point scale is constructed for each dimension and point scale is constructed for each dimension and 
the criteria for assigning a given rating or score in that dimenthe criteria for assigning a given rating or score in that dimension are elaborated. In sion are elaborated. In 
dimension IV, two subscales are defined, while all other dimensidimension IV, two subscales are defined, while all other dimensions contain only one ons contain only one 
scale.scale.

Groups with whom this instrument has been used:Groups with whom this instrument has been used: AdultsAdults
Norms:Norms: N/AN/A
Format:Format: A document that is divided into three sections. A document that is divided into three sections. 
Administration time:Administration time: 15 to 30 minutes15 to 30 minutes
Scoring time:Scoring time: 20 minutes20 minutes
Computer scoring?Computer scoring? NoNo
Administrator training and qualifications:Administrator training and qualifications: N/AN/A
Fee for use:Fee for use: NoNo
Available from:Available from: American Association of Community PsychiatristsAmerican Association of Community Psychiatrists

http://www.wpic.pitt.edu/aacp/find.htmlhttp://www.wpic.pitt.edu/aacp/find.html



125125

What are the Advantages andWhat are the Advantages and
Disadvantages of Assessment Instruments?Disadvantages of Assessment Instruments?

Assessment instruments constitute a structured method for gatherAssessment instruments constitute a structured method for gathering ing 
information in many areas, and for establishing assessment scoreinformation in many areas, and for establishing assessment scores s 
that define problem areas.that define problem areas.
Assessment instruments also can function as Assessment instruments also can function as ‘‘ticklersticklers’’ or memory  aids or memory  aids 
to the clinician or team, assisting in making sure that all releto the clinician or team, assisting in making sure that all relevant topics vant topics 
are covered.are covered.
Assessment instruments should be viewed as providing informationAssessment instruments should be viewed as providing information
that is part of the assessment process.that is part of the assessment process.
They do not themselves constitute as assessment. In particular, They do not themselves constitute as assessment. In particular, 
instruments do not accomplish the interpersonal goals of assessminstruments do not accomplish the interpersonal goals of assessment.ent.
Making the client feel welcome in the treatment system, engagingMaking the client feel welcome in the treatment system, engaging the the 
client as an active partner in his or her care, and beginning thclient as an active partner in his or her care, and beginning the e 
therapeutic alliance that will exist throughout the clienttherapeutic alliance that will exist throughout the client’’s relationship s relationship 
with helping resources.with helping resources.

CSAT, 2005a
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ConclusionConclusion

Screening, Assessment and Treatment Planning are the foundation Screening, Assessment and Treatment Planning are the foundation 
of good service to COD clients.of good service to COD clients.

Assessment may include a variety of informationAssessment may include a variety of information--gathering gathering 
methods including the administration of assessment instruments, methods including the administration of assessment instruments, 
an inan in--depth clinical interview, a social history, a treatment history,depth clinical interview, a social history, a treatment history,
interviews with friends and family after receipt of appropriate interviews with friends and family after receipt of appropriate client client 
authorizations.authorizations.

There should be equivalent attention to and resources for There should be equivalent attention to and resources for 
Screening & Assessment, and for the parallel development of Screening & Assessment, and for the parallel development of 
consensusconsensus-- and evidenceand evidence--based treatment services.based treatment services.
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What is an EvidenceWhat is an Evidence--Based Practice?Based Practice?

Definition:Definition:

The Center for Excellence in Integrated Care The Center for Excellence in Integrated Care 
defines evidencedefines evidence--based practice in the field based practice in the field 
of coof co--occurring substance use and mental occurring substance use and mental 
disorders asdisorders as the use of current and best the use of current and best 
research evidence in making clinical and research evidence in making clinical and 
programmatic decisions about theprogrammatic decisions about the
care of client(s).care of client(s).
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EvidenceEvidence--Based PracticeBased Practice (continued)(continued)

The Institute of Medicine (2000) added The Institute of Medicine (2000) added clinical expertiseclinical expertise and and patient patient 
valuesvalues to older definitions of evidenceto older definitions of evidence--based practice which only based practice which only 
focused on best research evidence to recognize the importance offocused on best research evidence to recognize the importance of
considering other factors in the process of making clinical deciconsidering other factors in the process of making clinical decisions. sions. 

Best research evidence will be highlighted in subsequent Best research evidence will be highlighted in subsequent 
slides.slides.

Clinician expertise is defined as the ability to use clinical skClinician expertise is defined as the ability to use clinical skills ills 
and past experience to identify each clientand past experience to identify each client’’s unique health s unique health 
state and diagnoses, and individual risks and benefits of state and diagnoses, and individual risks and benefits of 
potential interventions.potential interventions.

Client values refers to the unique preferences, concerns, and Client values refers to the unique preferences, concerns, and 
expectations that each client brings to a clinical encounter.expectations that each client brings to a clinical encounter.
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Pyramid of Research EvidencePyramid of Research Evidence
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EvidenceEvidence--Based PracticesBased Practices
(OASAS/OMH recommendations)(OASAS/OMH recommendations)

For both disorders:For both disorders:
Approved medicationsApproved medications

For substance use disorders:For substance use disorders:
EvidenceEvidence--based individual, group, couples, and family treatments based individual, group, couples, and family treatments ––
includingincluding

•• motivational enhancementmotivational enhancement
•• CBTCBT
•• 1212--step facilitationstep facilitation
•• behavioral couples & family therapybehavioral couples & family therapy
•• contingency managementcontingency management

For mental illness:For mental illness:
CBT, medication CBT, medication 

For serious mental illness:For serious mental illness:
Managing illness (IDDT, education, medication, CBT) family Managing illness (IDDT, education, medication, CBT) family 
psychoeducation, supported employment, social skills trainingpsychoeducation, supported employment, social skills training
Peer supportPeer support
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EvidenceEvidence--Based Practices Based Practices in in 
Substance Abuse TreatmentSubstance Abuse Treatment

Motivational EnhancementMotivational Enhancement

Cognitive Behavioral TherapyCognitive Behavioral Therapy

Participation in Mutual SelfParticipation in Mutual Self--Help GroupsHelp Groups

Contingency ManagementContingency Management

Relapse PreventionRelapse Prevention
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Motivational EnhancementMotivational Enhancement

Motivational interviewingMotivational interviewing is a is a ““clientclient--centered, centered, 
directive method for enhancing intrinsic motivation directive method for enhancing intrinsic motivation 
to change by exploring and resolving to change by exploring and resolving 
ambivalenceambivalence”” (Miller and Rollnick, 2002, p. 25). (Miller and Rollnick, 2002, p. 25). 
Motivational interviewing has proven effective in Motivational interviewing has proven effective in 
helping clients clarify goals and make commitment helping clients clarify goals and make commitment 
to change. to change. 
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Motivational InterviewingMotivational Interviewing

Motivational Interviewing (MI) is a Motivational Interviewing (MI) is a ““clientclient--centered, noncentered, non--
directive, method for enhancing intrinsic motivation to directive, method for enhancing intrinsic motivation to 
change by exploring and resolving ambivalencechange by exploring and resolving ambivalence””..

MI has proven effective in helping clients clarify goals and MI has proven effective in helping clients clarify goals and 
make commitment to change.make commitment to change.

This approach shows so much promise that it is one of the This approach shows so much promise that it is one of the 
first two psychosocial treatments being sponsored in multifirst two psychosocial treatments being sponsored in multi--
site trials in the National Institute on Drug Abuse Clinical site trials in the National Institute on Drug Abuse Clinical 
Trials Network program.Trials Network program.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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Applying the Motivational Interviewing Applying the Motivational Interviewing 
Approach to Clients with CODApproach to Clients with COD

To date, motivational interviewing strategies have been To date, motivational interviewing strategies have been 
successfully applied to the treatment of clients with COD, successfully applied to the treatment of clients with COD, 
especially in:especially in:

Assessing the clientAssessing the client’’s perception of the problems perception of the problem

Exploring the clientExploring the client’’s understanding of his or her s understanding of his or her 
clinical conditionclinical condition

Examining the clientExamining the client’’s desire for continued treatments desire for continued treatment

Enduring client attendance at initial sessionsEnduring client attendance at initial sessions

Expanding the clientExpanding the client’’s assumption of responsibility for s assumption of responsibility for 
changechange

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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CognitiveCognitive––Behavioral TherapyBehavioral Therapy

This therapeutic approach seeks to modify negative or selfThis therapeutic approach seeks to modify negative or self--
defeating thoughts and behavior and is aimed at both defeating thoughts and behavior and is aimed at both 
thought and behavior changethought and behavior change——that is, coping by thinking that is, coping by thinking 
differently and coping by acting differently (Carroll, 1998). differently and coping by acting differently (Carroll, 1998). 
One technique is known as One technique is known as cognitive restructuringcognitive restructuring; for ; for 
example, a client may initially think, example, a client may initially think, ““The only time I feel The only time I feel 
comfortable is when Icomfortable is when I’’m high,m high,”” but learn through counseling but learn through counseling 
to think instead, to think instead, ““ItIt’’s hard to learn to be comfortable socially s hard to learn to be comfortable socially 
without doing drugs, but people do so all the time.without doing drugs, but people do so all the time.””
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CognitiveCognitive--Behavioral Behavioral 
Therapeutic TechniquesTherapeutic Techniques

An underlying assumption of CBT is that the client systematicallAn underlying assumption of CBT is that the client systematically y 
and negatively distorts her view of the self, the environment, aand negatively distorts her view of the self, the environment, and nd 
the future.the future.

Therefore, a major tenet of CBT is that the personTherefore, a major tenet of CBT is that the person’’s thinking is the s thinking is the 
source of difficulty and that this distorted thinking creates source of difficulty and that this distorted thinking creates 
behavioral problems.behavioral problems.

CBT approaches use cognitive and/or behavioral strategies to CBT approaches use cognitive and/or behavioral strategies to 
identify and replace irrational beliefs with rational beliefs.identify and replace irrational beliefs with rational beliefs.

At the same time, the approach prescribes new behaviors the At the same time, the approach prescribes new behaviors the 
client practices. These approaches are educational in nature, client practices. These approaches are educational in nature, 
active and problemactive and problem--focused, and timefocused, and time--limited.limited.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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CognitiveCognitive--Behavioral Therapy and CODBehavioral Therapy and COD

Distortions in thinking are generally more severe with people Distortions in thinking are generally more severe with people 
with COD. For example, a person with depression and an with COD. For example, a person with depression and an 
alcohol use disorder who has had a bad reaction to a alcohol use disorder who has had a bad reaction to a 
particular antidepressant may claim that all antidepressant particular antidepressant may claim that all antidepressant 
medication is bad and must be avoided at all costs. medication is bad and must be avoided at all costs. 

Likewise, individuals may use magnification and minimization Likewise, individuals may use magnification and minimization 
to exaggerate the qualities of others, consistently presenting to exaggerate the qualities of others, consistently presenting 
themselves as themselves as ““loserslosers”” who are incapable of accomplishing who are incapable of accomplishing 
anything. Clients with COD are, by definition, in need of anything. Clients with COD are, by definition, in need of 
better coping skills. better coping skills. 

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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Participation in Mutual SelfParticipation in Mutual Self--help Groupshelp Groups

The use of The use of mutual selfmutual self--help groupshelp groups is a key tool for is a key tool for 
the clinician to assist clients with substance use the clinician to assist clients with substance use 
disorders as well as clients with mental disorders disorders as well as clients with mental disorders 
(Dupont, 1994). Dual recovery mutual self(Dupont, 1994). Dual recovery mutual self--help help 
approaches are becoming increasingly common in approaches are becoming increasingly common in 
larger communities. Clinicians are advised to seek larger communities. Clinicians are advised to seek 
resources for those who do not speak English. resources for those who do not speak English. 
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Participation in Mutual SelfParticipation in Mutual Self--help Groupshelp Groups (continued)(continued)

The clinician can assist the client by doing the 
following—

Help the client locate an appropriate group.Help the client locate an appropriate group.

Help the client find a sponsor.Help the client find a sponsor.

Help the client prepare to participate appropriately Help the client prepare to participate appropriately 
in the group.in the group.

Help overcome barriers to group participation.Help overcome barriers to group participation.

Debrief with the client after he or she has attended Debrief with the client after he or she has attended 
a meeting to help process reactions and prepare a meeting to help process reactions and prepare 
for future attendance. for future attendance. 
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Contingency ManagementContingency Management

Contingency managementContingency management maintains that the form or maintains that the form or 
frequency of behavior can be altered through a frequency of behavior can be altered through a 
planned and organized system of positive and negative planned and organized system of positive and negative 
consequences (Higgins et al., 1986). Contingency consequences (Higgins et al., 1986). Contingency 
management assumes that neurobiological and management assumes that neurobiological and 
environmental factors influence substance use environmental factors influence substance use 
behaviors and that the consistent application of behaviors and that the consistent application of 
reinforcing environmental consequences can change reinforcing environmental consequences can change 
these behaviors.these behaviors.
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Contingency ManagementContingency Management (continued)(continued)

Contingency management for substance abuse treatment for substance abuse treatment 
has been structured around four central principles (Higgins has been structured around four central principles (Higgins 
and Petry, 1999)and Petry, 1999)——

1.1. The clinician provides positive reinforcementThe clinician provides positive reinforcement——
mutually agreed uponmutually agreed upon——when abstinence is when abstinence is 
demonstrated. demonstrated. 

2.2. The clinician arranges regular drug testing to ensure The clinician arranges regular drug testing to ensure 
any use of targeted substance(s) is detected readily.any use of targeted substance(s) is detected readily.

3.3. The clinician withholds designated incentives from The clinician withholds designated incentives from 
the individual when the substance is detected.the individual when the substance is detected.

4.4. The clinician helps the client establish alternate and The clinician helps the client establish alternate and 
healthier activities.healthier activities.
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Contingency ManagementContingency Management (continued)(continued)

Contingency management techniques are best Contingency management techniques are best 
applied to specific targeted behaviors, such asapplied to specific targeted behaviors, such as——

Drug abstinenceDrug abstinence

Clinic attendance and group participationClinic attendance and group participation

Medication adherenceMedication adherence

Following treatment planFollowing treatment plan

Attaining particular goals Attaining particular goals 
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Contingency ManagementContingency Management (continued)(continued)

Common reinforcers areCommon reinforcers are——

CashCash

VouchersVouchers

PrizesPrizes

Retail itemsRetail items

PrivilegesPrivileges
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CM TechniquesCM Techniques——
Implications for People with CODImplications for People with COD

Some recent examples of the use of CM techniques Some recent examples of the use of CM techniques 
have direct implications for people with COD:have direct implications for people with COD:

housing and employment contingent upon housing and employment contingent upon 
abstinence; abstinence; 

managing benefits and establishing managing benefits and establishing 
representative payeeships;representative payeeships;

a token economy for homeless clients with COD.a token economy for homeless clients with COD.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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RelapseRelapse PreventionPrevention

Although the literature describes a variety of relapse Although the literature describes a variety of relapse 
prevention models, all clinical approaches to relapse prevention models, all clinical approaches to relapse 
prevention have a central element that anticipates the prevention have a central element that anticipates the 
emergence of problems in maintaining change (Gorski, emergence of problems in maintaining change (Gorski, 
2000 and Marlatt, 1999). High2000 and Marlatt, 1999). High--risk situations for resumed risk situations for resumed 
substance use are identified, and counselors help clients substance use are identified, and counselors help clients 
to develop effective strategies that will enable them to to develop effective strategies that will enable them to 
cope with these situations without relapsing to substance cope with these situations without relapsing to substance 
use. use. 



149149

Use of Relapse Prevention TechniquesUse of Relapse Prevention Techniques

A central element of all clinical approaches to relapse A central element of all clinical approaches to relapse 
prevention is anticipating problems that are likely to arise in prevention is anticipating problems that are likely to arise in 
maintaining change and labeling them as highmaintaining change and labeling them as high--risk situations risk situations 
for resumed substance use, then helping clients to develop for resumed substance use, then helping clients to develop 
effective strategies to cope with those higheffective strategies to cope with those high--risk situations risk situations 
without having a lapse.without having a lapse.

A key factor in preventing relapse is to understand that A key factor in preventing relapse is to understand that 
relapses are preceded by triggers or cues that signal that relapses are preceded by triggers or cues that signal that 
trouble is brewing and that these triggers precede exposure trouble is brewing and that these triggers precede exposure 
to events or internal processes (highto events or internal processes (high--risk situations) where or risk situations) where or 
when resumed substance use is likely to occur.when resumed substance use is likely to occur.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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Relapse Prevention and CODRelapse Prevention and COD

Relapse education should be provided and related to the Relapse education should be provided and related to the 
individualindividual’’s mental disorder. The latter is particularly s mental disorder. The latter is particularly 
important because the pattern typically followed by clients important because the pattern typically followed by clients 
with COD begins with an increase in substance use with COD begins with an increase in substance use 
leading to lowered efficacy or discontinuation of leading to lowered efficacy or discontinuation of 
psychiatric medication, or missed counseling sessions. psychiatric medication, or missed counseling sessions. 

As a consequence, psychiatric symptoms reappear or As a consequence, psychiatric symptoms reappear or 
worsen, the clientworsen, the client’’s tendency to selfs tendency to self--medicate through medicate through 
substance use is exacerbated, and the downward spiral is substance use is exacerbated, and the downward spiral is 
perpetuated.perpetuated.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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Relapse Prevention and CODRelapse Prevention and COD (continued)(continued)

Clients with COD need effective strategies to cope Clients with COD need effective strategies to cope 
with pressures to discontinue their prescribed with pressures to discontinue their prescribed 
psychiatric medication. psychiatric medication. 
One such strategy is simply to prepare clients for One such strategy is simply to prepare clients for 
external pressure from other people to stop taking external pressure from other people to stop taking 
their medications. their medications. 
Rehearsing circumstances in which this type of Rehearsing circumstances in which this type of 
pressure is applied, along with anticipating the pressure is applied, along with anticipating the 
possibility, enables clients with COD to react possibility, enables clients with COD to react 
appropriately. appropriately. 

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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EBP in Mental Health TreatmentEBP in Mental Health Treatment

Integrated Dual Disorders TreatmentIntegrated Dual Disorders Treatment

Illness Management & RecoveryIllness Management & Recovery

Supported EmploymentSupported Employment

Family PsychoFamily Psycho--EducationEducation
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Integrated Dual Disorders Treatment Integrated Dual Disorders Treatment 
(IDDT)(IDDT)

For the past 15 years extensive efforts have been For the past 15 years extensive efforts have been 
made to develop integrated models for individuals with made to develop integrated models for individuals with 
serious mental illnesses and coserious mental illnesses and co--occurring substance occurring substance 
use disorders. The general findings across multiple use disorders. The general findings across multiple 
studies of IDDT support the effectiveness of this studies of IDDT support the effectiveness of this 
approach (Drake et al, 2001). approach (Drake et al, 2001). 
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What is Integrated Dual DisordersWhat is Integrated Dual Disorders
Treatment (IDDT)?Treatment (IDDT)?

Six Core ComponentsSix Core Components

1.1. Integration of ServicesIntegration of Services
2.2. Blending of ServicesBlending of Services
3.3. StageStage--wise Treatmentwise Treatment
4.4. Integrated AssessmentIntegrated Assessment
5.5. Motivational TreatmentMotivational Treatment
6.6. Substance abuse counselingSubstance abuse counseling
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What is Fidelity?What is Fidelity?

Fidelity is the degree of implementation of an Fidelity is the degree of implementation of an 
evidenceevidence--based practice.based practice.

Programs with highPrograms with high--fidelity are expected to have fidelity are expected to have 
greater effectiveness than lowgreater effectiveness than low--fidelity programs in fidelity programs in 
achieving desired consumer outcomes.achieving desired consumer outcomes.

Fidelity scales assess the critical ingredients of an Fidelity scales assess the critical ingredients of an 
EBP.EBP.



156156

IDDT Fidelity ScaleIDDT Fidelity Scale
ProgramProgram--Specific ItemsSpecific Items

Multidisciplinary Team with Multidisciplinary Team with 
Integrated Substance Abuse Integrated Substance Abuse 
SpecialistSpecialist
StateState--wise interventionswise interventions
Comprehensive COD Comprehensive COD 
ServicesServices
TimeTime--unlimited servicesunlimited services
OutreachOutreach
Motivational InterventionsMotivational Interventions
Substance Abuse Substance Abuse 
CounselingCounseling

Group COD TreatmentGroup COD Treatment
Family PsychoeducationFamily Psychoeducation
SelfSelf--Help Group Help Group 
ParticipationParticipation
Pharmacological TreatmentPharmacological Treatment
Interventions to Promote Interventions to Promote 
HealthHealth
Secondary Interventions for Secondary Interventions for 
NonNon--respondersresponders
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Illness Management and RecoveryIllness Management and Recovery

Illness management and recovery are aimed at helping consumers Illness management and recovery are aimed at helping consumers 
acquire the information and skills needed to collaborate effectiacquire the information and skills needed to collaborate effectively vely 
with professionals and significant others in their treatment, towith professionals and significant others in their treatment, to
minimizeminimize--the effects of the mental illness on their lives, and to be the effects of the mental illness on their lives, and to be 
able to pursue personally meaningful goals.able to pursue personally meaningful goals.

Variety of methods are aimed at helping consumers deal more Variety of methods are aimed at helping consumers deal more 
effectively with their disorder, including psychoeffectively with their disorder, including psycho--education about education about 
mental illness and itsmental illness and its-- treatment, teaching strategies that promote treatment, teaching strategies that promote 
effective use of medication, developing relapse prevention skilleffective use of medication, developing relapse prevention skills, s, 
and improving methods for coping with symptoms. and improving methods for coping with symptoms. 

Additional techniques that can be subsumed under the broad Additional techniques that can be subsumed under the broad 
category of illness management and recovery include social skillcategory of illness management and recovery include social skills s 
training to address social dysfunction and cognitive therapy fortraining to address social dysfunction and cognitive therapy for
psychosis. psychosis. 

Adapted from Mueser, K., Torrey, W.C., Lynde, D., Singer, P. & Drake, R.E. (2003) and from the 
Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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Supported EmploymentSupported Employment

Refers to vocational services based on helping clients rapidly Refers to vocational services based on helping clients rapidly 
acquire Competitive jobs paying competitive wages.acquire Competitive jobs paying competitive wages.

Takes place in  integrated community settings working alongside Takes place in  integrated community settings working alongside 
nonnon--disabled workers and providing ongoing supports to facilitate disabled workers and providing ongoing supports to facilitate 
success on the job or a smooth transition to another job. success on the job or a smooth transition to another job. 

Contrast to traditional vocational services that use extensive Contrast to traditional vocational services that use extensive 
preemployment experiences such as assessment, skills training, preemployment experiences such as assessment, skills training, 
counseling, sheltered work experiences, and work trials, prior tcounseling, sheltered work experiences, and work trials, prior to o 
placement in a competitive job. Individuals tend to become stallplacement in a competitive job. Individuals tend to become stalled ed 
in these prevocational experiences and never make the transitionin these prevocational experiences and never make the transition
to competitive employment. to competitive employment. 

Adapted from Mueser, K., Torrey, W.C., Lynde, D., Singer, P. & Drake, R.E. (2003) and from the 
Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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Family PsychoFamily Psycho--educationeducation

A variety of different models of family intervention have been dA variety of different models of family intervention have been developed over eveloped over 
the past two decades.the past two decades.

Models of family interventions differ in their format (e.g., mulModels of family interventions differ in their format (e.g., multiple family vs. tiple family vs. 
single family sessions), theoretical orientation (e.g., cognitivsingle family sessions), theoretical orientation (e.g., cognitivee--behavioral, behavioral, 
broadbroad--based supportive, modified family systems), duration of treatmenbased supportive, modified family systems), duration of treatment (e.g., t (e.g., 
timetime--limited or unlimited), and locus of services (cliniclimited or unlimited), and locus of services (clinic-- or homeor home--based). based). 

Despite the many differences between models, effective family prDespite the many differences between models, effective family programs ograms 
share many features share many features 

usually last for at least 6 months;usually last for at least 6 months;
provide information to families about the psychiatric illness anprovide information to families about the psychiatric illness and its d its 
management;management;
strive to decrease tension and stress in the family, give socialstrive to decrease tension and stress in the family, give social support and support and 
empathy; empathy; 
focus on improving the future (rather than exploring the past), focus on improving the future (rather than exploring the past), improve improve 
functioning in all family members (not just the consumer); and functioning in all family members (not just the consumer); and 
seek to form a collaborative relationship between the treatment seek to form a collaborative relationship between the treatment team and team and 
family.family.

Adapted from Mueser, K., Torrey, W.C., Lynde, D., Singer, P. & Drake, R.E. (2003) and from the 
Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42
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Issues in EvidenceIssues in Evidence--Based PracticesBased Practices
ContextContext

When the circumstances surrounding the application of the practiWhen the circumstances surrounding the application of the practice change to ce change to 
the extent that the practice must be modified, the original evidthe extent that the practice must be modified, the original evidence or ence or 
consensus base may well prove to be insufficient. Specifically, consensus base may well prove to be insufficient. Specifically, the the 
generalization of findings across settings and populations can bgeneralization of findings across settings and populations can be problematic e problematic 
when: when: 

the supporting evidence has been accumulated in the treatment ofthe supporting evidence has been accumulated in the treatment of one disorder, one disorder, 
but the application in question is for treatment of clients withbut the application in question is for treatment of clients with combined or multiple combined or multiple 
disorders;disorders;
the supporting evidence has been established in one field (eithethe supporting evidence has been established in one field (either the mental r the mental 
health field or the substance abuse field), but the application health field or the substance abuse field), but the application of the treatment of the treatment 
technique is in the other;technique is in the other;
the supporting evidence has been demonstrated for a cothe supporting evidence has been demonstrated for a co--occurring disorders occurring disorders 
population with particular characteristics (e.g., homeless) and population with particular characteristics (e.g., homeless) and in a particular in a particular 
setting (e.g., shelters), but the application in question is amosetting (e.g., shelters), but the application in question is among a cong a co--occurring occurring 
disorders group of clients with differing characteristics (womendisorders group of clients with differing characteristics (women and children) and children) 
and/or in another setting (prisons);and/or in another setting (prisons);
the supporting evidence has been found to be effective among a sthe supporting evidence has been found to be effective among a subgroup of ubgroup of 
clients with coclients with co--occurring disorders who have specific demographic characteristicoccurring disorders who have specific demographic characteristics, s, 
but the application is to be generalized to another subgroup whobut the application is to be generalized to another subgroup who have different have different 
background characteristics (e.g., age, culture, language). background characteristics (e.g., age, culture, language). 

Adapted from COCE Overview Paper Consensus- and Evidence-Based Practice
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Issues in EvidenceIssues in Evidence--Based PracticesBased Practices
TransferabilityTransferability

Even once established across a range of client groups and settinEven once established across a range of client groups and settings, the gs, the 
transferability of treatment techniques and models is not assuretransferability of treatment techniques and models is not assured. d. 
Determining factors include:Determining factors include:

a treatment strategy must match the needs and functioning of thea treatment strategy must match the needs and functioning of the clientsclients—— as with as with 
any treatment intervention, the course of treatment proposed musany treatment intervention, the course of treatment proposed must be jointly t be jointly 
embraced (or at least tolerated) by both the client and the clinembraced (or at least tolerated) by both the client and the clinician; ician; 

the successful application of an evidencethe successful application of an evidence--based practice requires both skills based practice requires both skills 
building and organizational readinessbuilding and organizational readiness—— support structures and institutional support structures and institutional 
commitment, as well as staff skills, need to be considered beforcommitment, as well as staff skills, need to be considered before deciding to e deciding to 
implement an evidenceimplement an evidence--based practice;based practice;

the cost and personnel required for a given treatment must not ethe cost and personnel required for a given treatment must not exceed the capacity xceed the capacity 
of the treatment setting; similarly, new initiatives must conforof the treatment setting; similarly, new initiatives must conform to policy constraints m to policy constraints 
that influence program functioningthat influence program functioning—— e.g., financial rewards or vouchers may be an e.g., financial rewards or vouchers may be an 
effective strategy for encouraging program compliance, but may aeffective strategy for encouraging program compliance, but may also be a practice lso be a practice 
that is unacceptable to program governing bodies;that is unacceptable to program governing bodies;

Adapted from COCE Overview Paper Consensus- and Evidence-Based Practices
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Issues in EBP Transferability Issues in EBP Transferability (continued)(continued)

the tendency is to assume more robust treatment effects than canthe tendency is to assume more robust treatment effects than can be produced; be produced; 
unrealistically optimistic promises must be guarded against, eveunrealistically optimistic promises must be guarded against, even when the treatment n when the treatment 
technique or model has clear evidentiary supporttechnique or model has clear evidentiary support—— in general, psychosocial in general, psychosocial 
interventions have weak to moderate effects (which may be one reinterventions have weak to moderate effects (which may be one reason why repeated ason why repeated 
episodes of care appear beneficial), and a specific individualepisodes of care appear beneficial), and a specific individual’’s response to treatment s response to treatment 
is not assured. A magic bullet has not been found for the treatmis not assured. A magic bullet has not been found for the treatment of substance ent of substance 
abuse or coabuse or co--occurring disorders, although addiction treatment outcomes are noccurring disorders, although addiction treatment outcomes are no less o less 
positive than those for diabetes, asthma, and hypertension (McLepositive than those for diabetes, asthma, and hypertension (McLellan, Lewis, Ollan, Lewis, O’’Brien Brien 
& Kleber, 2000);& Kleber, 2000);

evidenceevidence--based practice evaluations must assess the interventionbased practice evaluations must assess the intervention’’s usefulness in s usefulness in 
““real worldreal world”” community programs, and additional study may be necessary to community programs, and additional study may be necessary to 
determine the effectiveness of researchdetermine the effectiveness of research--based interventions in communitybased interventions in community--based based 
program settingsprogram settings—— efficacy established in federally funded research does not efficacy established in federally funded research does not 
necessarily equate with effectiveness in real world settings, atnecessarily equate with effectiveness in real world settings, at least partly because least partly because 
studies typically use highly qualified treatment staff under clostudies typically use highly qualified treatment staff under close supervision to se supervision to 
preserve the fidelity of the intervention, conditions that are npreserve the fidelity of the intervention, conditions that are not common to clinical ot common to clinical 
settings. settings. 

Adapted from COCE Overview Paper Consensus- and Evidence-Based Practices
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1Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders

INTRODUCTION

Screening and assessment instruments are tools for informa-
tion gathering, as are laboratory tests. However, the use of
these tools alone does not constitute screening or assess-
ment. Screening and assessment must allow flexibility within
their formalized structures, balancing the need for consis-
tency with the need to respond to important differences
among clients. Screening and assessment data provide
information that is evaluated and processed by the clinician
and the client in the treatment planning process.

Screening, assessment, and treatment planning are not
stand-alone activities. They are three components of a
process that may be conducted by different agencies.
Effective information sharing and following of clients most
frequently occurs in systems where relevant agencies have a
formal network, cross-training for staff, and formal proce-
dures for information sharing and referral.

.

SUMMARY

Screening, assessment, and treatment planning (see Table 1, Key Definitions) constitute three interrelated components of a
process that, when properly executed, informs and guides the provision of appropriate, client-centered services to persons
with co-occurring disorders (COD). Clients with COD are best served through an integrated screening, assessment, and
treatment planning process that addresses both substance use and mental disorders, each in the context of the other. This
paper discusses the purpose, appropriate staffing, protocols, methods, advantages and disadvantages, and processes for
integrated screening, assessment, and treatment planning for persons with COD as well as systems issues and financing.

LITERATURE HIGHLIGHTS

Integrated screening, assessment, and treatment planning
(see Table 1, Key Definitions):

. . . begins at the earliest point of contact with the client,
[and] continues through the relapse prevention stage.
Information regarding a client’s substance abuse and
functional adjustment is gathered throughout the treat-
ment process, along with evidence regarding the effects
of interventions (or lack thereof). Treatment plans are then
modified accordingly (Mueser et al., 2003, p. 49).

A compendium of relevant COD screening and
assessment instruments can be found in TIP 42,
Substance Abuse Treatment for Persons With Co-
Occurring Disorders, Appendixes G and H, pages
487–512 (Center for Substance Abuse Treatment
[CSAT], 2005).

Table 1: Key Definitions

Screening Determines the likelihood that a client has co-occurring substance use and mental disorders or
that his or her presenting signs, symptoms, or behaviors may be influenced by co-occurring issues.
The purpose is not to establish the presence or specific type of such a disorder, but to establish the
need for an in-depth assessment. Screening is a formal process that typically is brief and occurs
soon after the client presents for services.

Assessment Gathers information and engages in a process with the client that enables the provider to establish
(or rule out) the presence or absence of a co-occurring disorder. Determines the client’s readiness
for change, identifies client strengths or problem areas that may affect the processes of treatment
and recovery, and engages the client in the development of an appropriate treatment relationship.

Treatment Planning Develops a comprehensive set of staged, integrated program placements and treatment
interventions for each disorder that is adjusted as needed to take into account issues related to the
other disorder. The plan is matched to the individual needs, readiness, preferences, and personal
goals of the client.

Integrated Screening, Screening, assessment, and treatment planning that address both mental health and substance
Assessment, and abuse, each in the context of the other disorder.
Treatment Planning
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2 Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders

A vast amount of literature exists on screening, assessment,
and treatment planning in substance abuse treatment and an
equally vast amount in mental health settings. Considerably
less material has been published on screening, assessment,
and treatment planning specifically addressing persons with
(or suspected of having) COD. However, a clinically mean-
ingful and useful screening, assessment, and treatment
planning process will necessarily include procedures, prac-
tices, and tools drawn from both the substance abuse and
mental health fields.

Clients with COD are best served when screening, assess-
ment, and treatment planning are integrated, addressing
both substance abuse and mental health disorders, each in
the context of the other. Diagnostic certainty cannot be the
basis for service planning and design, and COCE encourages
the use of a broad definition of COD based on client service
needs. For example, some clients’ mental health and substance
abuse problems may not, at a given point in time, fully meet
the criteria for diagnoses in categories from the Diagnostic and
Statistical Manual of Mental Disorders, 4th edition Text Revision
(DSM-IV-TR) (American Psychiatric Association, 2000). None-
theless, they would be included in a broad definition of COD
to allow responses to the real needs of consumers.

The process of integrated screening, assessment, and
treatment planning will vary depending on the information
available at the time of initial contact with the client. The
special challenge of screening, assessment, and treatment
planning in COD is to explore, determine, and respond to the
effects of two mutually interacting disorders. Because neither
substance abuse nor mental illness should be considered
primary for a person with COD (Lehman et al., 1998;
Mueser et al., 2003), an existing diagnosis of mental illness
or substance abuse is a point of departure only.

The complexity of COD dictates that screening, assessment,
and treatment planning cannot be bound by a rigid formula.
Rather, the success of this process depends on the skills and
creativity of the clinician in applying available procedures,
tools, and laboratory tests and on the relationships estab-
lished with the client and his or her intimates.

KEY QUESTIONS AND ANSWERS

Overview Question

1. How do screening, assessment, and treatment
planning relate to one another?

Figure 1 (page 3) summarizes the relationships among
screening, assessment, and treatment planning and their
usual ordering in time. Note the iterative relationship
between treatment planning and assessment. Rather than
being one-time events, these activities constitute a process of
continual refinement and adaptation to changing client

circumstances. Figure 1 introduces the concept of Contact
(see left-hand side of the figure), which refers to the fact that
there is “no wrong door” through which a client can enter
the COD system of care. The capacity for screening and the
ability to recognize that some form of assistance is required
should be available at any point in the service system (CSAT,
2000).

Integrated Screening (see Table 1, Key Definitions,
page 1)

1. What is the purpose of integrated screening?

Integrated screening addresses both mental health and
substance abuse, each in the context of the other disorder.
Integrated screening seeks to answer a yes/no question: “Is
there sufficient evidence of a substance use and/or other
mental disorder to warrant further exploration?” A compre-
hensive screening process also includes exploration of a
variety of related service needs including medical, housing,
victimization, trauma, and so on. In other words, screening
expedites entry into appropriate services. At this point in the
screening, assessment, and treatment planning process, the
goal is to identify everyone who might have COD and related
service needs.

2. Who is responsible for integrated screening and in
what settings does it occur?

There are seldom any legal or professional restraints on who
can be trained to conduct a screening. If properly trained
staff are available, integrated screening can occur in any
health or human services context as well as within the
criminal justice, homeless services, and educational systems.
The broader the range of relevant contexts in which screen-
ing can occur in a given community, the greater the prob-
ability that persons with COD will be identified and referred
for further assessment and treatment. Ideally, screening
should take place in a wide variety of settings.

3. What protocols are allowed in conducting an
integrated screening?

Any screening protocols, including integrated screening,
must specify the methods to be followed and the questions
to be asked. If tools or instruments are to be used, integrated
screening protocols must indicate what constitutes scoring
positive for a specific potential problem (often called “estab-
lishing cut-off scores”). Additionally, the screening protocol
must detail exactly what is to take place when the client
scores in the positive range (e.g., where the client is to be
referred for further assessment). Finally, a screening protocol
should provide a format for recording the results of the
screening, other relevant client information, and the disposi-
tion of the case. See also TIP 42, Substance Abuse Treatment
for Persons With Co-Occurring Disorders (CSAT, 2005).
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3Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders

4. What methods are
used to conduct an
integrated screening?

Information-gathering
methods for screening may
include screening instru-
ments, laboratory tests,
clinical interviews, and
personal contact. The
circumstances of contact,
the client's demeanor and
behavior, signs of acute
intoxication, physical signs
suggesting drug use or
attempts at self-harm, and
information offered sponta-
neously by the client or
intimates can be indicators
of substance use and/or mental disorders.

5. What are the advantages and disadvantages of
screening instruments?

Screening instruments can be an efficient form of information
gathering. A compendium of relevant screening instru-
ments can be found in TIP 42, Appendixes G and H,
pages 487–512 (CSAT, 2005). The advantages of using
screening tools are the simplicity of their use and scoring, the
generally limited training needed for their administration, and,
for well-researched tools, a known level of reliability and the
availability of cut-off scores. One disadvantage of screening
instruments is that they sometimes become the only compo-
nent of the screening process. A second disadvantage is that
a routinely administered screening instrument provides little
opportunity to establish a connection with the client. Such a
connection may be important in motivating the client to
accept a referral for assessment if needed.

6. Is there one right integrated screening process for
all clients?

Both the screening process and the interpretation of screen-
ing information will depend on the client’s language of
preference, culture, and age. For all of these reasons, the
screening process must allow flexibility within its formalized
structure, balancing the need for consistency with the need
to respond to important differences among clients.

Integrated Assessment (see Table 1, Key Definitions,
page 1)

1. What is the purpose of integrated assessment?

Like integrated screening, integrated assessment addresses
both mental health and substance abuse, each in the context
of the other disorder. Integrated assessment seeks to
(1) establish formal diagnoses (see the COCE Overview Paper
titled “Definitions and Terms Relating to Co-Occurring

Disorders”), (2) evaluate level of functioning (i.e., current
cognitive capacity, social skills, and other abilities) to identify
factors that could interfere with the ability to function
independently and/or follow treatment recommendations,
(3) determine the client’s readiness for change, and (4) make
initial decisions about appropriate level of care. Integrated
assessment also should consider cultural and linguistic issues,
amount of social support, special life circumstances (e.g.,
women with children), and medical conditions (e.g., HIV/
AIDS, tuberculosis) that may affect services choices and the
client’s ability to profit from them.

The assessment process should be client-centered in order to
fully motivate and engage the client in the assessment and
treatment process. Client-centered means that the client’s
perceptions of his or her problem(s) and the goals he or she
wishes to accomplish are central to the assessment and to
the recommendations that derive from it.

2. Who is responsible for integrated assessment, and in
what settings does it occur?

Integrated assessment may be conducted by any mental health
or substance abuse professional who has the specialized
training and skills required. DSM-IV-TR diagnosis is accom-
plished by referral to a psychiatrist, clinical psychologist,
licensed clinical social worker, or other qualified healthcare
professional who is licensed by the State to diagnose mental
disorders. Note that certain assessment instruments can only
be obtained and administered by a licensed psychologist. In
some cases (e.g., persons without a confirmed diagnosis of
either a substance use or mental health disorder, and persons
with additional special needs such as homeless or dependent
adults), an assessment team including substance abuse and
mental health professionals and other service providers may be
needed to complete the assessment. Generally, assessment
occurs in a mental health or substance abuse treatment
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4 Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders

facility. In some cases, communities or large systems within
communities (e.g., the corrections system) may establish
freestanding assessment centers.

3. What protocols are followed in conducting an
integrated assessment?

As shown in Table 2, there are 12 specific steps in the
assessment process. Chapter 4 in TIP 42 (CSAT, 2005)
describes these steps in detail. Through these steps, the
assessment seeks to accomplish the following aims:

• Obtain a detailed chronological history of past symptoms,
diagnoses, treatment, and impairment for both mental
health and substance abuse.

• Obtain a detailed description of current strengths, sup-
ports, limitations, and cultural barriers related to following
the recommended treatment regimen for any disorder or
problem.

• Determine stage of change for each problem. (If a
clinician is asked, “What stage of change is the client in?”
the correct answer is always, “For which problem?”)

• Identify social supports and other factors that might help
promote treatment adherence.

• Find out what clients want, in terms of their perception of
the problem, what they want to change, and how they
think that change will occur.

The assessment for COD is integrated by analyzing data
concerning one disorder in light of data concerning the other
disorder. For example, attention to mental health symptoms,
impairments, diagnoses, and treatments during past episodes
of substance abuse and abstinence can illuminate the role of
substance abuse in maintaining, worsening, and/or interfer-
ing with the treatment of any mental disorder.

4. What methods are used to conduct an integrated
assessment?

An assessment may include a variety of information-gather-
ing methods including the administration of assessment
instruments, an in-depth clinical interview, a social history, a
treatment history, interviews with friends and family after
receipt of appropriate client authorization(s), a review of
medical and psychiatric records, a physical examination, and
laboratory tests (toxicology screens, tests for infectious
diseases and organ system damage, etc.).

5. What are the advantages and disadvantages of
assessment instruments?

Assessment instruments constitute a structured method for
gathering information in many areas, and for establishing
assessment scores that define problem areas. Appendix G,
pages 487–495 of TIP 42 (CSAT, 2005) provides
relevant examples of instruments that may be used
in the assessment of COD. Assessment instruments also
can function as “ticklers” or memory aids to the clinician or
team, assisting in making sure that all relevant topics are

covered. Assessment instruments should be viewed as
providing information that is part of the assessment process.
They do not themselves constitute an assessment. In particu-
lar, instruments do not accomplish the interpersonal goals of
assessment: making the client feel welcome in the treatment
system, engaging the client as an active partner in his or her
care, and beginning the therapeutic alliance that will exist
throughout the client’s relationship with helping resources.

6. Is there one correct integrated assessment process
for all clients?

No, there is not. The integrated assessment process must be
tailored to the needs of the specific client. For example:

• Cultural identity may play a significant role in determining
the client’s (and his or her intimates’) view of the problem
and the treatment. Ethnic culture may affect perception of
what constitutes a “problem,” the meaning of help
seeking, and attitudes toward caregivers and institutions.

• Members of some nonethnic subcultures (e.g., sex
workers, gang members) may hold beliefs and values that
are unfamiliar to nonmembers.

• Clients may participate in treatment cultures (12-Step
recovery, Dual Recovery Self-Help, various alternative
healing practices) that affect how they view treatment and
treatment providers.

• A client’s sexual orientation and family situation will
enhance understanding of the client’s personal identity,
living situation, and relationships.

Table 2: The 12-Step Assessment Process

1. Engage the client

2. Upon receipt of appropriate client authorization(s),
identify and contact collaterals (family, friends, other
treatment providers) to gather additional information

3. Screen for and detect COD

4. Determine severity of mental and substance use
disorders

5. Determine appropriate care setting (e.g., inpatient,
outpatient, day-treatment)

6. Determine diagnoses

7. Determine disability and functional impairment

8. Identify strengths and supports

9. Identify cultural and linguistic needs and supports

10. Identify additional problem areas to address (e.g.,
physical health, housing, vocational, educational,
social, spiritual, cognitive, etc.)

11. Determine readiness for change

12. Plan treatment
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5Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders

Integrated Treatment Planning (See Table 1, Key
Definitions, page 1)

1. What is the process of integrated treatment plan-
ning, and how does this process relate to inte-
grated screening and assessment?

Integrated treatment planning addresses both mental health
and substance abuse, each in the context of the other
disorder. During integrated treatment planning phases, initial
decisions are made about what services the client needs and
wants, where these services will be provided, who will share
responsibility with the client for monitoring progress, how
the services of different providers will be coordinated, and
how services will be reimbursed. The latter will sometimes
involve seeking service authorization to obtain reimbursement,
which may, in turn, place constraints on the treatment plan or
require revisions of it. Treatment planning should be client
centered, addressing clients’ goals and using treatment
strategies that are acceptable to them.

Screening and assessment data provide information that is
integrated by the clinician and the client in the treatment
planning process. Screening and assessment data also are
useful in establishing a client’s baseline of signs, symptoms,
and behaviors that can then be used to assess progress.

Table 3 (adapted from Mueser et al., 2003) describes the
components of a client-centered treatment plan. The treatment
plan is never a static document. As changes in the client’s
status occur and as new relevant information comes to light,
the treatment plan must be reconsidered and adjusted.

2. Who is responsible for integrated treatment
planning?

The client-centered treatment plan is the joint responsibility
of the clinician or clinical team and the client. The client-
centered plan is guided by what the client wishes to accom-
plish and the methods that are acceptable to him or her. In
systems where care is managed, some aspects of the plan
may require authorization by payors. Securing service
authorization is the responsibility of the providers. If a
provider is unable to obtain service authorization, the client
and the provider should explore together what possible
modifications to the treatment plan will best meet the
client’s needs and satisfy reimbursement requirements.

Systems Issues and Financing

1. Why is service integration crucial to screening,
assessment, and treatment planning?

Screening, assessment, and treatment planning are not
stand-alone activities. They are three components of a
treatment process. Screening, assessment, and treatment
planning may be conducted by multiple agencies. Informa-
tion must be shared accurately and efficiently between
agencies, while conforming to Federal confidentiality laws.
Equally important, making referrals among agencies requires
monitoring to ensure that clients referred actually arrive at
the referral site and receive needed services. Effective
information sharing and tracking of clients most likely occurs
in systems where relevant agencies have formal relationships
(e.g., memoranda of understanding), receive cross-training,

Table 3: The Components of a Client-Centered Treatment Plan (adapted from Mueser et al., 2003)

Acute Safety Needs Determines the need for immediate acute stabilization to establish safety prior to routine assessment

Severity of Mental
Guides the choice of the most appropriate setting for treatmentand Substance Use

Disorders

Appropriate Care Determines the client’s program assignment (see American Society of Addiction Medicine, 2001)Setting

Diagnosis Determines the recommended treament intervention

Disability Determines case management needs and whether an enhanced level of intervention is required

Strengths and Skills Determines areas of prior success around which to organize future treatment interventions and
determines areas of skill-building needed for management of either disorder

Availability and Determines whether continuing relationships need to be established and availability of existingContinuity of relationships to provide contingencies to promote learningRecovery Support

Cultural Context Determines most culturally appropriate treatment interventions and settings

Problem Priorities Determines problems to be solved specifically, and opportunities for contingencies to promote
treatment participation

State of Recovery/
Determines appropriate treatment interventions and outcomes for a client at a given stage ofClient’s Readiness
recovery or readiness for change (see TIP 35, Enhancing Motivation for Change in Substance Abuseto Change
Treatment [CSAT, 1991])Behaviors Relating

to Each Problem

171



6 Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders

and have formal procedures for information sharing and
referral.

2. How are screening, assessment, and treatment
planning reimbursed?

In healthcare settings (mental health, substance abuse,
primary care, etc.), screening may be reimbursed as part of
an initial visit. In other settings (criminal justice, schools,
homeless services), screening activities are not likely to be
“reimbursed” as they are usually conducted by a salaried
employee (e.g., probation officer, school psychologist) who
is performing screening services on behalf of an agency that
mandates or allows screening to be conducted in the
ordinary course of its business.

Assessment is a necessary part of treatment and accordingly
may be reimbursed as part of the services provided by a
qualified treatment program. However, cases may arise in
which the costs of assessment are not completely reimbursable.

In some instances, not all treatment services required by
persons with COD will be reimbursable or reimbursable at
intensities or durations commensurate with the integrated
treatment plan. Significant variations exist within States and
among health plans concerning the nature and type of
behavioral health services that are covered. In cases where
reimbursement is unavailable or inadequate, providers must
arrive at alternate treatment plans in concert with their
clients, and document the adequacy and goals of the
alternate plan.

3. What is the legal exposure for a program that
identifies problems in the screening and assessment
process for which the program cannot provide
treatment?

Not all programs are expected to be able to treat every type
of disorder, even if those disorders are identified by the
program’s screening and assessment procedures. To avoid
negative legal consequences and fulfill ethical obligations to
clients, at a minimum, programs must be able to refer clients
with identified disorders or combinations of disorders for
appropriate treatment.

FUTURE DIRECTIONS

The technology of screening, assessment, and treatment
planning for COD is constantly under refinement. One
pressing need is for screening, assessment, and treatment
planning protocols that are designed to meet the needs of a

variety of special populations, including adolescents; lesbian,
gay, and bisexual individuals; women with children; and
older adults. The processes of knowledge transfer and
adoption must also be better refined to facilitate the wide-
spread and informed use of valid and reliable screening and
assessment instruments, and treatment planning protocols.

At the system level, policies and regulations can encourage
standardized, integrated screening, assessment, and treat-
ment planning processes to increase the provision of appro-
priate services to people with COD and to enable outcomes-
monitoring across programs. Encouraging trends in this
regard are to be found in several States that are moving
toward statewide screening and assessment standards.
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1Understanding Evidence-Based Practices for Co-Occurring Disorders

LITERATURE HIGHLIGHTS

Both researchers and practitioners increasingly perceive EBPs as
essential for improving treatment effectiveness in the medical,
SA, and MH fields. The use of EBPs permits clinicians and
programs to more reliably improve services and achieve
optimal outcomes. In substance abuse treatment, EBPs have
influenced service delivery in areas ranging from initial
engagement (e.g., in the use of motivational enhancement
strategies) to community re-entry (e.g., in the focus on
cognitive-behavioral strategies for relapse prevention). The
National EBP Project (e.g., Torrey et al., 2001) exemplifies the
focused attention on translating science to service that is
taking place for the treatment of persons with serious mental
illnesses in mental health systems.

The earliest definitions of EBPs emphasized scientific research
and contrasted scientific evidence with approaches based on
“global subjective judgment,“ consensus, preference, and

other forms of “nonrigorous“ assessment (Eddy, 2005). This
“research only“ approach was recently rearticulated for the
field of mental health by Kihlstrom (2005): “Scientific
research is the only process by which clinical psychologists
and mental health practitioners should determine what
evidence guides EBPs“ (p. 23).

Critics of the “research only“ approach note that the true
performance of an intervention often remains uncertain even
when research evidence is available (Claxton et al., 2005), that
certain types of interventions are more amenable to research
than are others and are therefore more likely to be supported
by research evidence (Reed, 2005), and that definitions of
successful outcomes are not universally shared, especially in
behavioral health (Messer, 2005). Reed (2005) suggests that
the dichotomy between research and “everything else“ in
defining EBPs unnecessarily restricts the definition of evidence
and precludes important knowledge based on nonexperi-
mental research (e.g., case studies) and clinical and patient

SUMMARY

The advantages of employing evidence-based practices (EBPs) (see Table 1, Key Definitions) are now widely ac-
knowledged across the medical, substance abuse (SA), and mental health (MH) fields. This overview paper dis-
cusses EBPs and their role in the treatment of co-occurring disorders (COD).

Practitioners seldom have as much evidence as they would like about the best clinical approach to use in any given
clinical situation. To choose the optimal approach for each client, clinicians must draw on research, theory, practi-
cal experience, and a consideration of client perspectives. Picking the best option at the moment using the best
information available has been termed “evidence-based thinking” (Hyde et al., 2003) (see Table 1, Key Definitions).

This paper discusses EBPs and their use in treating persons with COD, discusses how evidence (see Table 1, Key
Definitions) is used to determine if a given practice should be labeled as evidence based, and gives some brief
examples of EBPs for COD.

There is still considerable debate concerning how EBPs should be defined. This paper presents various points of
view and offers COCE’s perspective as a starting point for further discussion by the field.

Table 1: Key Definitions

Evidence-Based A practice which, based on research findings and expert or consensus opinion about available evidence,
Practice is expected to produce a specific clinical outcome (measurable change in client status).

Evidence-Based A process by which diverse sources of information (research, theory, practice principles, practice
Thinking guidelines, and clinical experience) are synthesized by a clinician, expert, or group of experts in

order to identify or choose the optimal clinical approach for a given clinical situation.

Evidence Facts, theory, or subject matter that support or refute the claim that a given practice produces a
specific clinical outcome. Evidence may include research findings and expert or consensus
opinions.

Expert Opinion A determination by an expert, through a process of evidence-based thinking, that a given
practice should or should not be labeled “evidence based.”

Consensus Opinion A determination reached collectively by more than one expert, through a process of evidence-
based thinking, that a given practice should or should not be labeled “evidence based.”

Strength of Evidence A statement concerning the certainty that a given practice produces a specific clinical outcome.
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2 Understanding Evidence-Based Practices for Co-Occurring Disorders

experiences. It has also been argued that clinical
decisionmaking (Messer, 2005) and health policy (Atkins et
al., 2005) involve factors and trade-offs related to patient and
community values, culture, and competing priorities that are
not generally informed by research. An alternative to the
“research only“ approach that addresses these concerns is the
“multiple streams of evidence“ approach (Reed, 2005).

The Institute of Medicine (IOM; 2001) suggests a definition
of EBPs that reflects the “multiple streams of evidence“
approach. The IOM argues for three components of EBPs:

1. Best research evidence—the support of clinically
relevant research, especially that which is patient centered

2. Clinician expertise—the ability to use clinical skills and
past experience to identify and treat the individual client

3. Patient values—the integration into treatment planning
of the preferences, concerns, and expectations that each
client brings to the clinical encounter

These “streams of evidence” can be integrated through
“evidence-based thinking“ (see Table 1, Key Definitions).
Evidence-based thinking may be undertaken to designate
practices as evidence based or in day-to-day clinical
decisionmaking. See Messer (2005) for two case-based
examples of evidence-based thinking in clinical practice; see
Atkins and colleagues (2005) for examples related to health
policy.

KEY QUESTIONS AND ANSWERS

1. What do we mean by evidence-based practices for
co-occurring disorders?

COCE has adopted the “multiple streams of evidence“
approach to EBPs discussed above. COCE also takes the
position that the integration of multiple streams of evidence
requires the application of evidence-based thinking. Accord-
ingly, EBPs are defined by COCE as practices which, based
on expert or consensus opinion about available evidence, are
expected to produce a specific clinical outcome (i.e.,
measurable change in client status). Figure 1 illustrates the
process by which streams of evidence (i.e., research and
scholarship, client factors, and clinical experience) are
combined using evidence-based thinking to arrive at recom-
mendations concerning EBPs. The systems, practitioners, and
clients who use these EBPs contribute to the evidence base
for future evidence-based thinking.

2. How much evidence is needed before a practice
can be called an EBP?

There is no simple answer to this question. In general, the
designation of a practice as an EBP derives from a review of
research and other evidence by experts in the field (see Ques-
tion 1). Different organizations use different processes and
standards to determine whether or not practices are evidence
based.

The key question in determining whether a practice is
evidence based is: What is the strength of evidence indicat-
ing that the practice leads to a specific clinical outcome?
There is no gold standard for assessing strength of evidence,
especially evidence derived from clinical experience. How-
ever, COCE has developed a pyramid to represent the level or
strength of evidence derived from various research activities.
As can be seen in Figure 2, evidence may be obtained from a
range of studies including preliminary pilot investigations
and/or case studies through rigorous clinical trials that
employ experimental designs. Higher levels of research
evidence derive from literature reviews that analyze studies
selected for their scientific merit in a particular treatment
area, clinical trial replications with different populations, and
meta-analytic studies of a body of research literature. At the
highest level of the pyramid are expert panel reviews of the
research literature.

Figure 2: Pyramid of Evidence-Based Practices

Figure 1: Evidence-Based Thinking
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3Understanding Evidence-Based Practices for Co-Occurring Disorders

In evaluating evidence, it is important to understand the
distinction between efficacy and effectiveness. Efficacy
means that a treatment or intervention produces positive
results in a controlled experimental research trial. Effective-
ness means that treatment or intervention produces positive
results in a usual or routine care setting (i.e., in the real
world). Efficacy established in controlled research does not
necessarily equate with effectiveness in real world settings.
For example, it may be impractical to provide real world
clinicians with the level of training and supervision provided
to clinicians in research studies, or real world target popula-
tions and community contexts may differ from those used in
the research.

3. Why should EBPs be used?

There are several reasons to use EBPs. Foremost, when services
are informed by the best available evidence, the quality of care
is improved. Second, using EBPs increases the likelihood that
desired outcomes will be obtained. EBPs that are based upon
research typically have carefully described service components,
and many have manuals to guide their implementation. This
supports consistent delivery of the practice and high fidelity to
the model. Third, by employing these practices, providers will
often more efficiently use available resources.

4. What are the differences among EBPs, “consensus-
based practices,“ “science-based practices,“ “best
practices,“ “promising practices,“ “emerging
practices,“ “effective programs,“ and “model
programs“?

A number of terms have been used at different times, and by
different groups, to describe practices that are expected to
produce a specific clinical outcome. These terms are some-
what interchangeable. The terms “promising“ and “emerg-
ing“ are consistent with the notion that the strength of
evidence varies among practices deemed likely to produce
specific clinical outcomes. COCE avoids descriptors like
“best“ and “model“ because they may imply that there is a
single best approach to treating all persons with COD. COCE
also avoids the term “effective“ because no hard criterion
exists for the level of evidence by which “effectiveness“ is
established.

The term “consensus based“ refers to a process by which
evidence is commonly evaluated and synthesized to deter-
mine if a given practice is an EBP. Other common processes
include evaluation of evidence using standardized criteria and
numerical scores, meta-analysis, and synthesis by a single
scholar. COCE views the consensus process as the best way
to identify and evaluate EBPs.

5. Is all manualized treatment evidence-based
treatment? Have all EBPs been manualized?

Just because a practice is documented in manual form does
not mean it has risen to the level of an EBP. Manual develop-
ment can be an early step in outcome research, and that

research may show the manualized treatment to be ineffec-
tive. Moreover, manuals are sometimes developed as
marketing tools for treatments that have undergone little
research.

However, once an EBP is established, the development of
treatment manuals and practice guidelines are an important
part of the dissemination process and help make the EBP
accessible to providers. Manuals can minimize the need for
costly trainings and often contain fidelity measures and
outcome assessment strategies. They can also improve
clinical decisionmaking by laying out guidelines for critical
circumstances. Practice manuals vary in their level of detail
and may not be useful as stand-alone products. Not all EBPs
have manuals, but many do.

6. What is EBP fidelity and why does it matter?

Fidelity is the extent to which a treatment approach as
actually implemented corresponds to the treatment strategy
as designed. Following the initial design with high fidelity is
expected to result in greater success in achieving desired
client outcomes than deviating from the design (i.e., having
low fidelity).

7. What are some evidence-based practices for co-
occurring disorders?

Because the treatment of COD is a relatively new field, there
has not been time for the development and testing of a large
number of EBPs specifically for clients with COD. Clearly,
EBPs developed solely for MH or SA should be considered in
the treatment of people with COD.

EBPs for COD should combine both treatment elements
(e.g., the use of motivational strategies) and programmatic
elements (e.g., composition of multidisciplinary teams).
COCE has outlined the critical components of COD practices
(see Overview Paper 3, Overarching Principles) that should
guide the selection of these elements.

At the treatment level, interventions that have their own
evidence to support them as EBPs are frequently a part of a
comprehensive and integrated response to persons with COD.
These interventions include:

• Psychopharmacological Interventions (e.g., desipramine
and bupropion for people with cocaine dependence and
depression [Rounsaville, 2004])

• Motivational Interventions (e.g., motivational enhance-
ment therapy [Miller, 1996; Miller & Rollnick, 2002])

• Behavioral Interventions (e.g., contingency management
[Roth et al., 2005; Shaner et al., 1997])

At the program level, the following models have an evidence
base for producing positive clinical outcomes for persons
with COD:

• Modified Therapeutic Communities (CSAT, 2005; De Leon
et al., 2000; Sacks et al., 1998, 1999)

179



4 Understanding Evidence-Based Practices for Co-Occurring Disorders

• Integrated Dual Disorders Treatment (CMHS, 2003; Drake
et al., 1998b, 2004; Mueser et al., 2003)

• Assertive Community Treatment (Drake et al., 1998a;
Essock et al., 2006; Morse et al., 1997; Wingerson &
Ries, 1999)

The current state of the science highlights the need for
evidence-based thinking in making both programmatic and
clinical decisions in the treatment of people with COD.

8. How can I learn about new developments in EBPs?

At SAMHSA, the National Registry of Effective Programs and
Practices (NREPP) is a decision-support tool that assesses the
strength of evidence and readiness for dissemination of a
variety of mental health and substance abuse prevention and
treatment interventions. The NREPP system is available
through a new Web site (www.nationalregistry.samhsa.gov).
In Great Britain, the Cochrane Collaborative maintains
the Cochrane Library, which contains regularly updated
evidence-based healthcare databases (see
www.cochrane.org) on a comprehensive array of health
practices. Relevant specialty organizations (e.g., American
Psychological Association) also publish lists of evidence-
based practices. These compilations of programs and
interventions may be generalizable to persons with COD,
and the reader should look for specific reference to COD
populations.

9. What issues should be considered in the use of
EBPs?

Most EBPs are not universally applicable to all communities,
treatment settings, and clients. If communities, treatment
settings, and/or clients vary from those for which the EPB is
designed, or if the human and facilities resources needed for
the EBP are not available, effectiveness may be reduced. The
various issues that must be considered in the use of an
evidence-based practice include:

• Client population characteristics including culture,
socioeconomic status, and the existence of other health
and social issues that may complicate service delivery
(e.g., pregnancy, incarceration, disabilities)

• Staff attitudes and skills required by the EBP
• Facilities and resources required by the EBP
• Agency policies and administrative procedures needed to

support the EBP
• Interagency linkages or networks to provide needed

additional services (e.g., vocational, educational, housing
assistance, etc.)

• State and local regulations
• Reimbursement for the specific services to be provided

under the EBP

10. Are there financial incentives to use EBPs?
Are there components of EBPs that are not
reimbursable?

The financing of EBPs for COD varies greatly by State. Some
States (e.g., New York) have included evidence-based
practice language in their licensing and regulation standards
to create an incentive for providers receiving State support
to use EBPs (New York State Office of Mental Health, 2005).
Other States now require that programs demonstrate the use
of EBPs in order to receive funding. In Oregon, for example,
programs that receive State funds must show that a percent-
age of those funds are used to pay for EBPs (Oregon
Department of Human Services, 2005).

For evidence-based program model EBPs, like assertive
community treatment, some States will use Medicaid dollars
to support a case rate, and other States use a fee-for-service
methodology to reimburse providers.

11. What should be done to facilitate/enable pro-
gram administrators and staff to adopt EBPs?

The implementation of EBPs will present both psychologi-
cal challenges (e.g., resistance to change, commitment to
current practices) and practice challenges (e.g., need for
training and supervision, need for organizational changes,
new licensures or certifications). Several practical guides
to facilitating adoption of new practices are available,
including sections from SAMHSA’s Evidence-Based
Practice Implementation Resource Kits available at
www.mentalhealth.samhsa.gov/cmhs/communitysupport/
toolkits/cooccurring/default.asp and Module 6 of COCE’s
Evidence- and Consensus-Based Practice curriculum (CSAT,
in development)

12. How can one bridge the gap between the diverse
needs of people with COD and the limited num-
ber of EBPs?

The reality is that the number of EBPs available to the
clinician is insufficient to the task of treating COD. Clients
with COD present a variety of disorders, and appropriate
treatment covers a wide spectrum of services—screening,
assessment, engagement, intensive treatment, and re-entry.
The clinician will need to use evidence-based thinking to
determine the optimal course of action for each patient. As
discussed earlier, inputs to evidence-based thinking include
research, theory, practice principles, practice guidelines, and
clinical experience.

Two documents provide substantial information to inform
evidence-based thinking: TIP 42, Substance Abuse
Treatment for Persons With Co-Occurring Disorders (CSAT,
2005) and Service Planning Guidelines: Co-Occurring
Psychiatric and Substance Disorders (Minkoff, 2001). These
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5Understanding Evidence-Based Practices for Co-Occurring Disorders

documents incorporate EBPs where appropriate and
emphasize recommended treatment interventions for people
with COD in substance abuse treatment settings.

FUTURE DIRECTIONS

Much has been accomplished in the field of COD over the
last 10 years, and a body of knowledge has been acquired
that is appropriate for broad dissemination and application.
There are now several well-articulated, evidence-based
practices that are ready for application in clinical programs.
Despite this considerable progress, far more research is
needed to answer the host of questions that surround the
treatment of persons with COD. Research is needed that
will:

• Survey typical treatment facilities to understand their
capabilities (with particular regard to staffing) and current
activities (regarding identifying and serving clients with
COD)

• Clarify the characteristics of those clients with COD for
whom substance abuse treatment alone is not sufficient
to achieve significant improvement in their substance use
and mental disorders

• Develop and test strategies to engage clients with COD
of different degrees of severity

• Develop and test strategies to maximize adherence to
substance abuse and mental health counseling services,
medication, and medical regimens

• Clarify the optimum length of treatment for clients with
COD who manifest different severities of disorders

• Develop and test strategies and techniques for ensuring
successful transition to continuing care (also known as
aftercare) and for determining the effectiveness of
different aftercare service models

• Evaluate the dual recovery mutual self-help approaches
that are emerging nationally

• Study the principles, practices, and processes of
technology transfer in the field of COD treatment

• Facilitate integrated treatment through policies and
workforce development strategies that overcome legal
and other barriers to the provision of a full spectrum of
behavioral health services by the substance abuse
treatment workforce
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