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. e e reiers o) Co-eccUiine suksiance Use
(@llse er dependence) and mental diseraers:
Clients said o have Co-eecUiing diSerders nave
ERE O mere menial diserders asiwell as GRe: o
mere diserdersirelating e the: Use: 6 alceno)
and/er ether drgs.
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y. Allomal process of testing to determine Whetner a client dees
O/ AEES NekWaantittheratenton: at the cUient timen
[egardiera paricular diserder and; I this centext, the
POSSIPIIN Gl 8 CO-CCCURING SUstance o menial aIserder:

Y- [lhe SCeening Process, o) Co-eCcUing diserders (COID) seeks
e answerta yes or ner question: PDeES thesubsiance anuse
e mental nealtih] client PENg SCeened SeW, SIgNS G a
pPOESSInIE mentalfhealiner sukstance anusell prehlieni?

y- NBte that the'sCreening Precess deES NeL necessanily Identiiy.
Whatkind off preklem the perseRimight have, o MW SEHeUS i
MIghi e, BUL determinES WHETRAEN G NoL iUither aSSessment Is
Walranted.
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yZlniegraied sereening addresses ot menial
nealthand substance apuse;, each In the context
off the! other diIserder.

Y. A COomprenensive Sereening Process) alse
INCIUGEssexploranen el a Vanetly ol relaied
Selvice needs ncluding medical, HeUsing,
ViCimizaten), tRaumaanc se o
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y- Allfindividiials presenting el treatment of a
Slestance Use diserder shouid undergorat
2 MIRIMUmMISCEENING oI any Co-CCCUIHing
mental dispraers:

y- Allfindividuials presenting el treatment off a
mentalidisprder shpuld Underge ata
MIRIMUIN SCrEenIng ol any Co-0CCUiing
Sllestance Use: dISerders.
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Y. SensiaVvitys: the prokakility/ that the SCreenine| tiest IS, pesiive given

that the persen has the diserder. THhis IS alse knew: as the e
pPoOSIlVE rate. Allarge sensiivity means that a negative test can rule
eUt the diserder.

SPECIHCIL/ the prekability/ that the SCreening test s negaunve: given
that the persen dees net have the diserder Thisiis alser knewn as
e neganve rate. A large speciiicity: means that a pesiive test can
rulennmithe diserder.

OverallAccuraecy: the cominauon ol Sensiuvity ane SPEeCIficiy —
e prekanlity that the Screeningl test IS pesitive given that the persen
Has the diserder combiredwithrtne prekaniliy thal the Screeninge| iest
ISTIEgatve  givenitiat the pPersen dees net have the diSeraer:
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Y. SCIEERINg Processes always shouldideliine 2l preiecol for
determinnawWnRIChl Clients sereeni poesitive: and ier Ensuiing
iat tese: clientsireceive: a therough assessiment.

Y. SCIeening pProcess esiahlisies precisely novw any Screening
1G0IS eI guEestionRs are te e scored and indicated Wial
CORSHiUies ScENG PoesItve o a particuliar possikle proniem
(Glten caliedestanlisning CUt-Gfi: SCOres:):

Y- hescreeningl pretecol details exacty wiiat akes) place: aiter
2 Clieni seeres nitne pesitive: range andiprovides ne
NECESSany standad ienns ie) e USed [ordecument laotn the
esulisieffalllater assessmenis and thalk each stalifmenmner
as carfied eut IS er her responsikIES I the: Process.

15



. Allfceunselers can e iiained o) SCreen o Co-eCCUIiing

V

substance use and mental disorders.

SCleeningleien entalls iaving a client espene e a
SPECIC SEl ol gUESHIeNS, EVallalne tniEespense; ane
[hen taking thernext “yes* or noex stepiin| e Process
depending enrtie resulisiand the designiol the Screening
PIOCESS.

IRFSUkSiance anuse o mentalinealinreatment Seiings,
eveny ceURSEIor or Clinicianwhoer conducis intake: siiouie
PE alle i0) SCreen o the Mest common COD; and knew,
HEW teHMpPIEMERE thE Prelecel o eRiaINING COID
assessment Iniematieon andirecommendations.
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A2 minimun, the pregramiis respoersiknlie ior
CORAUCHNG SCEEnInGl thalk:

1 Gaers inierauen anelnihieghts,
PENaVIer errimpulses elaied terseli-narnm or
R 1o GIers:

2. SCreens ior the presence i Co-eeeuUiing
sulestance Userand mental diserders:
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Ereguenti ASKked @UESTIeNS:

S5 Can [ladminister a sereening instrument ever the phiene?
While is better to administer a screening instrument ini person, it can be dene over the phene.

=L Can | use only: parts offa screeningl Instrument?

It Is better to make use of a screening|instrument in its entirety, since this takes maximum
advantage of its established psychometric properties and cut off: scores.

SLCan ladditems?

It IS possible to add items to the screeningl protocol, but not to the screening Instiument per se.
While yourmight want to add some particular items; youlalso want te ensure that you maintain
the integrity’ of the standard instrument (i.e., do net delete items; use the standard scorng
system and cut ofif scores for that instrument). Also, be careful net to add tee many. items and
have the instrument become too extensive for what you are trying teo accomplish withia
Screener.

=Us it necessarny tor add a screener ifiyou are already completing a full
ASSESSImENt e eVER/One Whe ENters:?

There are several advantages to using a screener: 1) it can preserve seme esources in that
although COD Is quite prevalent, it IS not present in all referrals and thus use of a screener
could preserve assessment resources; 2) It permits the gathering of data cencerning the
prevalence ofi COD and trends which could be helpful in reporting and! in; planning resource
allocation; 3) clinically, it is often beneficial in establishing| a first contact betweenthe client and
the clinic. An alternative that might be useful isradministering| the screener on the phene or as
the first part of the full assessment.
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JheViental Healthr Sereenimng Eermelllin(MESEI hasienly, 2ersimpler questiens and s
designed 16 SCreen iior present o pPast symploms, el mest eifthe main menial diserders
(Camollrand VicGinley 2001).

[tiS availalkle ter the public atnerchange:iioms e Project Retuim Eeundatony, Ine:

he MESE-llIfwas develeped within a sulistance abuse treatment Setineand it ias
iace validity=—that s, lifa knewledgeable diagnestician reads each iem,, It SEEms clear
that a-yes-answerterthatitemweuldwanantiuither evaluationi e the: Client ol tie
mental diserderier Which the ltemirepresents typical sympiemateloa)y:

he MESE-INs enly a screening device as it asksionly one question or eachidiserder
e WhICh It attempis; te screen. lira Client answers) ne because off a mistunderstanding
Off the guestion ol & moementan/ Iapse I mMemony. O test-taking attittide; the Screen
Weuld preduce a fialse-negatve;“ Where therclient might have thermenial diserder it
e screen falsely indicates that the persen| prehally dees net have: the diserder.

Inra recent article the MESE=IINs refeneditoras a rough screening device” (Carrall
and VicGinley 2004, p: 35)), and therauthorsimake SUgeestienstaheul Iis Use;
commentsiaheuiiislimitaliens; andireview iaverablenvaldityandrelianiliy datas:

Jihereisine eperational manualierthe MIFSE-IIE Hewever, the articlerhas useful
Infermatien similartermatenalfusuallyieund i a manual.
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PUpese: TheViental BHealthr Sereening Eerm=llwashinitially designed as a reugh screening device ior
clients seeking admission te sulstance abuse treatment programs.

Clinical vtz TheViental HealthrSereening Eerm=llNs abieirinventony/ that can lhe successiully used
Py chemical dependency clinciansiter screen o mental health preblems commenly found amoeng
clientsiin sulstance abuse: treatment pregrams. IS designediio e a qualiiative: aid fer nen-mental
healthistail: te discever any past and/or present ierms) e psychepatielogy: off their clients.

Crotlgs Wit Walog Eals lesirtiant s geen) el Aeft)fis

EOma The mstrument IS comprised ol 18 yes or no guestions; It cantbe administered ene o Gne vy
previder e client or be givenidirectly o therclient for seliFadministraton. In either mode of
administratien;, all=yes“answersisheuldihe reviewed and prehed by the stali-memberin erder ie
determine hew te Use the Inienmaten:. e authiers recommendithal oK Certain guestions WhIch
fECEeIVe a Yes’ [esponse; the client e relerred tera mental health projessional.

Administrayenime IsSIminuies

SCONRNG UMERZIMIRULES

CompuierseconneZ2NG

AdimigisSuieiEinineranerauiicanensVimmaiiraningegured HenEclinician

Eeelerruse: heVental Healthr Screening Eorim-llifmay e Used; fiee el charge Without PEMISSIeNn.

AVaniaelerrems Jerome E. X, Carroll; PhlD
4318 Atlantic. AVenue
Breeklyn, NY 11224
E-mail; [lac43i8@anel.com
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Mental Health Screening Form III

Instructions: In this program, we help people with all their problems, not just their addictions. This commitment includes
helping people with emotional problems. Our staff is ready to help you to deal with any emotional problems you may
have, but we can do this only if we are aware of the problems. Any information you provide to us on this form will be
kept in strict confidence. It will not be released to any outside person or agency without your permission. If you do not
know how to answer these questions, ask the staff member giving you this form for guidance. Please note, cach item
refers to your entire life history, not just your current situation, this is why each question begins —Have you ever ....”

Have you ever talked to a psychiatrist, psychologist, therapist, social worker, or counselor about an emotional
problem?
YES NO

Have you ever felt you needed help with your emotional problems, or have you had people tell you that you should

get help for your emotional problems? YES NO

Have you ever been advised to take medication for anxiety, depression, hearing voices, or for any other emotional

problem? YES NO

Have you ever been seen in a psychiatric emergency room or been hospitalized for psychiatric reasons?

ave you gver heard voices no one €lse cou car or scen o

a) Have you ever been depressed for weeks at a time, lost interest or pleasure in most activities, had trouble
concentrating and making decisions, or thought about killing yourself? YES NO
b) Did you gver attempt to kill yourself? YES NO

Have you ever had nightmares or flashbacks as a result of being involved in some traumatic/terrible event? For
example, warfare, gang fights, fire, domestic violence, rape, incest, car accident, being shot or stabbed?

YES NO
Have you ever experienced any strong fears? For example, of heights, insects, animals, dirt, attending social events,
being in a crowd, being abne, being in places where it may be hard to escape or get help?

YES NO
Have you gver given in to an aggressive urge or impulse, on more than one occasion, that resulted in serious harm to
others or led to the destruction of property? YES NO

JF.X. Carroll, Ph.D. & John J. McGinley, M.S., M. LA. © 4/2000 by Project Return Foundation, Inc.

OVER
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10) Have you ever felt that people had something against you, without them necessarily saying so, or that someone or

some group may be trying to influence your thoughts or behavior? YES NO

11) Have you ever experienced any emotional problems associated with your sexual interests, your sexual activities, or

your choice of sexual partner? YES NO

12) Was there ever a period in your life when you spent a lot of time thinking and worrying about gaining weight,
becoming fat, or controlling your eating? For example, by repeatedly dicting or fasting, engaging in much exercise to

compensate for binge eating, taking enemas, or forcing yourself to throw up? YES NO

13) Have you ever had a period of time when you were so full of energy and your ideas came very rapidly, when you
talked nearly non-stop, when you moved quickly from one activity to another, when you needed little sleep, and
believed you could do almost anything? YES NO

14) Have you ever had spells or attacks when you suddenly felt anxious, frightened, uneasy to the extent that you began
sweating, your heart began to beat rapidly, you were shaking or trembling, your stomach was upset, you felt dizzy or
unsteady, as if you would faint? YES NO

15) Have you ever had a persistent, lasting thought or impulse to do something over and over that caused you
considerable distress and interfered with normal routines, work, or your social relations? Examples would include
repeatedly counting things, checking and rechecking on things you had done, washing and rewashing your hands,
praying, or maintaining a very rigid schedule of daily activities from which you could not deviate.

YES NO

16) 1.Have you gver lost considerable sums of money through gambling or had problems at work, in school, with your

family and friends as a result of your gambling? YES NO

17) Have you ever been told by teachers, guidance counselors, or others that you have a special learning  problem?
YES NO

Print Client’s Name: Program to which client will be assigned:
Name of Admissions Counselor: Date:

Reviewer's Comments:

© 2000 by PRF, Rev. 4/2000 Total Score: (each yes = 1 pt.)

This material may be reproduced or copied, in entirety, without permission. Citation of the source is appreciated.
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Avellzigle frogm): Viedical Ouicomes Sysiems; Inc.
e/ EEICEI EONICEIIESICOITI

Y- A 22 [iem SCreening Instiiment that CoVErs, 3 major Calegones of
pPSychiatie diserders: meod), anxiety, anel psychelic.

v ihe MIVISHs part e the VN (MimRiematonal
INeurepsychiatic lntenview) iamily: el Instiuments WhICh Haves
PEEN transiated Inte 43 languages and are: used by mentalaealin

professionals and health erganizatiensin more: than 100
countres.

Y. [here are a number off other Versions ofi the instiument avaiable,
ncluding the atullistruciured diagnoestc IntenIew: thai covers 20
disorders, the MINIFPIus and thereMINI-Seitware Suite.
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y. 4 page, 2Z2Hem Version ol Screening fier menial
Health sympioms enly (IVieed, AnXiely, and
PSYCheNC IDISerders): Administaten ume: 5-10
minULEs;

y- Adapied fier use IR sulbstiance anuse Setiings.
y. Contaipsia screen (1 gquestion) for sk el Seli=injuR/

y. Canheradministeredmyinienviewer witarmininial
raining oK ke selicadminisiered.

Y2 lnstrimentis diVided nier S SECHERS; 2 SUmIman/
SCENE IS USsed terdetemmine e ikelineed eirmenial
liREss. Seerng e <5 minutes.
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Kook
Modified Mini Screen (MMS)

Patient Name OASAS ID
Weeks since admission Interviewer

Today's Date Supervisor Initials (optional)

SECTION A

1. Hawve you been consistently depressed or down, most of the day, nearly every day, for
the past 2 weeks?

2. Inthe past 2 weeks, have you been less interested in most things or less able to enjoy
the things you used to enjoy most of the time?

3, Have you felt sad, low or depressed most of the time for the last two years?

4. Inthe past month, did you think that you would be better off dead or wish you were

| _dead?

YES| NO

YES| NO

YES| NO

5. Have you ever had a period of time when you were feeling up, hyper or so full of energy | YES | NO

or full of yourself that you got into trouble or that other people thought you were not your
usual self? (Do not consider times when you were intoxicated on drugs or alcohol.

6. Have you ever been so irritable, grouchy or annoyed for several days, that you had
arguments, verbal or physical fights, or shouted at people outside your family? Have
you or others noticed that you have been more irritable or overreacted, compared to
other people, even when you thought you were right to act this way?

Rev. 6/05

YES | NO
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page 2

SECTION B

7. Note this question is in 2 parts.
a. Have you had one or more occasions when you felt intensely anxious, frightened,
uncomfortable or uneasy even when most people would not feel that way?

YES NO

b. If yes, did these intense feelings get to be their worst within 10 minutes?

YES NO

If the answer to BOTH a and b is YES, code the question YES.
If the answer to either or both a and b is NO, code the question NO

8. Do you feel anxious or uneasy in places or situations where you might have the panic-like YES
symptoms we just spoke about? Or do you feel anxious or uneasy in situations where help
might not be available or escape might be difficult?

Examples include:

a
a
a
a

Being in a crowd

Standing in a line

Being alone away from home or alone at home
Crossing a bridge

Traveling in a bus, train or car

9. Have you worried excessively or been anxious about several things over the past 6
months?
If no to Question 9, answer “no” to Question 10 and proceed to Question 11.

10. Are these worries present most days?

11. Inthe past month, were you afraid or embarrassed when others were watching you,
or when you were the focus of attention? Were you afraid of being humiliated?

Examples include:

a
a
a
a

Speaking in public

Eating in public or with others
Writing while someone watches
Being in social situations

12. In the past month, have you been bothered by thoughts, impulses, or images that you
couldn't get rid of that were unwanted, distasteful, inappropriate, intrusive or distressing?

Examples include:

a
u]
a

Were you afraid that you would act on some impulse that would be really shocking?
Did you worry a lot about being dirty, contaminated or having germs?

Did you worry a lot about contaminating others, or that you would harm

someone even though you didn't want to?

Did you have any fears or superstitions that you would be responsible for things
going wrong?

Were you obsessed with sexual thoughts, images or impulses?

Did you hoard or collect lots of things?

Did you have religious obsessions?

YES
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SECTION B (CONTINUED)

13. Inthe past m , did you do something repeatedly without being able to resist doing
It?

Examples include:
0 Washing or cleaning excessively
0 Counting or checking things over and over
0 Repeating, collecting, or arranging things
Q  Other superstitious rituals

14, Have you ever experienced or witnessed or had to deal with an extremely traumatic
event that included actual or threatened death or serious injury to you or someone else?

Examples include:

Serious accidents

Sexual or physical assault
Terrarist attack

Being held hostage
Kidnapping

Fire

Discovering a body
Sudden death of someone close to you
War

Natural disaster

=]
=]
a
=]
=]
a
=]
=]
a
a

15. Have you re-experienced the awful event in a distressing way in the past month?

Examples include:
0 Dreams
Intense recollections
Flashbacks
Physical reactions

PLEASE TOTAL THE NUMBER OF “YES"” RESPONSES TO QUESTION
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SECTION C

16, Have you ever believed that people were spying on you, or that someone was plotting
against you, or trying to hurt you?

17. Have you ever believed that someone was reading your mind or could hear your
thoughts, or that you could actually read someone’s mind or hear what another person
was thinking?

18. Have you ever believed that someone or some force outside of yourself put thoughts
inyour mind that were not your own, or made you act in a way that was not your usual
self? Or, have you ever felt that you were possessed?

18. Have you ever believed that you were being sent special messages through the TV,
radio, or newspaper? Did you believe that someone you did not personally know was
particularly interested in you?

22, Have you ever had visions when you were awake or have you ever seen things other
people couldn't see?

PLEASE TOTAL THE NUMBER OF “YES” RESPONSES TO QUESTIONS 16-22

30



PUPESE: A SCleening tool fer Severe psychological distiess asseciated with
serieus mentaliliness;

Clhipicaluuhibyz Fhe brevity, Sirong pPsychemeric properties; and ability ie
disciiminate DSV CaSES e NeN-Cases makes the K6 atiractive ior Use
I GEREral=purpese healih sunveys.

Cirotlos Wit Welemm tals Irsifuert fels gear) s Aclalfeiseaiis ziplel zloft]fis)
different culttres

EEIEL e o] CORSISIS O 6 IIEnS, each Withr a Witk 0=4-poelnt raung scale;
tat sereen ey generalidisiress i the last s0 days.

ACmsSEeRNIEN=SNNULES

SCEIMG mer =5 minuies

CopoLiier seorine? Ne

Aclpalnlsireicor drztiaine) cipiel ejtizdiileaitions: Eowiaveal izl irziaiae)
EEeHior User Avallable at ne cost

AVell2elesireme http:/Mmin. Acp:med: hanand:edu/nes/k6: scales.php
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Scale (K6)
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y.SCreen for supstance: Use, supstance relaiead
preklems, and supstance-related diseraders (thIs
[EPOI PrESents recommended Instiiments o) this
PUIPBSE).

Y- SCreen fier acute safety risk relatedl e Serous
IntexIcatieRrer Withdrawal (thisT repoli
[ECOoMmMENAS the INECIUSIen! Gl thiSH N the SCreening
PIOCESS).

(GISTA N (Z0]0)5]0))
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PUIPeSE: TThe SSIESAS brieffscreening sunvey: derived frem) L3l ether existing
Scheeninglandiassessment teels: ItiSidesigned terncludera high degree ofi
sensiuvity andisven/hread Inits effierts terdetect alcolel and ditigraknuse: dihe
VISSIESAIS a veny slightly modified version-itwas mediied by the New: Yerk
City: Department eif MentallEygiene o include prescriplion and ever-the-counter
medications/drigs:

Clhimcalfumlityz Use eiithe tepliniNew Yok Ciy s heing widely expanded as a
result eifthe Qualiy IVIPACIT project that demonstraied 1is uiility; 1S alsewidely
usedinState colrectionalisystems.

EEURSAIHRVREIIESNRSHUmERNIESHIEENNISECNACUIISIand ac BIESCENLS

EemEAL Thelnstrument is seli-administerediand contaims) 16 guestions. It canialse
pE administerediy al SERVICE ProVvider:

AdimmSUENERNIMESLONMNUIESOIRIESS

SCONNG UIMESIMIMULES

Cofgotlier searief? Ne

Aclppiplsireiior ceeinine) cnlel ejilzfifieziions: Wil ireinine) reetireel, pog-cligickis)
EEeHior use: e VISSIESA may. e used) fiiee ol changeWitheu ik pERmISSIon
Availlaisiierais htups/waww:Rye.gev/atml/dei/html/grgil samhprenty.shtmizL
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Modified Simple Screening Instrument for Substance Abuse (MSSI-SA)
Interview Form

Introductory Statement:

“I’m going to ask you a few questions about your use of alcohol and other drugs, including
prescription and over-the-counter medication/drugs, during the past 6 months. Your answers will be
kept private. Your answers will assist us in identifying your needs and providing you with services.
Your answers will not exclude you from services, care or treatment at this program. Based on your
answers to these questions, we may advise you to get a more complete assessment. This would be
voluntary it would be your choice whether to have an additional assessment or not.”

During the last 6 months...

la.

1b.

Have you used alcohol or other drugs? (Such as wine, beer, hard liquor, pot, coke, heroin or other
opiates, uppers, downers, hallucinogens, or inhalants) (yes/no)

Have you used prescription or over-the-counter medication/drugs? (Such as sleeping pills,
pain killers, sedatives, or anti-anxiety medication like Valium, Xanax, or Ativan) (yes/no)
Have you felt that you use too much alcohol or other drugs? (Other drugs also include
prescription or over-the-counter medication more than recommended.) (yes/no)

Have you tried to cut down or quit drinking or using drugs? (yes/no)

Have you gone to anyone for help because of your drinking or drug use? (Such as Alcoholics
\ I i -

Anony 0 ANO ous 0 e ANONymous, counselors; o 5 S

O Nd
program.) (yes/no)

Have you had any of the following?
Blackouts or other periods of memory loss
Injury to your head after drinking or using drugs
Convulsions, or delirium tremens (“DTs”)
Hepatitis or other liver problems
Feeling sick, shaky, or depressed when you stopped drinking or using drugs
Feeling “coke bugs,” or a crawling feeling under the skin after you stopped using drugs
Injury after drinking or using drugs
Using needles to shoot drugs.

Has drinking or other drug use caused problems between you and your family or friends?
(yes/no)
Has your drinking or other drug use caused probiems at schooi or at work? (yes/no)

Have you been arrested or had other legal problems? (Such as bouncing bad checks, driving
while intoxicated, theft, or drug possession.) (yes/no)

Have you lost your temper or gotten into arguments or fights while drinking or using drugs?

(yes/no) .
COIIHIIUE on next page,
pag

36



NAME
DATE

Modified Simple Screening Instrument for Substance Abuse (continued)
10. Are you needing to drink or use drugs more and more to get the effect you want? (yes/no)

11. Do you spend a lot of time thinking about or trying to get alcohol or other drugs? (yes/no)

When drinking or using drugs, are you more likely to do something you wouldn’t normally do,
such as break rules, break the law, sell things that are important to you, or have unprotected sex
with someone? (yes/no)

Do you feel bad or guilty about your drinking or drug use? (yes/no)
pa g e 2 Now I have some questions that are not limited to the past 6 months.
Have you ever had a drinking or other drug problem? (yes/no)
Have any of your family members ever had a drinking or drug problem? (yes/no)
Do you feel that you have a drinking or drug problem now? (yes/no)

o Thanks for answering these questions.
e Do you have any questions for me?
o Is there something I can do to help you?

Notes:

Observation Checklist:

The following signs and symptoms may indicate a substance abuse problem in the individual being
screened:

Needle track marks

Skin abscesses, cigarette burns, or nicotine stains

Tremors (shaking and twitching of hands and eyelids)

Unclear speech: slurred, incoherent, or too rapid

Unsteady gait: staggering, off balance

Dilated (enlarged) or constricted (pinpoint) pupils

Swollen hands or feet

Smell of alcohol or marijuana on breath

Drug paraphernalia such as pipes, paper, needles, or roach clips
“Nodding out” (dozing or falling asleep)

Agitation

Inability to focus

Burns on the inside of the lips (from freebasing cocaine)
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The CAGE Questionnaire Adapted to Include
Drugs (CAGE-AID)

. Have you felt you ought to cut down on your drinking or
drug use?

. Have people annoyed you by criticizing your drinking or
drug use?

. Have you felt bad or guilty about your drinking or drug
use?

. Have you ever had a drink or used drugs first thing in the
morning to steady your nerves or to get rid of a hangover
(eye-opener)?

Score: __ /4

2/4 or greater = positive CAGE, further evaluation is indicated

Source: Reprinted with permission from the Wisconsin Medical Journal. Brown, R.L., and
Rounds, L.A. Conjoint screening questionnaires for alcohol and drug abuse. Wisconsin
Medical Journal 94:135-140, 1995.
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page 1

A. WHO - ASSIST V3.0

INTRODUCTION (Please read to patient )

Thank you for agreeing to take part in this brief interview about alcohol, tobacco products and other
drugs. | am going to ask you some guestions about your experience of using these substances across
your lifetime and in the past three months. These substances can be smo wallowed, snorted,
inhaled, infected or taken in the form of pills (show drug card).

Some of the substances listed may be prescribed by a doctor {like amphetamines, sedatives, pain
medications). For this interview, we will not record medications that are used as prescribed by your
doctor. However, if you have taken such medications for reasons pther than prescription, or taken them
maore frequently or at higher doses than prescribed, please let me know. While we are also interested in
knowing about your use of various illicit drugs, please be assured that information on such use will be
treated as strictly confidential.

NoTE: BEFORE ASKING QUESTIONS, GIVE ASSIST RESPONSE CARD TO PATIENT

Question 1
(if completing follow-up please cross check the patient’s answers with the answers given for QT at
baseline. Any differences on this que

In your life, which of the following substances have you
ever used? (NON-MEDICAL USE ONLY)

a. Tobacco produds (cigarettes, chewing tobacco, cigars, etc.)

—
g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.) _
[ Fottoger 150, a0 moteooms 15 Sposortcae) |03 |
omemen ]

If "No" to all items, stop interview.

Probe if all answers are negative:

“Not even when you were in school?” If “Yes™ to any of these items, ask Question 2 for
each substance ever used.

41



In the past three months, how often have you used
the substances you mentioned (FIRST DRUG,
SECOND DRUG, ETC]?

Once or

page 2

If "Never” to all items in Question 2, skip to Question &.
If any substances in Question 2 were used In the previous three months, continue with
Questions

3, 4 & 5 for gach substance used.

During the past three months, how coften have you
had a strong desire or urge to use (FIRST DRUG, SECOND

DRUG, ETCJ?

a. Tobacco produds (cigarettes, chewing tobacco, cigars, etc.)

¢. Cannabis (marijuana, pot, grass, hash, etc.)

&, Amphetamine type stimulants (speed, diet pills, ecstasy, etc.) 4] 3 4 5 G
f. Inhalants (nitrous, glue, petrol, paint thinner, atc.) 0 3 4 5 5]
ed
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During the past three months, how often has your
use of (FIRST DRUG, SECOND DRUG, ETC)
led to heaith, social, legal or financial problems?
a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.)
b. Alcoholic beverages {beer, wine, spirits, eltc.)

¢. Cannabis (marijuana, pot, grass, hash, etc.)

. Inhalants (nitrous, glue, petrol, paint thinner, elc.)

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)

h. Hallucinogens (L5D, acid, mushrooms, PCP, Special K, etc.)

i. Opioids (heroin, morphine, methadone, codeine, ete.)

J. Other - specify:

During the past three months, how often have you failed
to do what was normally expected of you because of
your use of (FIRST DRUG, SECOND DRUG, ETC)?

a. Tobacco producs

b. Alcoholic beverages {beer, wine, spirits, etc.)

cle|le oo

Once or
slalala|la|lala]|s]|s
nlomfo|lo|lw]|a|lw]|o]|w
mlo|la|la|la|la|la|o|d
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page 4

Ask Questions 6 & 7 for all substances ever used {i.e. those endorsed in Question 1)

Question 6

Has a friend or relative or anyone alse ever
expressed concern about your use of
(FIRST DRUG, SECOND DRUG, ETC.)?

a. Tobacco products (cigareltes, chewing tobacco, cigars, etc.)

b. Alcoholic beverages (beer, wine, spirits, etc.)

¢. Cannabis (marijuana, pot, grass, hash, elc.)

d. Cocaine (coke, crack, etc.)

. Amphetamine type stimulants (speed, diet pills, ecstasy, etc.)

f. Inhalants (nitrous, glue, petrol, paint thinner, elc.)

g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, atc.)

h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)

i. Opioids (heroin, morphine, methadone, codeine, etc.)

Have you gver tried and failed to control, cut down or stop using
(FIRST DRUG, SECOND DRUG, ETC.)?

i. Opioids (heroin, morphine, methadone, codeine, etc.)

Yes, but

not in the
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Have you gver used any drug by injection?
(NON-MEDICAL USE ONLY)

IMPORTANT NOTE:

page 5 Patients who have injected drugs in the last 3 months should be asked about their pattern of injecting
during this period, to determine their risk levels and the best course of intervention.

PATTER INJECTING INTERVEMTION GUIDELINES

One: kly or less or Brief Intervention including “risks
Fewer than 3 days in a row assoclated with Injecting” card

Mora than once per weak Further assessment and more intensive
3 or more days in a row reatment*

HOW TO CALCULATE A SPECIFIC SUBSTANCE INVOLVEMENT SCORE.

For each substance (labelled a. to |.) add up the scores received for questions 2 through 7 inclusive. Do
not include the results from either Q1 or Q8 in this score, For example, a score for cannabis would be
caleulated as: Q2¢ + Q3¢ + Qde + Q5¢ + Q6c + QTc

MNote that Q5 for tobacco is not coded, and is calculated as: Q2a + Q3a + Qda + Q6a + QTa

THE TYPE OF INTERVENTION IS DETERMINED BY THE PATIENT'S SPECIFIC SUBSTANCE INVOLVEMENT SCORE

Record specific no intervention receive brief more intensive
substance score Intervention treatment
27+

¢. cannabis 27+

MNOTE: “FURTHER ASSESSMENT AND MORE INTENSIVE TREATMENT may be provided by the health professional(s)
within your primary care setting, or, by a specialist drug and alcohol treatmant service when available.




B. WHO ASSIST V3.0 RESPONSE CARD FOR PATIENTS

esponse Card - substances

n.
d. Cocaine (coke, crack, &tc.)

page 6

Response Card (ASSIST Questions 2 - 5)

Never: not used in the last 3 months

Once or twice: 1to 2 times in the last 3 months,
Monthly: 1 to 3 times in one month.

Weekly: 1to 4 times per week.

Daily or almost daily: 5 to 7 days per week.

Response Card (ASSIST Questions & to 8)
Mo, Never

Yes, but not in the past 3 months

Yes, in the past 3 months
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page) 7

C. ALCOHOL, SMOKING AND SUBSTANCE
INVOLVEMENT SCREENING IEST (WHO ASSIST
V3.0) FEEDBACK REPORT CARD FOR PATIENTS

Test Date

Specific Substance Involvement Scores

Score | Risk Level

0-3 Low
a. Tobacco products 6 Moderate
h
0-10

Low
b. Alcoholic Beverages

¢, Cannabis

d. Cocaine

e. Amphetamine type stimulants 4-26  Moderate
T+ High

0-3 Low
f. Inhalants 4-26 Moderate
27+ High

0-3 Low
q. Sedatives or Sleeping Pills 4-26 Moderate
27+  High

0-3 Low
h. Hallucinogens 4-26 Moderate
High

4-26 Moderate
27+ High

What do your scores mean?
You are at low risk of health and other problems from your current pattern of use,

You are at risk of health and other problems from your current pattern of substance use.

You are at high risk of experiencing severe problems (health, social, financial, legal,
relationship) as a result of your current pattern of use and are likely to be dependent

Are you concerned about your substance use?
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€.
cannabis

Your risk of experiencing these harms is: . 1 Moderate ] High [l
{tick one)
Regular tobacco smoking is associated with:

Premature aging, wrinkling of the skin
Respiratory infections and asthma

High blood pressure, diabetes

Respiratory infections, allergies and asthma in children of smokers

Miscarriage, premature labour and low birth weight babies for pregnant women
Kidney disease

Chronic obstructive airways disease

Heart disease, stroke, vascular disease

Cancers

Your risk of experiencing these harms is: 1 Moderate T1  High ]
{tick one)
Regular excessive alcohol use is associated with:
Hangovers, aggressive and violent behaviour,

Reduced sexual performance, premature ageing

Digestive problems, ulcers, inflammation of the pancreas, high blood pressure
Anxiety and depression, relationship difficulties, financial and work problems
Difficulty remembering things and solving problems

Deformities and brain damage in babies of pregnant women

Stroke, permanent brain injury, muscle and nerve damage

Liver disease, pancreas disease

Cancers, suicide

Your risk of experiencing these harms is Moderate _| High [
(tick one)
Regular use of cannabis is associated with:
Problems with attention and motivation

Anxiety, paranoia, panic, depression

Decreased memory and problem solving ability

High blood pressure

Asthma, bronchitis

Psychosis in those with a personal or family history of schizophrenia
Heart disease and chronic obstructive airways di

Cancers
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Your risk of experiencing these harms |s w [ Moderate T High [
(tick one)

Regular use of cocaine is assoclated with:
Difficulty sleeping, heartracing, headaches, weight loss

Mumbness, tingling, clammy skin, skin scratching or picking
Accidents and injury, financial problems

Irrational thoughts

Mood swings - anxiely, depression, mania

Aggression and paranoia

Intense craving, stress from the lifestyle

page 9 Psychosis after repeated use of high doses

Sudden death from heart problems

e, Your risk of experiencing these harms is:....... Moderate [
amphetamine (tick one)
type stimulants Regular use of amphetamine type stimulants is
assoclated with:
Difficulty sleeping, loss of appetite and weight loss, dehydration

Jaw cle g, headaches, muscle pain

Mood swings -anxiety, depression, agitation, mania, panic, paranocia
Tremors, irregular heartbeat, shortness of breath

Aggressive and violent behaviour

Psychosis after repeated use of high doses

Permanent damage to brain cells

Liver damage, brain haemorrhage, sudden death (ecstasy) in rare situations

Your risk of experiencing these harms . Low [0 Moderate ©]  High ©J
(tick one)
Regular use of inhalants is associated with: }
Dizziness and hallucinations, drowsiness, disorientation, blurred vision

Flu like symptoms, sinusitis, nosebleeds

Indigestion, stomach ulcers

Accidents and injury

Memory loss, confusion, depression, aggression

Coordination difficulties, slowed reactions, hypoxia

Delirium, seizures, coma, organ damage (heart, lungs, liver, kidneys)

Death from heart failure




page 10

g.
sedatives

'h

Your risk of experiencing these harms is: Low [ Moderate T1 High O]

(tick one)
Regular use of sedatives is associated with:
Drowsiness, dizziness and confusion

Difficulty concentrating and remembering things

Nausea, headaches, unsteady gait

Sleeping problems

Anxiety and depression

Telerance and dependence after a short period of use.
evere withdrawal symptoms

Overdose and death if used with alcohol, opioids or other depressant drugs.

Your risk of experiencing these harms is: . “low [ Moderate (|

n'allucinogans {tick one)

Regular use of hallucinogens Is assoclated with:
Hallucinations (pleasant or unpleasant) - visual, auditory, tactile, olfactory

Difficulty sleeping

Mausea and vomiting

Increased heart rate and blood pressure
Mood swings

Anxiety, panic, paranoia

Flash-backs

Increase the effects of mental ilinesses such as schizophrenia

Your risk of experiencing these harms is: Low []  Moderate |
(tick one)
Regular use of opicids is associated with:
Itching, nausea and vomiting

Drowsiness

Constipation, teoth decay

Difficulty concentrating and remembering things
Reduced sexual desire and sexual performance
Relationship difficulties

Financial and work problems, violations of law
Tolerance and dependence, withdrawal symploms

‘Overdose and death from respiratory failure

High
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D. RISKS OF INJECTING CARD - INFORMATION FOR
PATIENTS

Using substances by injection increases the risk of harm from substance use.

This harm can come from:
The substance

* If you inject any drug you are more likely to become dependent.
#  If you inject amphetamines or cocaine you are more likely to experience psychosis.
* If you inject heroin or other sedatives you are more likely to overdose.

The injecting behaviour

If you inject you may damage your skin and veins and gel infections,
‘You may cause scars, bruises, swelling, abscesses and ulcers.

Your veins might

If you inject into the neck you can cause a stroke.

Sharing of injecting equipment

* If you share injecting equipment (needles & syri poons, filters, etc.) you are more likely to spread
blood borne virus infections like Hepa

It is safer not to inject
If you do Inject:

always use clean equipment (e.g., needles & syringes, spoons, filters, ete.)
always use a new needle and syringe

don'l share equipment with other people

clean the preparation area

clean your hands

clean the injecting site

use a different injecting site each time

inject slowly

put your used needle and syringe in a hard container and dispose of it safely

If you use stimulant drugs like amphetamines or cocaine the following tips will help you reduce your risk of
psychosis.

+  aveid injecting and smoking
¥ avoid using on a daily basis

If you use depressant drugs like heroin the following tips will help you reduce your risk of overdose.

avoid using other drugs, especially sedatives or alcohol, on the same day
use a small amount and always have a trial "tast f a new batch

have someone with you when you are using

avoid injecting in places where no-one can get to you if you do overdose
know the telephone numbers of the ambulance servi
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. TRANSLATION AND ADAPTATION TO LOCAL

LANGUAGES AND CULTURE: A RESOURCE FOR
CLINICIANS AND RESEARCHERS

The ASSIST instrument, instructions, drug cards, response scales and resource manuals
may need to be translated into local languages for use in particular countries or regions.
Translation from English should be as direct as possible to maintain the integrity of the
tools and documents. However, in some cultural settings and linguistic groups, aspects of
the ASSIST and it's companion documents may not be able to be translated literally and
there may be socio-cultural factors that will need to be taken into account in addition to
semantic meaning. In particular, substance names may require adaptation to conform to
local conditions, and it is also worth noting that the definition of a standard drink may vary
from country to country.

Translation should be undertaken by a bi-lingual translator, preferably a health
professional with experience in interviewing. For the ASSIST instrument itself, translations
should be reviewed by a bi-lingual expert panel to ensure that the instrument is not
ambiguous. Back translation into English should then be carried out by another
independent translator whose main language is English to ensure that no meaning has
been lost in the translation. This strict translation procedure is critical for the ASSIST
instrument to ensure that comparable information is obtained wherever the ASSIST is used
across the world.

Translation of this manual and companion documents may also be undertaken if required.
These do not need to undergo the full procedure described above, but should include an
expert bi-lingual panel.

Before attempting to translate the ASSIST and related documents into other languages,
interested individuals should consult with the WHO about the procedures to be followed
and the availability of other translations. Write to the Department of Mental Health and
Substance Dependence, World Health Organisation, 1211 Geneva 27, Switzerland.
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Assessment

Y gathers Iniecrmanen and engages il e process
Withr the clientsithat enanies the: previder ie
estaklishi(er fule oul) the: PreSEnce oF
AIISENCE! Bl 2 CO-CCCUIIING dISGrUEr;

y determines tne Clients ieadiness o Chainge;

yAdentifies Client: strengtiis) or pronklen areas
tat may afiect the Precesses el treatment
and receveny; and

Y engages the clientin the develepment o an
approprae treatment relatiensiig:

CSAT, 2005a
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Y. Backareuneis descrilnedihy eniaining data onfamily; elevant
cultural inguistic, Gender; sexuallernentaiien ISSUES; thauma
nIsteny; mantialfstaits; legaliinvelvement and inancial sittiauon;
nealin; educanon; eUSsInG| status; Strenagtihis andireseurces; ane
employment.

Y. SUBSIENCEIUSENS estaklisiied by age: orfirst USE, prman/ drtigs
USEd, patierns ol drig use (Including miermatuon relaied o
dIagnoestic critena fer anlUse o GEPERCUENCE), and Past 6r CUlent
reatment. IS Imperiant terdenti/ pereds eif astinEnce ol S0
gdays er leneer e iselate the mental health sympiems, treatment,
and disanility expressed durng these alkstinent: PENodS.

CSAT 2005b  gg



V. PSyChHIEliC PrepENIS arer elanorated oy d etemminnag eeuarianily,
and client hISteres o psychialiec proniemsi(Inciuding diagnesis;
Hespiializatien, and eter eatments), CUlrent diagneses and
SympLems, and meadications andimedication adherence: KIS
Imperant te dentiiy/ past perneds ol mental healtnrstalnity;
determine past stceessiul teatment e mentalidiserders; and
AISCEVENR the natlle: el SUStanCe: USe dISeraer ISSUes ansing
dURg these: stakle pereds. ldentiication of any culent eatment
providersienaniesvitallyimperantinienmatenishanng and
COOPEralIeN.
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CUent Symplems & ilncening
Backgieund

IRdividual nisteny

Substance use

Viental healih

Vieaical nisteny

Viental statts examinanon

Client pEercepion(S)

Presenting preniemls)

Culiti@alland InguIstic CoRsideraens
SUPPEIS & Strengis

DI2gROSHC IMPRESSIoNSs 6 S DSIVIPAXES
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Y- e assessment or CODS Integraed 1y,
analyzing and Using data ConcermIing Gne

diserder i light el data conceminge the oier
diSerder:

y. Eor examplie; attenuien ter mentalnealth
Symptems, Impaiiments, diagnoeses, and
ireatments duiiing past eplsedes oif sukhstance
apuse and apstinence canliuminatethe roele of
Sustance abuselnmaintaiping, Werseningl
and/er mterennefwithrthie treatment ol any,
menial disorder.
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e INtEgratedi aSSESSIMENT PIOCESS IMUSH e tallored to meet
ereeds el the Specific Client. Eorexample:

Culuraliidentiy/ may. play a significant elein deteriminine| the
clientsiview el the proklem and the treatment.

VEMBETS| ofi SOME NON-EINNIC SUBCUILUES (€.0. SEX WOIKESS,
gang memers)iimay hold beliefs andivalles thatare
UnRfamiliar ternen MEMIIESS:

Clientsimay participaterin treatment cultures (12=StepieCoVErY,
dual recoveny seli=help; altermatve nealing pracices) taal
aiieCt- oW tHey View tieatment anerteatmnent proeviaers:

A clientsisextal orentation andiamily sitiation willlenhance
Understanding eirthe Client's persenalidentity; IVing Situauen,
and relaensnips.
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Y. Integraied assessmeni adaresses oihmentalfhealinra suhstiance
allUSe; each I the context off the eiier diserder.

Y- Integraied assessment seeks (L) te estaklishrfenmal diagnesesi(2)
evaluaterlevelsioffiunctioning (Ife: Cuirent cegnitvercapacity, secial
skills; aneletheraniities) 1o Identiy/ iaciers that cotld IRtererewitn
aerapliy e itnecioRNdependently anc/er toNoliew ireatment
[Ecemmendations:(S) determine the Clients readiness fier change and
(4) miake el deciSIoNs; anoult apprepiatierievelsi ol cane.

Y. Integraied assessment sihould alse consider culitial andiinguistic
[SSUES, aimount off secial suppoii, and specialiliie circumsiances (e.g.
HIV/AIDS, tulkherculesis) that may. effect Service cholces and the
clients; aniny te profitiremi taem;
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Y. Integraied assessment may e coneducied By any mentalfaeali ok
Slpstancer anuse preiessienal Whe hias the specialized training and
skillsireguired.

- DSIVIEIV-TIRI AIAgRESIS S accomplishied by refenal ier a psychlatmist,
clinical psychelegist, liIcensead clinical Secial Worker:, Ol GLHIer
gualified healticane prefessional Who IS licensed by the State 1o
diagnoese mentaliealinrdiSerders. ((RoLe: Certaln aSsessment
IStiUmMERS can enly e ekiainediand adminisiered By a licensed
PSyCNBIeQISE N SEME CASES, ail asSessment ieamineclueding
sulestance anuse and mental iealih preiessionalland eiier Senvice
providersimay. 9e needed iercomplete thie assessment.

Y- Genenallyassessment 0eeurs in a menial healtn er sulhstance anuse
reatment faciity:
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ARrassessmeRtmeNARcliiceranVaren/ o
Iiermaen cathepneimeEtheeSHRECIvEGe:

N U N N

N U N

e administraten eff asSSesSmeERL IStiUmMeERLs
ailn=aeparclinicalNnteniew

a secialfhIsieny

2l treatment Isteny

Inteviews with inends andsamiy (aiier recept o
apprepraieclient autheZzalens)

2 review eirmedicallanapsychiatic recores
2 physicallexamination

laerateRy tests (lests ierIneciious diISEases ane ergan
SyStem daniage; etc:)
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TheNRtegratet assessmeERt PreoCESSHUSIE
tallered te meet the neecds ol the speCIiic Client.

Eor example:

y- Culitraliidentty may: play a significant rele i determining the
clientsiview! el the preklen and the treatment.

Y. VIEMBENS Off SOME NeN-ENIC SUkCUIUrES (.9, SExX WOIKers; gang
mMemeers) may. heldeelieis and values that are unianmiliaricrnen
MEMMEYS,

Y. Clientsimay participatenn treatment culiures (12-step receven/,
dualirecoveny seli=help; aliermatve healing pracices) inat affiect
W they View treatment and treatment proVvicers.

. A clients sexualierentaten and iamily/sittauen willfenhance
URderstanding eifthe Client's persenalidentity; IVingl situaten, and
elaenships:
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Engage the client

Step 7. Determine disability and
functional impairment

ldentify and contact
collaterals (family, friends,
other treatment providers) to
gather additional information

Step 8. Identify strengths and
supports

Screen for and detect COD

Step 9. Identify cultural and
linguistic needs and
supports

Determine quadrant and
locus of responsibility

Step 10. Identify problem domains

Determine level of care

Step 11. Determine stage of
change

Determine diagnoses

Step 12. Plan treatment
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Y- NeWreng doe,

- Empatnetic: detachnment

V- Person:-centered assessment
y- Cultural sensitvity

Y liaunia Sensitvity

CSAT 2005b  gq



v Client may e tnwilling), e tiRakle; 16
aceUrately/ repert pPast o present
ClliCUMSIANCES.

Y. Collaterals -amily, fiiends;, o) Giher
PIOVIGENS;

Y- Sich adlerence e guidelines and laws
iegarding confidentiaiity

CSAT 2005b 7



Y- Saiiety sk suicide;, Vielence iowaras Griers, Inaniiiy io
Cale el enesel

V- Saletly/ risks SereuUs Intexication: er petential iorwitidrawal

y. Saiiety sk medical saiety and capacity/ el Selircare sased
ORREesSs

Y- HIGI HSKI9ENaVIeNS
y. Cogniuve: andiearmine deficits

v Past and presentvichimizanonianatiraunia

CSAT 2005.TIP 42 71



Y. ASSESSIMENTIS 2 Precess thal requires regular upeating

< [DESCHIES TUNCHORING, SYMpPLems, Heatmentand
INteracuons

- Vientalliness and stlstance Use inionmateniis iniegraied

Y Infermatcn gatmered oVveriena PENGES ol e =
comprenensive andiengiuainzl

Y- EQCUS 01 Perieds o diferentitnctiening

CSAT 2005b )



Function

Mental
Health
Symptoms

Mental Health
Treatment

Substance
use
Symptoms

Substance
use
Treatment

Interactions

Working

Living With
parents

Depressed
mood

Mild Sleep
problems

Taking meds

Case
management

Occasional
alcohol

Attending
groups

Relatively
stable
with
treatment
and little

substance
use

Working

Substance
using
boyfriend

Fights with
parents

Mood good

Sleep poor

Energy high

Stopped
meds

Case
management

Daily
alcohol

Marijuana

Stopped
groups

Hypomanic
without meds
and using
substances

West Institute, 2003
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Y- Detemmine Seventy o Mentallliness
y-Use: State Criteria
v lsiclient alieady recenving prierty: mental healthr Senices?
Yy Dimensien S subscales eif ASANIPPC-2R er LOCUS

Y- Determmine Seventy off Sulbstance Use Diserder
Y Active or unstakle stbstiance dependence; or
Y- SEerieus sukstance abuse
yARenner citena then considerion guadrant liifer iV

Y. Delermine themeeadiior hasic (fcapanier) oracvanced
(Fenhanced’) SEnVICES,
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High Severity

1 \Y
Less severe mental More severe mental
disorder/more severe | disorder/more severe
substance abuse substance abuse
disorder disorder

I 1
Less severe mental More severe mental
disorder/less severe | disorder/less severe
substance abuse substance abuse
disorder disorder

Low Severity=————————y High Severity
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Acute Intexicatien and/e\Witharawal Peiential
Biomedical Cenadiiens and Cemplicatiens

Emoetional;, Behavieral, or Cognitve Conditiens
and Cemplicatiens

ReadINESS 10 Change

Relapse; ContinueadrUse; o Continued Proniem
Poetential

RECOVER/IEIVIRG ERVireRment

CSAT 2005b  7g



S i

RISk: efi Harm

EURchioRalby,

Comenmidity (Medical, Adaictive, Psychiatric)
REcOVER/ SUPRort and Stress

Ieatment Atiiude and Engagement

Ireatment = Histony

CSAT 2005b 77



[DIAgNESIS IS estakliSed more By RISteR/ tiaia By,
CUIFERT SYmpLems.

IS Imporant e deCUMERT PO AI2gNESES eVen i
ASSESSE IS nelkliIceEnsed 1ormake diagnoSses,

IS critical torte mental healinf symplens 1o
SPECIIC PEereds el time;, particulany times When
acGtive supSstance USe Was ot present.

Contexitalize the assessment —Where, When,
WIthVRGeI, W MUCH;, W22 plres) and CORs o
USE OF Med/tx compliance.

CSAT 2005b  7g



IS thelclient capanleroiliving
IndependentlyZilifnet, Whatks necded?

IS the client capanle ol Suppoting MImsel
financially?

Can the client Engaee s supportive secial
elatienships?

Are therenmpammmentsininieliecitzl
iURCHERING?

CSAT 2005b 79



A\

Tlalentsiand Interests
Vocauenalloredicalional Compeieney,

Areas connectediwitirnigniievels e motivatien e
change

EXISING SUpPerIVe relatienships er Interest I re-
URIficalen

Previous successful treatment efforts

CSAT 2005b g



Yy ARG te it nte treatment culttye
y. Culitraliidentiiicaten aned perceved DaMIErs
y Language: capacity,

Y- Pronlemsiwitihliteracy.

CSAT 2005b g1



y \Vedical
v eaal

Y Einancial
y. Housing
7. Income: stppoets

y. ACCEss tor Health
Care

Y. Vecatenal

. Eamily,

y. Social

Y- liransporiation

Y- Child Care

CSAT 2005b g9



Y. Prochaska and
DiClemente

y. Preconiemplanen
Coniemplanen
Prepanatieon
ACUIEN
Viaintenance

N U U X

V SOCRATES/URICA

Y. @Osher and Keioed (&
ethers)

y Engagement
¥ Persuasion
Y Active lreatment

y Relapse Prevention

V' SATS

CSAT 2005b g3



N

S

EVallater pressing Needs.;

Determine motivation toraddress sulstance
Use/mentalfnealtin prenlems:

SEelect tanget hehaviers el Chiange:
Determine Interventiens terachieve: desiied geals.
CHOESE Measures e evaltiate the Inten/ention;

Selectioliow-UpItimes te review the plan.

CSAT 2005b gy



Screenlng ‘ Assessment IS KN R Diagnosis

Treatment Services Individualized

referral or provision Treatment Plan

Developing Treatment
Resources
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ASsessment shipuld e a clincalldiven pProcess:
IRVEIVES Clincian making CoRMNeECHon WIth the Client.

Consider the: clientin a context (I.e. Setting) anad it
ASSESSIMENT PIOCESS 10 the! Setiing.

Tlake e accolnt e System| ol care: the PElSeRIIS
I — think el systems availakle se yeu can do
eatment planning:

Allocate time ler assessment that Is realistic IR terms
Off therCODIclientst anllity/ terconceniraerand
pParlicipate;
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N\

Stituctured Instruments;and Clinical
Processes/Judgment

Populatien & Seting
AdEney & System

Amoeunt off Infermatieon/Use! of Infermation
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SUlStaCENAILSE
— Addictien Seventy lndex (AS])
— Glehal AppraisalieilndividualiNeeds (GAIIN)
— |ndividualrAssessment Prefile (IAR)

Viepit2iNE gl
— Beck Depression Invenierny/=lI-(BDI=II)
— Beck Hopelessness) Scale (BHS)
— Brief Psychiatrc Raung| Scale (BPRS)
— Brieff Symptemilnventeny/ (BSl)
— GeneraliBenavierallnvenion/ (GBl)
— MinEntermanenaliNeurepsychiatic internview (IVIEIENEI)
— Rejerral Decision Scale (RDS)

FreitiparEl lerfe el
— Pesi-tratumatc Stress) Sympiom| Scale: Selff Report (PSS-SR)
— raumea Histery @uestonnaine (iH©)
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GeneraltEiealith
— Vedical Ouicomes Study: Shont Eerm (SE-36)

DI2gReSHIE
— Diagnostic Interview: Schedules (DIS-IV)
— Struciured Clinicalflntenview ior DSV-INV Diserders (SCIiD)

VietVvauenR and Readiness e ChEanee
— Circumstances; Metivation, and Readiness Scales (CNVR Scales)
— Readiness 1o Change Questionnaine

— Stages ol Change, Readinessrandireatment Eageniess Scale
(SOCRATES)

— University off Rhode!lsland Change Assessment (URICA)

ireaumenitPlannpne
— Recoven/ Attittide and reatment Evaltuatier (RAATE)

FevelleifCare
— [Level off Care Utilizaten System (LOCUS)
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Instruments-

Substance Abuse




PUpese: TerASlisimost useiul as a general intake screening teel. It elfectively assesses a Client's
Status ini severaliareas; and the composite score measures hiew: a client's needior treatment
Changes, Gver time:

Climnecaltumlinys The ASIhasi beeniused extensivelyior treatment planning and euicome: evalliaion.
Ouiceme evaluationipackages for ndividual pregrams or fer treatment systems; are: availakle:

Crotlgs Wit Walogm tnls lrstiment s g een) tseds Besiejrlecl for zleftljis af et Sedas Wirle) zife glo
Intexicated (driugs or alcohel)iwhennteniewed. Alseravailablenn Spanish;

EeIIal: Structured Inteniew
Adminrstianensumes SOImnuiesiior L e
SCOIING UIME: S IMINULES BN SEVErity ratng
COMPULERSCOINGIZAYES

Admimistrater iremime andigualiiicanons: A selirtraimng packet s availableraswellias ensite tiaining
By experenceditrainers:

=eeior user INereost; minimal charges ier photecopying and mailing may apply:
AVvelllzigleire ) A. Thomas; Mclellan; Ph.D.

Building 7

PV/ANIC

University: Avenue

Philadelphia; PA' 19104

Phoene: (800) 238-2433
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PUIpesE: TherGAINWas develeped toimplement an integratedibiopsychesocial medel o tieatment assessment, planning, and
oUICemME moeniterng that can herused o) evaluation, clinical practice, and administrative purpeses.

Climicalfumiityz The GAIN embeds guestions ior decumenting substance use diserder, attention deficivhyperactivity diserder,
oppesitional deliant diserder, conduct diserder, and pathelogical gambling; dimensienal patent placement crteria fior
intexication/withdrawal, healthrdistress; mental distiess; and envirenment distress; terguide moevement among and between
levels; o care; 1o aid In treatment planning, te) assist states inirepertinglrequirements related tor State: client data systen;
anditermeasure clinical statlis andisenvice utilization 6UICOmES:

EreUpSIHNEERNHISHRSHUIERNIESHIEENNISEM AU ST andiad el ESCENLS
INOIITISEYES

Eormeat: The content ofithe GAINNS divided inte eightiareas: hackground and treatment amangements; sulbstance use, physical
health, sk hehaviors, mental iealth; envirenment, legall andivecationall Infeachiarea, the guestions check for major;
problemiareas and the currency, oii any: prohlens,

AdminSHEUeRMIMERSOESONMINULES
SCEHNENINES 20NMINUtes
COMPUEIRSCONEEAYES

AdminisStater traming 2nd aualiiications: Reguired training ferthe fullinstiument and additionalltraining fer computer
seiware (it used):

EEeioruse:r he GAINfand 1ts preducts are teols that arer propretany products;ewned by Chestnut Health Systems eiher
exclusively or jorntly and pretectediunder U.Sh copyrnght laws: The curentwoerk can be dewnloaded and reviewed fol fiee.
A oneltimerlicense feerefi $100iHer alll GAlNImaterials andl $1000 o soitwarerand nitial setupiis reguired to use the
instruments. Initial’ costs are: usually waved i you pay. for: training/Support.

Avellzigfefren: Jihe Lightheuse Institute
Chestnut Health Systems
720\West Chestiut
Bloemingten; I 64704
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PLUIPIBSE: 0 aSSESS ClientsHior treatment planning PUPeSES.

Climicalfumlityz ThelAPs a structiured clinical interview! that provides measures of eight life
areas: demographicibackground, admission seurce infermauon, Iving arrangements,
elaceo/alcohel/dritgiuse; lliegalacuvities; seurce ol suppor/empleyment; medical healti,
andimentaltheali:

Crotlogs Wite Wl ials ISt aent fels o) seas Aclifis)

NGNS ES)

EenEL Structured clincal intenview, Computer —assisied persenaliinteniew (AR available:
AU RNIMERSONMRULES:

SCENENIMERECIICEmMING

COMPUIERSECOHINGZYES;

AdiminisiraterienmRerancigualiiicanensI =S 0 2y oiRainne rECOmMMERNCEdNANZINNG
manualisiavailallefremsther author:.

EEeHior use: None; public demainm:

Avellzigle frorm: D Patncks Ve Elyian
Sulstance AbBUSE Tireatment Researnchi Program
Research linanglelnsutuie
3040 ComwallistRead
Researciiinangle Paiks NE 2y 7002194
1-800-334-8571
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Instruments-

Mental Health




PUIpesSE: Used torscreen ior the: presence and rate: thier severity, off depression Sympienms:

Clinical uuiityz Likents predecessor, the BDI=lIfconsists o 24 Items 10 asSessi the: Intensity, off depression. lihe
BDIEl can be usedito assess| the intensity. 6f a client’s depression;, and It canialso ve Used as a screening
device to detenmine Whether there s any. curmentindicaten oiftherneed for a refemalior iurther evaluauoen:
Eachiitenm isia list el four statements anrfanged Inncreasing Severity albout a particular: Sympiem) o
depression. lihesenewiiemsbrng the BRI=Nnte alignmentwithi Diagnesticiand Statistical Manual fer Vental
Diserders; 4th editien (DSM-=INV) crterias

[tems enithe new scale replaceitems that dealtwith sympiems; eirwelght |ess; chiangesiinthedy image; and
SeEIMatic preocecupaton. Anotheriten on the Bl that tappediwerk dificulty was revised te) examine loss of
enerngy. Alsoe, sleepiloss and appetite 10Ss ItemsiWere revised torassess boill Increases and decreases in
sleeprand appetie:

Crotlos Wite Ween tals Institiment fes gagn) Useds Allellenis cieje heinifotie]r) S0 el ezin) ezl ziglel Ligle/eifstzip]e
thelnpstiuctiens; and clientsiwho cannet readi(reguires readinglthe statements to; them):

Eonmat Paper-and-penciliselifadminisiered test.

Administraten e 5 minuLes; either seli-administered or administeredivertsally by a tramed adminisiraior.
SCORRNG HMEN/A

Compuiersecerne 2 Ne: Any staiifmember can PERONmN the Simplersconng:

Administrater traming and gualiicatuons: Doectonal-leveltraming or masters-level traiming wWith sUupenvision by a
docteral-levellclinciantane reguired e interpret test results.

FEEHOr USer 366 for manual and package of 25 recordiorms.
AVl ais] ENTGITIE Iihe PsychelogicallCorporation
19500 Buldenve
SanAntenio; 1K 78259
Phone: (800) 872-1726; Wttps//AWnw. pSyChcor.com
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PUIPESE: Designed tormeasure negatve atitides abeut the iuture; eriginally developed ter predict whoe weuld
commit suiciderand wheweuld net.

Clinecaltuminyz ihe Beck Hepelessness Seale 1sia 20-1ien assessment device designedito aSsess the eXtent ofi
positverand negative elieis aheul thefuttre duine the past Week: It measures three aspects of
hopelessness: Teelings about thefutune, |0ss) el metvaton, and expectialieons: There ave been|several
studiesithat have supperied the predictve validity eifthe BIHSHor suicide atiempis and completed suicide.

EleUPSAVItHAVRGIIRhISIRSHUIMER T ESHIEERNISEd N EESHIEERNUSEdNITNad el ESCEntsHiemiagert s i a0 ey
andlelderis recommended.

Nars? (s,

=l SeliFreportinstrument, 20/ irue-ialse  statements; Wiitien o oreal:

Admimistrauenrmes SELoNmnueEs

SCoMNg times Scoere Is calculated by summing the PessIMIStiC rESPeNSES o) each! of the! 20/ 1tems; SiminuLes:
Copoigr searime? INe.

Administater ianing and gualiiicatens: May he administerediby a range off mental healthiwerkers but the
Interpretaton needs terhe supenvised by an apprepraiely trained clinical psychelogist o psychiatist.

FEEor user Complete kit $73.00 (includes manuall 25 record forms, and scorng key):
AVellael e Harcourt Assessment; Inc.

10500 BulverderRead

San Antenio;, llexas 78259

1-800-211-8378
NP/ harceuUasSESSmMERL.Com

96



PUIposeE: An unstructiuredintenview widely used in clinical practce:

Clicaltumliny: The BPRS Is anl 18-item scale measuringl positive sympioms, general
psychopathoelogy: and affiective sympioms. SemEe Items (.0} mannensms and pesturng) canbe
ratedisimply/enielhsernvaten off the patent; other items (e.a. anxiety)invoelve anlelement ol seli=
reporing by the: patient.

ElieUPSAVIthRVhGIMEthISHISIFUmEnasEEnfuSEdEAdUIS and e E deryzaneE B PRSHasialso
pPeen modiied fer usewithrchildrien (CBRPRS);

Neyims: Eorthcoming

Eoimiar: Clinician-rated imstiment, L8-iemiscale, eachirated on a seven-point scale (1=net
Present ter 7=extremely severe). Ralings made: after a bierunstuciured Intenview with the
paent.

Admimistraueniiimess 1520 minuies:
SCEHNGUIMEECIhComIng
Compuierseerng 2 NG:

AdimsStraieRieinineranc o uaiicanensiAdmInIsterediy EXpENEnCEd sy CHIHISIS;
PSycholegIsts, o GLER aters tiained I the assessiment and diagnosis oi psychopathology:

Eeeeiruse: Nene, public demain; use with due acknewledgement: (Overall; Ik E. & Gerham, Dk
R The el psychiathc rating scale. PsycholfRep 1962; 10: 799= 61.2)

Avallanliediion: hitp://WWiw.0eocities.com/HoetSprings/851 7/Easy/ I estCrealor;
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PlUpoese: The Brel Symptomilnvenieny (BS]) s designed to reflect psychological sympiem: patenis
ol psychiatrc and medical patents as well'asinen-pavents: This seli=reportIs the Shost e ol the

SCILL-90-R instrument.

Climrcaltumlinyz Like the SCIE-90:R instrument, the' BSInstrument can e useitlninitalievaluauon of
patients at intake as an ehjectve method ol screeninglior psychelegical proklems. lihe BS]
InStrumentis especially appropnate nrclinical sitatens where debiliiation resultsinireduced
attention andiendurance; Inresearchhwithilimited interniew: schedules; and n eutpatient clinics
Whiere testing procedures;demandtbrevity. e BSlinstrument s alse freguently used in
MEASUNG pPalient progress duing tieatment or Inthe assessment off tieatment OUICOmES:

Crougs Wite Walo ials sttt fes oaam) s g ziglel ofelar (ig) ejrzicler ferzieliple) [vE)),
NGNS ES)
Eeimar 53 tems/ seli=repont.
AdimimsSuEneniimel LO=IZimnuies;
SeeImg ume: Usingranswer key, 5 minutes.
COMPUIERSECOIINGZNES:
Administratertramoranciguaiiicanons:  SeliadminsteredilowslevelNnieviewer:
EEENGIRUSENNYES)
Avellzigle i) PEarSenN ASSESSIENLS
5601 Green Valley Drive
Bleemingien;, MIN" 55437
WIWIW. PEaISOIIASSESSIMERTS. Con/tests/hsi.htm
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PLUPeSsE: 10 assesses moeod diserders in adulis. EocUSES 0 depression and
manias

Clhimcallumhbys Isia muli-methed,; me-Iogged assessment off persistent
negative moeed nvelving self-repertmeasurnes. Used teridentiiy petenually
[ECUreEnt O)f chrenicaINtErMItiEnt depressives Whoe may not be depressed ai
erume elf assessment:

(EEURSAVIINIGIINISHRSHUIMERINIESEERHNISES
Nemms: Eornceming
EoIman 7sliten seliFrepert guestiennaine
AdiminrstraneRmENEeICEnMInNG
SCEIIMG e ECIICOmING
COMPUIERSCOINGZECICOMING
Aclelnlsiretior irznirie) ziniel eftizlfflezitians: Naogle
EEEHoN USES Eoltiiceming
Aveananlesiemi DI RichardrAllen Depue
BOV-257-7316
radsS@cermell.edu
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PUIpoese: heMini-lnternauenal INeurepsychiatic IRierniew assists inithe assessment oif 20/ menial
diserders including substance use diserders.

Clmcalr oz e VEENCISTnet designed or intendediio ve used i place e aivliimedicaliand
psychiatic evaluation by a gualiiedicensed physician-psychiatist.

ltisiintended only as a teol 1o faclitaie accurate: data collection’ andl precessing of sympioms eliciied
Py trained persennel.

ElieuPSAVIthRVhGImEtISHiFSHUmEnTHasEERIUS e AdUIES

Eomal An abbreviaied psychiatie strucitred Inteniew that USes decision ree logic to assess tie
majer adult Axisil diserders infDSV=IV: and ICD=10. It elicits all the sympioms listed in the: sympiem
criteriafior DSV=I\V and ICD-100er 15 major Axis I diagnestic categeres, ene Axis-lI diserder and for
suicidality. lis diagnestic algenthms are consistentwith DSMEIV: andHCID-10rdiagnestc algerithms:.

Administiationtuimesdsier 20/ minutes
SCONNEIMERSIMINUIES

Compuierseceine? A computenzediversion ol the MEILNCL IS avaiiablennisix languagesiin the VINI
OUICOMES program.

AdimpsStraieriainineranc g uainicawensiaie VNENIEas designedioNs e lSeEd ByAireined
Inteniewersiwhoe do net have training n: psychiatny o1 psychcloay.

EeeHeiruse: TheVEENEIS maderavailable at ne change en the Intermet, mainlyier researchers Wie
may. make single CopIes o) thel oWnIUSE:

Avallallesirem: hhtps://wnww.medical outcomes.com/inaexsSLt hitm
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PLUPeSE: TIheRIDS Isia screeningel toel designed teridentiiy those: PErSens WHo: iave: a
nighrprekablity eifmajermental diserderso thata uller assessiment may oecurs It
Wasideveloped o) use inithe criminal Justice systen.

Clmncal itz Used 1o predict DISHiietme diagneses ol schizephnenias, bipelar
diserder and majoi depressive diserder. e guestions mncltdedinithe RIDS wWere
distillediriemithe Diagnosticiinteniew: Schedule.

EreUPSAItHRVREIRSNRSHUmERN NI ESHEENNUSECENAC U SHthE chminalyusiice
Sy/Sten.

INGIINSIYES)

EoimEs 14 guestions; seliFadminisiered.

AdiminisiaiensuneSIninUIes:

SCONMNG UIME: SUMMING i Yes respenses; 4 minute.

COMpPUIERSCENgZAING:

Aclpiplsiraiior teeinine) cnlel ejizlifleziians: laigiviawers mitise ge izl g DS

flewehart.
EEEHior Use: Noene; public demainm:
Avelllzlgle frogm): D Linda hieplin

I ieplin@noerthwestern.edu
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Instruments-

Trauma Informed




PUIpPoseE: Designed terassess DSV sympiems off PIISDirelating te a single tiaumatc event.

Clinical vtz The PSSESRIS the seli=repert version ol Eea's structured intenview: ior PIS Dby the same
name (PSS-1); Diagnoses for PIShibhased onithe PSS-SR areslightly more consernvative: than those
pased onithe PSS, The PSS-SRs/intended ior use withindividualsiwho: liave a knewn|assault
histeny/, andishould thus e accompanied oy a traumea screen When assessinglindividualsierwihem
Pasic hackgrounadiniermatenis Iacking.

EreUPSWIthRVIIGIIthISHRSHUIMERNTHESIIEERNISE:
N@IIS: Eorthecoming

Eonma L7 tens; seliEreport, sympiom ireguency. over the preceding twoe Weeks is reported on a four-
poInt scaler

Adiministraneniimes I5=20 mnuies:
Scorng ume: Tetal scores ehiained by summingleach sympiem ratng, Suliscale sceres are calculated

By SUMMING SympLoms Inithe ie-experencing (4 items), aveidance (7 1items), and areusal (6 1tems)
clusters.

CooLter searie)? Fariricemisle
Aclgrirlsireiior teetnine) salel cuedificzitionss Fagigeanmiae)
EECHEIRUSESNEOICOMING

AVvalliaieNien: Edna Eea;, PhiD:
[DEepartment ol Psychiatny
University oir Pennsyivania
3535 Market Street
Philadelphia; PAT19104-3509
215-746-332.1
emaliica@mailimediupenn.eal
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PUIPOSE: lioIgatier a histeny ol exposure: tor potentially traumatc events.

Climycal ity The THQists 23 traumatic events inithree caiegeres: crime-related, general
disasters anditrauma, and unwanied physical and sexual experiences. Respendentsiindicate
lIfetime eECUrENCE, iedqUERECY, age: atiirst eceurmence, and relauenship te) perpetrator.

Crotlos Wit Ween tals IsStrt et fels g sl Aeft)fis,
Neims: Eothceming

EoImEar SeliFrepolit, 24 1iems.

Aclgripisiireiion dlees S-E5 ppliltiies.
SCONRNENUIMERECHRCOmMING

Comottar searine? Fariricemisle
AdministrateRtremineraneigualiicaiens Eohceming
EECNEIRUSENEOCOMING

AVellzig)le frorm): Bonnie L. Green, Ph.D:
[Department el Psychiatny
Georgetiown University,
61 Keher Cogan Hall
\Washingten, D€ 20007
202-687-6529
Emall: greenb@guner.gecrgetiown.edu
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Instruments-

General Health




PUIpESsE: Designed as a sunvey o general healthiconcepis ferruse i clinical practice: and reseanchy
healthipolicy: evaluations, andigenerallpopulatien surveys.

Clinncal oty The SE-361isiuseiul for descriptive purpeses such as decumenting differences
petween sick and well patients andior estimating therelatverburden o different medical
condiens; litisialse useiulier evaltiating tie heneiits e aliernative e atments.

Crotlos Wit Welon tals listitment fes gegn) tsedds 4 zigel ol
NGNS ES]

Eonat 36 guestions; sultable o) selifadministration, computerized administration;, 6r administiatieon
Py A tiained preiessional

AdimimsSuEnenimeERNS=LONMINUIES;

SCOINO UmeE: Complicated scoling Including receding anaiCenvering| e SCeres) o) Scale SCoreS:
COMPUIERSEOIINGZNES:

Aclpginlstreiior irzlinlne) cel cjuelificziiionss ezl Iieriayyer,

EEEHeIrUSE: e cost el thelnstiument Vamnes, depending enWihes using it andior Wiat purpese.

Avellzig)le i) Viedical Outcemes; irust; Inc.
201 Park Plazas, Suiier 1044
Boston, MA 02116
WIESIES G0N0
nitp://Mma:gualitymetnc.com/products/Preductibetalls. aspx2pre
ductlD=468&caiegonid=1
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Instruments-

Diagnostic




PUlpese: e ehiainia psychiatinc diagnesis according ter DSV-IV criteras

Climycal umliny: In addition te determining Whether criteria for diagnosis are met, Infermation
ISigainedi alheul COUrSE;, ONSEL, andiregency. ot pesitive sympions,

EroUpsSWIthwiemthisyRstImEniThEsSEERrUSEd S AdulisiEversioniorchildrenisialse
availakle= DISEC);

NeIims: Eerthcoming

Eomiar: Eullysstructured diagnostic intenview: designed ter heradministered oy nen-clinicians;
e computenzed versionican helntenvieweradminisiered or seliFadminisiered, 526
[lems.

AdmmisStaueRMInERS0EIZONnINULES)

SCEHNCIMERECRICEmMING

COMPUIERSEOINGZYEs:
AdimmsSirEieieininerancieviicanensdsdayAraiing colrseNsiecommended:

EEe jor use: $1000 per project for investigator's license/ $200016r license: plus; training
COUISE

AVellzig) e fiorg) DEepartment ol Psychiatn
\WashingtenrOniversity: Scheol el Medicine
40/N - Kingshighway, Suiter4
St LLouis, VO 63108
Attn: D Linda Cottler
el 314-286-2252
emaill cotter@eprwusti.edu
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PUIpose: Obtains Axisi andiifdiagnesesiusing the DSVIEIV diagnestic crhtera o enabling the
INtEnVIEWEN; te) elther rulereui or 1o estalblisii a diagnesis; ol diug abuse” o “drug dependence”
and/er-alcoliel akuse” or “alcoholldependence.”

Clinncal Uitz A psychiatic Inteniew:

ElieUPSAVItIRVCIMRHISHISIUmERNTHESNEERRUS e PSychiaii e mEd Cal foircommunit/AlIased
nenmalladulis.

Nersrs: Mo,

EORman A psychiatricintenview e in Whichidiagnoesis;can e maderby the examiner asking a
Series o approximaiely: 10rguestions; oii a Client.

Adimimistranen ume:; Administrauoen el Axis |'and AxisHiFsatienes, may reguire mere thamn 2 heurs
each fer pauents with multple diagneses, The Psychoacuver Sulsiance: Use Diserdersimodule
may. e administered by itselitin 30 te) 60 minuies;

SCEHING time: Appreximately L0 minutes.

Compuierseceineg? No. [Diagnesisican he made by the examiner askinga SENes ol gUESHIoNS ol a
client:

AdimpsStraieRiainineranc g uainicanensiDEsIOnEdNCIRUSEN e rained iclincalfevallaieratiie
masier’s or docieral level; although i reseanchi settingsi it hasibeenused by hachelor's level
lechneianswith extensive traininak

Fee for use: Yes.

AVveilzlole fropm): Amernican Psychiatic Publishing; Ine.
1400 K Street; INAL
\Washingten, D€ 20005
RLLRE// WA 2131, Gra).
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Instruments-
Motivation and

Readiness to Change




PUIPOSE: THelrstument s designed te predict retentieniin treatment and s applicakle te both residential
andieuipatent treatment medalities;

Clical vty The nstrument CensIsts) el iour denved scalesimeasunng externial pressure te enter
treaiment, exiermal pressure o) leave treatment, metivaton e change, and readiness ior treatment. [iems
Were develepediren fecus greups: of recoverng staiirand clients and retain muceh ol the eriginal
language. Clientsientering sulstance aluse: treatment PErCEIVE the ltems) asi relevant terthelr EXperience:

Cratlgs Wit Walos tals lrstriient fes geen) s Adtfis,

Nemms: Nomms are available fiom a large secondany analysis o mose: than 10,000! clients i refesnral
agencies, methadene mantenance, drug-iee outpatient and residential treatment. Nerms are alse
availabletor special pepulations; such as chients withr COD; prisen-hased programs, andiWemen's
programs:

=oAL 18Hiems at approximately’a third-grade reading Ievel. ReSpenses 1o the ILEms ConNsISt Off & 5-pPoint
Likent scale enwhichrthelndividualirates each iemron a scale from Strengly Disagree o Strengly, Agree.
Versions are alse availlablennrSpanisi and Nerwegian:

AdministraleRINER SO ONMIAULES

SeEING Uime: Can be easily scered by reversing negauvely werded items and summing thelien values.
Corgotter searige? No

Admiisiraierrainine ane ouliiicanons: Seli-administered; no tanng iequiredior administraien.
EECHOINUSENIN/A

Availaleleniemns: George De: lLeon;, PhiD:, or Gerald VMelnick;, PhtD:,
National Development and Reseanchinstitutes, Ine.
A West 238rd Street; 8thr Floey, New: York; Ny: 10040
Phene: (212) 845-4400) EFax: (917) 438-0894.
Esmans e ANEIRICK@NEIIEeIE SR /MMM EReRg
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PUIPOSE: Designed terassist the clinician in determining| therstage: i readiness, ier chiange
amoeng preklemidrnkersioer peeplewithralcolnel userdiserders:

Clical uuhityz Assesses dinkers readinessiio chiange diinkinel hehaviers; may e useiul
I asSIgNMERT 1o different LypPeS off treaument:

CGrodos wWita Waom tnis instrtment pges oaan tsads Acdtfis clelglasgeay)is

Neiims: Yes. Excessive drinkersiidentiiedin general medicallpractice: at general hespital:
EenEE ABrer 12-liem guestionnaire consisting e thiee suliscales.

Admimistiranen uimeER 2 iorsSinnuies

SCOIG UNENINOZINMINUIES

Corotlisr scarine? N
AdmmisiraieisranineranciaualincatensaNerraIRngIsireguired:

Feafortised Ne

AVvelllzlgle fres): CenterierAlcenolfand Drue Siudies
Plummer Court, Carliel Place
Newcastie upen Iiyne
NEL 6UR
UNIMEDKINGDOM
Phi44(0)19121015648
Eax: 44(0)191 21015649
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PUIPOSE: [DesIgned torassess) alcenol allserst ieadifess for chiange:

Clhimicalf itz Since motvaten ier change IS animperiant predicior el treatment
compliance; therSOCRATES  can assist cliniciansiwithiniermaton necessany/ fior
mearment planning.

Crotlgs Wit Weaom ials ips il et iz gear) tseel Aet)fis,

N@IINS: Eerthcoming

EomaL 401tems, seli-administered, seliFreport (Version 8 consists off 19 1tems);

AdimmmsSiEuensimeESHnUuLeEs:

SCOING VIME: 5 scales scored separately, eachiscale has Shtems Which ane summed 1o
dernve the scalerscore; Stminutes.

Comotiar searine? N,

Aclppinlstreiiar ceatlpirie) crel oftizlfficzition s MNe irztnlnef fele|tlifeal

EecHeiruseE: Nene, pulklicdemeain:

Avelilzigla ire ) Williamr R Miller;, Pht D
University off New: Mexice
Center o Alconplismy, Substance Abuse: and Addictions
2350 Alamo SE
Allbtguergue; NVIE87106
505-925-23178
emalliwrmiller@unm.edu
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PUIpese: The URICA eperatienally delines feur theeretical steages ol change—
preconteniplation), contemplaien; action, and manienance—each assessed by elght
[ems:

Climcal Uitz Assessment 0l Stages, Gl change/readiness Constiuct canhe used asia
predictor, treatment matching; and euiceme: Varahles.

SO pPSAVIThNVHEHINhISTRSHUIMEN TS EERUSEC R BoiiNnpalentand eclipauenradulis
N@IIISE Yes;, fer euipauent alcenolism treaument populanen

Eormna The URICANIS a 32-1tem Inventory designed 16 assess an Individual’s;stage: of
change located alongla theerized contnuum el change:

AdiminisiraneRrvinERSHer L ONMNUIESe CoMpIELe
SCEINGHMENZNOSIMINUIES

CoMpPUTER SCOMNNG 7 Yes, computer scannakleiernms:

Aclplnlsireiior crziaine) cinlel cjtizlificziioriss LA

EEeHior user No; InstimentIs i the: public demain. Avallable fremr authoer:

AvaillewlenrenE S Can o CrBICIEmente
University e Manyland
PSycheleey Department
1000 HillteprCincle
Baliimore, MIDr21250
Phi(410) 455-2415
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Treatment Planning



\pielivieltizl) T raziippiant Plein

lreatment Planning hasedion:

L EVIdence: & Consensls-hased Practices (ECBPS),
client prelerences, shianed decision makinglanae
clincal expertise

*Hntegrated SA and IS reatments

SPANOcUS oRrdual recoven/SeliFmanagement e 1seii
giSpraers

*FAddressing heusing, Vecauonal, iamily; legall ane
medical prehlems

S APRrOACHES thal are: [ECeVER/-CHERLEd, PErsen
centered), culturally competent
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DUING IRtegraied reatment planning pihases; IRzl
GECISIoNS arermade anpuithe iellewing:

> \What SerVICES the Client NEEds and wants
> \Where these senvicesiwillee provided

> \Whewill share respensipiit/ with the client o meniitering
Pregress

> IHeWw the Services off diiferent previdersiwill e rcoendinated
> IHew senvices Willee reimbursead

Iireatment planning shoeuld be client centered, adaressing
client's goalsiandiusing reatment strategies; tnat are
aGeeptaele te tihen
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Y. SCIeeningl ane assessment daia provide iniermatien that
ISHRtegraied Ry e clinician and the clientinrine
eatment planning PreCESS. SCEERing and assessment
data alse aneuseiulnrestanlishing a client’s Paseline of
S(@IAS, SYMmpioms and BeNavIors thab cani e Used 1o
ASSESS| Pregress.

Y- e treatment planiisinever a static document. /As
CNANGES NI the: ClIENt’s; status; Oceul anad as new: elevani
IRfermaton cemes toHlight; the treatment plan must e
[econsidered and adjusied.
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Y- Ihe client- centeredi tieatment plan s the oIt respensiniity
eff therclinicianrer chinicaliteam ana e client:

Y. e client="centered planisiguidedioy What therclient
WISHES 1o accemplishrand the metheds thal are  accepianie
10 Im G her.

Y. i the systemWhere carelisimanaged, Seme aspecis ofi the
plan nay require avthierzaueRey PayEss:

Y- SEcUng Selvice autnoerzaten s the respensibility e the
PreVICers;

V- lirseviceravtherzatien IS refused) the Client and the
provider shouldrexplore tegetherwhat meaiiicanens e the
eamment planfwilliBestmeet the clienttneeds and aise
Satisiy reimbBurSeEment requirements.
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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

Appropriate Care Setting

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

Diagnosis

Determines the recommended treatment 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 Continuity of Recovery Support

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

Cultural Context

Determines most culturally appropriate treatment interventions
and settings

Problem Priorities

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

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

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]

Source: CSAT 2005b
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Instruments-

Treatment Planning
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PUIpoese:  Designed terassist in placing patients inte; the: apprepriate level ol care at admission;, In
making continued stay. or transier decisionsiduring treatment (Uulhization review)), andidecumenting
appropialeness of discharge.

Clinical uiinyz The RAATIE provides; ehjectve decumentation terassist inimaking apprepriate
treatment placement decisions; It sirengiiens individualized carerand facilitiates more
individualized treatment planning; It measures eatment Process; and it assesses theneediior;
contnuIng care and discharge readiness;

Gt os Wit Welen tals lisStit et els o) sl Aeft]fis
INGIIISEYES

Eeimar A 35-iem| structitredinteniew
AdmimsSiranentimenr 20MerSOIminuies

SCOHINOUIMET LEssihanS minuies

Corgotter searige? Mo

AdimimsSiieiaininerancreuliicanensraRngiIsireguredNerad mnsiauon e RAANENS
administered by trained chemicalldependency: professional/RAATE-CE andipatient/RAATE-QI:

FEEHioIr User Yes, The RAATE manualiis available fior $35.00 and the'scorngltemplates are $8.75.

AVelllzigle e Evince Clinical Assessments
P.O), Box 17305; Smithfield; RIF0294.7
Ph:(401)231-2993 Tell-reein USA: 800-755-6299
WWW.EVINCEASSESSMENL.Com
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Instruments-

Level of Care
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PLIPESE: 0 aSSEsS Immediate Selvice needsi(e.gr; fior Clients 1n: chisis); 1o plan ieseurce
NEEWS|GVEN tIME; as I aSSESSING SErVICe regquirements; for defined pepulations; 1o MenIter
Changes In statls, er placement at diffierent peinis I tme:

Clical umirz EOCUS S divided Intoe three: Sections: The st Section defines Six evallaton
parameters er dimensiens: (1) Riskioeii Hamm; (2)r EunctionaliSiatus; () Medical;, Addictuve,;
andiPsychiatiec Co-NMerbidity; (4) Recoveny Envirenment; (5)Hreaiment and ReEcCOVER,
Histeny; and (6) Engagement. Alive-pointscaleis construcied fer each dimension and
e criteria o assigning a givVeR rating er scereln that dimension are elabnorated. In
dimensieniiV; twerstliscales arerdefined, Wwhilerall ether dimensions contaln Gnly ene
Scale:

EEURSAIHINVREIRUNSNRSHUHERNNIESHIEENNUSECNACUILS

INGHISIN/A

EomEar A decument that s divided e three Sections.

AdimmSiEuensimeE LS SONNINUIES

SCOMHNONNENZONMINUIES

Copotlier searime? Ne

Aclpginisireiior treinlinle) cnlel eftizifleciEiorss N/A

EEENOIUSENNG

Avellzlgfefrorg): American Asseciation oi: Community, Psychiatists
RLRH/AWIWEWRIC: pitt-edu/aac/iind-nimi
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Assessment Instruments, censtitute a striictured method fier gatherng
InfermateRiInmany. areas, andier establiShing assessment SCores
that define proklem areas.

Assessment Instruments, alse can functon as tickliers: or memaoery, aids
o1 the clinician o) team), assisting/in making sure that all relevant topics
are covered.

Assessment Instruments; should lhe viewed as providing infermation
that Is part of the assessment pProcess.

Tfhey de net themselves constitute: asiassessment. Infpanrticular,
Instrments dornet accomplish the interpersenall goals o assessment.

Viaking the client ieel welcome IR the: treatment system, engaaging the
client as an active partmer i nis er Rer care;, and Peginning the
therapeutc alliance: thatr will exist threughoeut the client’s relatienship
Withr helping reseurces.

CSAT, 2005a 125



Y- SCIeening, Assessment and ireatment Planninelare the iotndanon
Off geed senvice 1o COD: clients.

Y- ASsessment may inciude a vanewy/ eiinicrmaion:-gathenng
MEetheds INcluding the administration el assessment Instiuments,
an inEdepnrclinicalintenview; a secial nIsteny, a treatment RIsteny,
IntenIews withrinends and ianily aiter receipl ol apprepiaie client
authenzauens.

Y- ihere shoeuld herequivalent atiention terand reseurcEes oy
SCreeninge| & Assessment, and e the parallelldevelopment of
CONSensuUs- andfevidence-hased treatment SERVICes.
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Ce'nter for Excellence
in Integrated Care

Evidence-Based Practices
for Treatment of Persons
with Co-occurring
Disorders

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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Definition:

e Centertior Excellencen Integrated Cane
defines evidence-nased practce inthe field
Off COFOCCUIING SUpStance userand menial
dISEraers as; e tse of clulientand hest
[esealichievidence inimaking cincal and
progranmnaic GecISIons abeuttne

cane ol client(s):
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Tihe Instituie off Medicine (2000) adaed clinicall EXPErtiSe and pauent
VallUes| o) older definitiens eff eVidence-hased practice WhIch erly.
fIOCUSEd ORI BEST ESealch EVIGENCE! 10! ECegRIZE e IMPoKtance o
CORSIdenngl eler iactors In tie Precess o making clinicalldecisIons.

Y. Best researnch evidence will berhighlighted i sthsequent
slides.

Y- Clinician expentse: s defined asithe: anility e use: clinical skills
and past eExXpPEerence teNidentiiy, each client's tnigue healin
state and diagneses; and ndividual nsks andiaeReliis o
poteRtialiintenentions.

Y. Client Valles refers o the URigue: preferences, CoRcens, and
EXPECIANORS tat each ClIERT BHRGS 10 2 clinical EnCOURtESR:
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EEIROIINAISOEErS:
SCApproved medications

EEIFSUISIaNCENUSENAISOEIErS:
= Evidence-hased individual, group, couples, and family treatments —
Includimg

S motivanenal enlancement
®* CBT
SH 12 siepracilitaien
SFhehavieralcouples: & fiamily therapy,
S contimgency management

EFermentaliness:
SLCBil, medication

EeIFSERousTmeEntaiNinESS:
= Managing iliness (IDDT, education, medication, CBI) family
pSycheeducation, suppoelted employment, social skillsitraining
S Peer support
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- Vietivational Ennancement

y. Cognitve Belavieral ierapy.

. Partcipatentinivitittial SelEHelprGreoups
Y- Contingency Vanagement

Y. Relapse Prevention
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VieValeRZINERIEWIRENSIENClIERi=CERIEred)
directive meteeier Enancing IRUIRSICIMetValien
16 Chiange by explorng and reseiving
ambivalence= (illeranarRelinicks 2002 5. 25).
VietivatieRallinteVIewing Nas) prever efecliverin
HEIPING clients claniy/ geals and make: commitment

G cChange:
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v Vietvauenallnteniewing (Vs a - clieni=ceniered, nemn-
direciive, metnodiier enlancing INtHRSIC meuVaLen 16
change ey explenng and reseiving ambivValences:

Y- WIIFas proven effectiven helpinel clients; clamii/ goals and
make commitmeEnt te chiange:

Y- NS appreach Shews sermuch premise thatitis ene  eiitne
lirst e psychesecial teatments BEING SpeRseredn nuli=
s{iertrnalsin therNavonal lnstiute en Diug Akuse Clinical
TimaisiNetwerk: pregram.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 136



ljordate; moeuvatenalinteviewing strategiesiiiaveheen

succeessiully applied e the treatment el clientsi Wit COD;
especiallyimn:

Y- ASSESSIng the client’s perception e the prehlem

Y. EXplonng the clientsiunderstanding el his e er
clinicaliconadiien

Y. Examinnge the Clientsidesierior continued eatment

N\

ERduing client attendancerat inbialfSessIons

. Expanding the client's assumpiion of responsipiity fox
change

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 137



RIS therapeulic appieaci SEEKS 10 mediiy/ negatVve oif Sseli
gdefeating thetights and venavier anais aimed at hein
HeughtandiselaVvier chiange—tnalis, CopIng Y thinking
difierently and ceping| By acting diiferently (Camolll 1998).
@netechniguens knewn as cegnitiverrestiticiunng; o
example; a client may mimally ks e enly umel eel
comiertanieisiwheRHamaIghn; - Ut Ieam threugh ceURSElng
ertmkinsiead; t*s haraiieriearn o e comierianie secially
WitheuUt deineldrtas; Ul peepIerde serall thertme:
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An underying assumpuion ol CBAF IS that the: client systematically,
and negauvely distoris herview: oi the: selii, the envirenment, and
ine futune.

Ilherefere, a major tenet off CBil IS thal the persen’sithinking s the
seUrce off difictity and that this disteriea thinking creates
REaVIeral prekliems,

CBiF appreaches use cognitve and/er hehavioral strategies o
dentify andireplaceirauenaltelieisiwitarratenal eeliers:

Al the same time; the appreach PreSCHES REW BENAVIOKS the
ClIENT praclices: IIHESE approaches are educauenalin nature;
active and preblemEiocused, and time-limiead:

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 139



Y. Disieriens Iniinking ane generally nmere severewitirpeople
Withr COD. EoFexample; 2 persoRWith depressien amnad an
aicehel USe diseraerwihner ias iad alsad reaction te e
particularr antdepressant may. claim thatall antidepressant
mEeaicationisiad and must e avoeided at all'costs.

. [Likewise; individualsimay use magniiicaten and minimizatien
101 exageerate thergualiies e Gihers, ConsISiently presenting
Hemselves asi-1eSers - Wherarelncapanie o accomphisning
anything Clients with: COIDrare;, By definitien;, I NEEd ol
PEEr cepIng skills;

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 140



dileriSEreimutizIRSElFRE! PN g e LRSS e KEY G BING);
e clinician e assist clieRts Wit sulesiance: Use
disereaers as Wellras clients with menial disSeraders
(Dupent; 12945 Dualfrecoven/ muital seli-nelp
2[PPreaChES  are PECOMING IRCreasingly: cemmoeniin
larger communRities: Clhinicians ane acvised oI Seek
[ESOUICES 0K theSEeWhe de net Speak English:
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The clinician can assist the client by doing the

following—
- Helpithe clientiecate: an apprepiatie grou:
- Helprne clientiind a spenser.
. Helpitherclient prepare o participate apprepiately,
I thergreu|e;
. Helpreverceme Daiers ie grolp paricipatien.
.  Debiefwith therclient aiterrhe o she ias attencded

2 MEENg 16/ ElP PIeCESS EaClieNS and prepane
erivtre attendance:
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CORUNGENCYANENEE EmERNNaIREIRSHIEIENGHINO)
lieguenRcy e behavier caniie aliered threugh a
planned aneleraanized system e positve andinegave
consequences (IHiggmsiet al:; 1966). CoRnGEncY,
Management asstimes thatneurehiolegical and
envirenmental factersinilence sunsiance use
BENBVIOKS aneithat the: censIsSient: applicatien o
[EINfereINg eEnvireRmenial CenseqUENCES canl change
tese hehaviers,
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Contingency management fo) subsiance anuse: treatment
Has Been strucitredrareundieuiFecentiral prneciples (IHIggins
and Petny, 1999)—

i Ie Clinician: provides pesitive reinioecement—
muttally agreed UpeR=—WHhen anstinEnce s
demenstrated.

2, e clinician araneges  regular drigltesting) ter ensune
aiy USe! el targeted stistance(s) IS detectied readily/

Sy e clinician Withhelds designated InceERtves from
the Individualhwhen the' sulstance Is detected.

25 herclinicianhielps the clieni:estanlisih altermeate and
Healthieifacvities:
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Contngency management technigues are est
appliedlier SPECIC taigetedl senaviers; SUch as—

Y. DDrlg anstinence
Cliniciatieneance andigrovp paricipaioen
Viecdication adnerence

Eellowingleatmentplan

AN NN

Ali2inng particulargeals
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Common relniereers aie—
y. Cash
Y- V/eUChEers
V< PliZes
V- Retalliiems

< Privileges
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SEME recent examples efi the: use off CVI teChRIgUES
Have direct ImplicationsHior people Wikl COID:

Y. Hoeusing andiemployment cContingent upon
AlISINENCE;

Y. managing pveneiiis and estanlishing
[Epreseniatve pPayEeesnips;

Y. aieken economy ior hemeless clientisiwiih COID.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 147



Altheugh theliteraitre deschles aVareh/ ol relapse
prevenenmodels, all clinical appreaches e relapse
preventonhave a centralfelement tnat antcipaties e
EMERGERCE Off Prokiemsin MaRtaifing change: (Gerski,
2000rand Viarats 4999  High-rskisittaliens o resumed
Slestance: Use ane identiied; andicounselersinelprelients
16 develop elfieclversialegies tharwill enakletiem e
cope Wikl theser situations Witheut elapsing e suesiance
USe.
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A centiral element oir allfclinical appreaches 1o relapse
Preventenis anticipating prokliems that aretikely terarse n
mantaine change andiakeling them: as NghEASK SIIUaLeRS
lior resumedisukstance: Use, then helpingelclients e develop
efieclive siialegies o) Cope Wit these nigh-rsk siitiations
WItheUL laving & lapse.

A Keyiacior N preventing relapse Is 1o undersiand thal
elapses are preceded By IEgers ol CUES) tiiat signailltaal
meuBkles Brewing and that these: iiggers precede exposure
G events erinternal precesses (Mgh-nsk situateRs) Where o
WHEN resumead suipstance: Use IS Ikely/ 16 0CCUlr.

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 149



Relapse education should e provided and relaied o e
Inevidualfsimenialidiserder e aier s particul 2y,
Imperant ecalse e pater typically iellewed By Clients
Withr CODB BEQINS Withran IRCeasen SUStance: USe
Ieading te eWered EfificacCy/ Ol diISCONUNUELGN 6f
pSyChIatic medication, or MISSEdlCoUNSElNGg SESSIONS:

AS 2 CONSEQUERCE, PSychIatic SYmpioms reappear or
WENSER|, thE ClIEnSHENdEnCY. 1ol SeliFmedicate threuah
SUlestiance: USe IS exacernated) anditne dewnRwara spialis
PEREilaied!

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 (5)0)



Y- Clients with COIDIneed effeclive stirategIes 1ol Cope
WIth! pressures; ter discentinue thelr preschibed
PSyChIalC meaication:

Y. ©ne: such strateay.Isssimply. ter prepare: Clients oy
external pressure [om e PEopIe e Sstep taking
el meadicanons:

Y- Relearsing ClicUmsianCes I WhRICH thils ty/pe o
pressurels applied; alenawithrantcipaiing e
PESSIPIIL Enakies clients With €O e react
apprepHately:

Adapted from Substance Abuse Treatment for Persons With Co-Occurring Disorders, TIP 42 151



. ntegrated Dual Diseraers ieatment
y< llinessiiVianagement & RECOVENR

y. Suppored Empleyment

< Eamily Psyche-Educaton
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EEr the past 15 Years extensive: Eens nave Peen
made e develop iniegraiecd moeelsiorindividuals Wit
selpus mentalilinesses ane ce-eCCUIng SUbSIaNcE
USe diserders. e generalfindings across multple
studies of lIDDiFsuppolit the efieclivVeENness el this
appreach (IDrakeretall, 20041
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SIKACEIENCOIMPEIRERDS

S

INEQIALGRIGIFSENICES
BIERCING Gl SERVICES
Stage-wise leatment
Integraiedl Assessment
Vietivauenal s reatment
Sustance abkluse counseling
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. Elcelity s therdegree eiilmplemeniaion el an
eVidence-1ased praclice.

Y- Progiams Withhigh=idelity arerexpectediior iave
greater effiecliveness; tnaniiow-tdeliy programs i
achievingldesired censumer oUicemes.

v~ Eldelity/scales assess the' critical Ingredients eiian
EBE:
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Vitlneiseiplinan/Aieamwitn
Integraied Substance Aluse
Specialist

State-wise Interventions

Comprehensive COD
SEnvices

Time-unlimited senvices
Outreach
Vietivational Intenentions

Substance Abuse
Counselng

Glroup CODreatment
Eamily Psycheedlcaton

Seli=HelprGreup
Participanoen

Phammacelegical reatment

Interventions tor Premete
Health

Secondany Interventions oy
INGREIrESPeREErS
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Y. lllinessimanagement and recoveny are aimed at lelping Consumerns
acguire the inienmauon;and skillstTneedeadiier collaheraie: effectively
With prefessionals;and significant erhers in thelr treatment, e
minimize-the erfects ofi the mentallliness on thellives, and te be
ableio pursue persenally meaningiul geals:

Y. Vanew/ oifmetmeds are aimed at helpinelconsumersideal more
efiectively with thelr diserder, Icitcing psycho-educatieon anoul
mentalllinessiand Itss reatment;, [eaching strategies tihial premeie
efiectiver use olf medication), develeping relapse: prevention skills,
andmproving Metieds e coping Wit Sy/mpiems:

Y. Addiienalitechnigues;tinat canhe subsumed Under the biead
categeny/ oiliness management and receveny Include social skills
anng ter address, secial dySiunclen ane cognitve therapy. ior
[PSY/CNOSIS.

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 42 157



Y. REIENS e Vocalienal seivices hased en Nelping clients rapidly
acguirer Cempetive [eS paying Compettive WaeEes.

Y- llakes place inr integratedicommunity/ setingsiwoerkinglalengside
RNER-CISakIECNWEIKENS and pPreviing 6RgeIng SUPROIIS tefaciliiatie
SUCCESS O HE [619 61 & SIMEELH ransItion| e anetEr |61d.

y~ Conti@ast o traditienal VecatonallSEVICES  thal USe extensive
pPreemployment eXpPeences sUch as assessment, skillsttrainma;
COURSEING, Sheltered Work EXPENENCES, ane Work tials, PHoIFte
pPlacemeEnRt Infa compentver ol Individuals tenditerecome: stalled
N tRESE prevocationalleExXperences and NEVer make the transitien
10 cCompettve 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 42 158



v

yi

Avarety ol difierent medels e ianmily nienventon have Been developed oVer
e past e decades)

Viedels oiffamily/intenentons differ inthei fiermat (e:g., muluple:family Vvs.
Singleramily/Sessiens), tHeoretical erentaien(e.agr;, cognitive-hehavieral,
pread-hased suppertve; modiied amily systems), duraten el treatment (e:g:,
ume=limitedior unlimited), and Ioeus el SErvICES| (Clinic- er heme-hased):

[Despiter e many. difierencesy between medels; effective family programs
share many features

. ustally/last o at least 6: menths;

. previdennionmanon to iamilies aboul tie psychiatic iliness and Its
anagement;

¥ SliiVe 1o decrease tension and stressin the amily, give: social stpperi and
empathy;

Y. [GCUSIOR IMPreVing the futtre (rather than explerng the past), Impreve
fiunctiening I allfanmily membersi(nel Just the coRsumen); and

Y. seekiio ferm a collaborative relationship hetween the treatment tean and
fiamilys

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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When the circumstiances surreunding the application ol the: praclice change io
Herextent tiat the: practice: must lvermeaified; the: erginal evidence: ol
CONSERNSUS Base may well prove: te e nsuificient. Speciiically; the
generalizauen eiflindings acress setiings andipepulaiiens can e prehblemaue
WHERE

Y~ thiesupperting evidence has heen accumulated nthe tieatment oif ene: diserder,
BULthe applicaten i guUestoRIIS fer eatment el clientsiwith combinedior muliple
diserders;

Y~ the supperting evidence has lheen established infene fieldi(either the mental
nealthifield erthe sulbstance albuse field); but the application el the: teatment
IEchnigues i the: erher;

Y. the suppoertinglevidence has been demoenstrated fior a co-ecculing disorders
populaten withiparticular characterstics (e:0., Nemeless) and in a particulzr
Setting (e:a}, shelters), butthe applicauen N qUESHIeNIIS amoengl e co-0CCUring
diserders greup ef clientsiwithrdifenng characienstics (Wemen and children)
and/erin  anether seting (Prsens);

Y~ the supportingevidence has eeniound 1o e effectve among 2 sulbgreu o
clientsiwithl CeFeECUITiNGldISerders Who: averspeciiici demegraphic Characienstics;
PUEtHE applicaieniis te e aeneralizediio anotier subgroupWiherhave different
pPackground characiensticsi(e:g., age; culiure; languace):

Adapted from COCE Overview Paper Consensus- and Evidence-Based Practice ~ 160



EVER once estiaklished acress a range: o client grovps andlseitings, the
tiansierability, or treatment technigues; and moedelsiisinet assured.
[Determinngliacionsinciude:

Y~ a treatment strategy, must matchithe needssand functening ol the clients=— as with
any tieatmentinteRentoen; the CoUrSE o treatment propesed must e ety
embracedi(or arleastieleraied) by et the client and therclinician;

Y. the successiulfapplicaton off an evidence-hased practice reguirestboeihrskills
pBUIlding and erganizational readiness— suppolit stiuciures andinstitutional
commitment;, asiwellras stafitskills; need te lhe' considered lheiore deciding to
ImplEment an evidence-asea praclice;

Y the cost and personnel required fer a given| treatment must not EXCEEd the capacity
Oif the: treatment Seting; similardy; neEW InitauVves must coRierm! te) policy Consirainis
thatiniiuence program fUncuenRing=— e.a}, inancialrewands o VeUuChEers may ke an
effiectiversirategy ferr encouiaging programicenpliance; sl may alse e a practice
tHat s unaceepiabletor program geveming hedies;

Adapted from COCE Overview Paper Consensus- and Evidence-Based Practices

161



Y. the tendency/is 1o assume more rehust treatment eifects than can e produced;
unrealistically’eptimistic promises must be guandediagainst, evenwhen the treatment
iechnigue o medelhas clear evidentian/ suppoli=— In general; psychesecial
INEREntions have weakiie mederate effiects (Which may e  ene reasen Why iepeatied
EpISeUes elfcare appear beneicial); and a specific individual Sirespense: to treatnment
IStnel assuned: A magic bullet hasinoet been ieund fer the tieatment el sulistance
alblUse: o1 co-eceuring disorders, alihough addicion treatment GUICOMES; ane no; less
poSiuVverthanitheselor diakhetes; asthmas, andiyperension (MeLellan; Lewis; OfshHen
& Kieler, 2000);

Y. evidence-hased practice: evaluatiens must assess the Internvention s, Useilliness in
“real werld* community, pregrams; andiaddinenal study may e nECEssan/ 1o
determine the eiiectivVeness ol riesearch-hasedinienentiensiin communit/hased
pregram seuings— efficacy:estanlished nrfederaly iunded researci does Mnet
necessanly equatewith effieciveness in realworld Seiings; atleast partly lvecause
studies typically use highly:qualiiied treatment staiifUnder clese SUpEnvIsIion 1o
presenve the fdeliny er the mtenention;, conditions: thiat are net common te clinical
Settings.

Adapted from COCE Overview Paper Consensus- and Evidence-Based Practices 162
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About COCE and COCE Overview Papers

The Co-Occurring Center for Excellence (COCE), funded through the Substance Abuse and Mental Health Services
Administration (SAMHSA), is a leading national resource for the field of co-occurring mental health and substance
use disorders (COD). COCE’s mission is threefold: (1) to receive and transmit advances in treatment for all levels of
COD severity, (2) to guide enhancements in the infrastructure and clinical capacities of service systems, and (3) to
foster the infusion and adoption of evidence- and consensus-based COD treatment and program innovations into
clinical practice. COCE consists of national and regional experts including COCE Senior Staff, Senior Fellows,
Steering Council, affiliated organizations (see inside back cover), and a network of more than 200 senior
consultants, all of whom join service recipients in shaping COCE’s mission, guiding principles, and approaches.
COCE accomplishes its mission through technical assistance and training, delivered through curriculums and
materials online, by telephone, and through in-person consultation.

COCE Overview Papers are concise and easy-to-read introductions to state-of-the-art knowledge in COD. They are
anchored in current science, research, and practices. The intended audiences for these overview papers are
mental health and substance abuse administrators and policymakers at State and local levels, their counterparts
in American Indian tribes, clinical providers, other providers, and agencies and systems through which clients
might enter the COD treatment system. For a complete list of available overview papers, see the back cover.

For more information on COCE, including eligibility requirements and processes for receiving training or technical

assistance, direct your e-mail to coce@samhsa.hhs.gov, call (301) 951-3369, or visit COCE's Web site at

www.coce.samhsa.gov.
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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.

INTRODUCTION

Screening and assessment instruments are tools for informa-

LITERATURE HIGHLIGHTS

tion gathering, as are laboratory tests. However, the use of (see Table 1, Key Definitions):
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.

[CSAT], 2005).

Table 1: Key Definitions

Screening

Assessment

Treatment Planning

Integrated Screening,
Assessment, and
Treatment Planning

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

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.

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.

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.

Screening, assessment, and treatment planning that address both mental health and substance
abuse, each in the context of the other disorder.

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

Integrated screening, assessment, and treatment planning

... 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).
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Avast 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

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

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 pointin 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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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-

Screening

Substance
Abuse

Mental lliness

Figure 1: Relationships Among Screening, Assessment, and Treatment Planning
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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

Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders 3
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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 clientin?”
the correct answer is always, “For which problem?”)

* |dentify 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

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

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.qg.,
physical health, housing, vocational, educational,
social, spiritual, cognitive, etc.)

11. Determine readiness for change

12. Plan treatment

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.

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

Severity of Mental
and Substance Use
Disorders

Appropriate Care
Setting

Diagnosis

Disability

Strengths and Skills
Availability and

Continuity of
Recovery Support

Cultural Context

s ol LT e treatment participation
State of Recovery/
Client’s Readiness
to Change
Behaviors Relating
to Each Problem

Treatment [CSAT, 1991])

Determines the need forimmediate acute stabilization to establish safety prior to routine assessment

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 treament 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 for contingencies to promote

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

Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders 5
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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, ata 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

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

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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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.

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

Table 1: Key Definitions

Evidence-Based
Practice

Evidence-Based
Thinking

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

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

A process by which diverse sources of information (research, theory, practice principles, practice
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.

Understanding Evidence-Based Practices for Co-Occurring Disorders 1
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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?

Thereis 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-

Figure 1: Evidence-Based Thinking
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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
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tion 1). Different organizations use different processes and Descriptive Writing
standards to determine whether or not practices are evidence
based.

2 Understanding Evidence-Based Practices for Co-Occurring Disorders
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In evaluating evidence, it isimportant 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
isimproved. 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-

” 1 B

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 etal., 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
etal., 2000; Sacks et al., 1998, 1999)

Understanding Evidence-Based Practices for Co-Occurring Disorders 3
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¢ Integrated Dual Disorders Treatment (CMHS, 2003; Drake
etal., 1998b, 2004; Mueser et al., 2003)

e Assertive Community Treatment (Drake et al., 1998a;
Essock etal., 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. Whatissues 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)

e 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

e Reimbursement for the specific services to be provided
under the EBP

4 Understanding Evidence-Based Practices for Co-Occurring Disorders

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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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
thatis 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)

e 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
successtful transition to continuing care (also known as
aftercare) and for determining the effectiveness of
different aftercare service models

* Fvaluate the dual recovery mutual self-help approaches
that are emerging nationally

e Studly 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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