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Overview

This chapter consists of three parts: (1) an overview of the basic screen-
ing and assessment approach that should be a part of any program for
clients with co-occurring disorders (COD); (2) an outline of the 12 steps
to an ideal assessment, including some instruments that can be used in
assessing COD; and (3) a discussion of key considerations in treatment
matching.

Ideally, information needs to be collected continuously, and assessments
revised and monitored as the client moves through recovery. A compre-
hensive assessment as described in the main section of this chapter leads
to improved treatment planning, and it is the intent of this chapter to
provide a model of optimal process of evaluation for clients with COD
and to encourage the field to move toward this ideal. Nonetheless, the
panel recognizes that not all agencies and providers have the resources
to conduct immediate and thorough screenings. Therefore, the chapter
provides a description of the initial screening and the basic or minimal
assessment of COD necessary for the initial treatment planning.

A basic assessment covers the key information required for treatment
matching and treatment planning. Specifically, the basic assessment
offers a structure with which to obtain

= Basic demographic and historical information, and identification of
established or probable diagnoses and associated impairments

= General strengths and problem areas

= Stage of change or stage of treatment for both substance abuse and
mental health problems

= Preliminary determination of the severity of the COD as a guide to
final level of care determination

Note that medical issues (including physical disability and sexually trans-
mitted diseases), cultural issues, gender-specific and sexual orientation
issues, and legal issues always must be addressed, whether basic or more
comprehensive assessment is performed. The consensus panel assumes
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that appropriate procedures are in place to
address these and other important issues that
must be included in treatment planning.
However, the focus of this chapter, in keeping
with the purpose of this TIP, is on screening
and assessment related to COD.

Screening and Basic
Assessment for COD

This section provides an overview of the
screening and assessment process for COD. In
carrying out these processes, counselors should
understand the limitations of their licensure or
certification authority to diagnose or assess
mental disorders. Generally, however, collect-
ing assessment information is a legitimate and
legal activity even for unlicensed providers,
provided that they do not use diagnostic labels
as conclusions or opinions about the client.
Information gathered in this way is needed to
ensure the client is placed in the most appro-
priate treatment setting (as discussed later in
this chapter) and to assist in providing mental
disorder care that addresses each disorder.

In addition, there are a number of circum-
stances that can affect validity and test
responses that may not be obvious to the
beginning counselor, such as the manner in
which instructions are given to the client, the
setting where the screening or assessment
takes place, privacy (or the lack thereof), and
trust and rapport between the client and
counselor. Throughout the process it is
important to be sensitive to cultural context
and to the different presentations of both
substance use and mental disorders that may
occur in various cultures.

The following Advice to the Counselor section
gives an overview of the basic “do’s and
don’ts” for assessing for COD. Detailed dis-
cussions of these important screening/assess-
ment and cultural issues are beyond the scope
of this TIP. For more information on basic
screening and assessment information, see
chapters 4 and 5 in Evans and Sullivan
(2001), National Institute on Drug Abuse
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(NIDA) (1994), and the National Institute on
Alcohol Abuse and Alcoholism (NIAAA)
(Allen and Wilson 2003). For information on
cultural issues, see the forthcoming TIP
Improving Cultural Competence in Substance
Abuse Treatment (Center for Substance
Abuse Treatment [CSAT] in development a).

Screening

Screening is a formal process of testing to
determine whether a client does or does not
warrant further attention at the current time
in regard to a particular disorder and, in this
context, the possibility of a co-occurring sub-
stance use or mental disorder. The screening
process for COD seeks to answer a “yes” or
“no” question: Does the substance abuse (or
mental health) client being screened show
signs of a possible mental health (or substance
abuse) problem? Note that the screening pro-
cess does not necessarily identify what kind of
problem the person might have or how seri-
ous it might be, but determines whether or
not further assessment is warranted. A
screening process can be designed so that it
can be conducted by counselors using their
basic counseling skills. There are seldom any
legal or professional restraints on who can be
trained to conduct a screening.

Screening processes always should define a
protocol for determining which clients screen
positive and for ensuring that those clients
receive a thorough assessment. That is, a pro-
fessionally designed screening process estab-
lishes precisely how any screening tools or
guestions are to be scored and indicates what
constitutes scoring positive for a particular
possible problem (often called “establishing
cut-off scores”). Additionally, the screening
protocol details exactly what takes place after
a client scores in the positive range and pro-
vides the necessary standard forms to be used
to document both the results of all later
assessments and that each staff member has
carried out his or her responsibilities in the
process.
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So, what can a substance abuse treatment health service settings, every counselor or
counselor do in terms of screening? All coun- clinician who conducts intake or assessment
selors can be trained to screen for COD. This  should be able to screen for the most common
screening often entails having a client respond  COD and know how to implement the proto-

to a specific set of questions, scoring those col for obtaining COD assessment information
questions according to how the counselor was  and recommendations. For substance abuse
trained, and then taking the next “yes” or treatment agencies that are instituting a men-
“no” step in the process depending on the tal health screening process, appendix H
results and the design of the screening pro- reproduces the Mental Health Screening

cess. In substance abuse treatment or mental Form-I111 (Carroll and McGinley 2001). This

Advice to the Counselor:
Do’s and Don’ts of Assessment for COD

. Do keep in mind that assessment is about getting to know a person with complex and individu-
al needs. Do not rely on tools alone for a comprehensive assessment.

. Do always make every effort to contact all involved parties, including family members, persons
who have treated the client previously, other mental health and substance abuse treatment
providers, friends, significant others, probation officers as quickly as possible in the assessment
process. (These other sources of information will henceforth be referred to as collaterals.)

. Don’t allow preconceptions about addiction to interfere with learning about what the client
really needs (e.g., “All mental symptoms tend to be caused by addiction unless proven other-
wise"). Co-occurring disorders are as likely to be underrecognized as overrecognized. Assume
initially that an established diagnosis and treatment regime for mental illness is correct, and
advise clients to continue with those recommendations until careful reevaluation has taken
place.

. Do become familiar with the diagnostic criteria for common mental disorders, including person-
ality disorders, and with the names and indications of common psychiatric medications. Also
become familiar with the criteria in your own State for determining who is a mental health pri-
ority client. Know the process for referring clients for mental health case management services
or for collaborating with mental health treatment providers.

. Don’t assume that there is one correct treatment approach or program for any type of COD. The
purpose of assessment is to collect information about multiple variables that will permit individ-
ualized treatment matching. It is particularly important to assess stage of change for each prob-
lem and the client’s level of ability to follow treatment recommendations.

. Do become familiar with the specific role that your program or setting plays in delivering ser-
vices related to COD in the wider context of the system of care. This allows you to have a clearer
idea of what clients your program will best serve and helps you to facilitate access to other set-
tings for clients who might be better served elsewhere.

. Don’t be afraid to admit when you don’t know, either to the client or yourself. If you do not
understand what is going on with a client, acknowledge that to the client, indicate that you will
work with the client to find the answers, and then ask for help. Identify at least one supervisor
who is knowledgeable about COD as a resource for asking questions.

. Most important, do remember that empathy and hope are the most valuable components of
your work with a client. When in doubt about how to manage a client with COD, stay connect-
ed, be empathic and hopeful, and work with the client and the treatment team to try to figure
out the best approach over time.
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instrument is intended for use as a rough
screening device for clients seeking admission
to substance abuse treatment programs. (Note
that while the consensus panel believes that
this instrument is useful, it has received limit-
ed validation [Carroll and McGinley 2001].)

Basic Assessment

While both screening and assessment are ways
of gathering information about the client in
order to better treat him, assessment differs
from screening in the following way:

= Screening is a process for evaluating the pos-
sible presence of a particular problem.

= Assessment is a process for defining the
nature of that problem and developing specif-
ic treatment recommendations for addressing
the problem.

A basic assessment consists of gathering key
information and engaging in a process with
the client that enables the counselor to under-
stand the client’s readiness for change, prob-
lem areas, COD diagnosis(es), disabilities,
and strengths. An assessment typically
involves a clinical examination of the func-
tioning and well-being of the client and
includes a number of tests and written and
oral exercises. The COD diagnosis is estab-
lished by referral to a psychiatrist, clinical
psychologist, or other qualified healthcare
professional. Assessment of the client with
COD is an ongoing process that should be
repeated over time to capture the changing
nature of the client’s status. Intake informa-
tion consists of

1. Background—family, trauma history, histo-
ry of domestic violence (either as a batterer
or as a battered person), marital status,
legal involvement and financial situation,
health, education, housing status, strengths
and resources, and employment

2. Substance use—age of first use, primary
drugs used (including alcohol, patterns of
drug use, and treatment episodes), and fami-
ly history of substance use problems

3. Mental health problems—family history of
mental health problems, client history of
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mental health problems including diagnosis,
hospitalization and other treatment, current
symptoms and mental status, medications,
and medication adherence

In addition, the basic information can be aug-
mented by some objective measurement, such
as that provided in the University of Rhode
Island Change Assessment Scale (URICA)
(McConnaughy et al. 1983), Addiction Severity
Index (ASI) (McLellan et al. 1992), the Mental
Health Screening Form-I11 (Carroll and
McGinley 2001), and the Symptom Distress
Scale (SDS) (McCorkle and Young 1978) (see
appendices G and H for further information on
selected instruments). It is essential for treat-
ment planning that the counselor organize the
collected information in a way that helps identi-
fy established mental disorder diagnoses and
current treatment. The text box on page 71
highlights the role of instruments in the assess-
ment process.

Careful attention to the characteristics of past
episodes of substance abuse and abstinence
with regard to mental health symptoms,
impairments, diagnoses, and treatments can
illuminate the role of substance abuse in
maintaining, worsening, and/or interfering
with the treatment of any mental disorder.
Understanding a client’s mental health symp-
toms and impairments that persist during
periods of abstinence of 30 days or more can
be useful, particularly in understanding what
the client copes with even when the acute
effects of substance use are not present. For
any period of abstinence that lasts a month or
longer, the counselor can ask the client about
mental health treatment and/or substance
abuse treatment—what seemed to work, what
did the client like or dislike, and why? On the
other hand, if mental health symptoms (even
suicidality or hallucinations) resolve in less
than 30 days with abstinence from sub-
stances, then these symptoms are most likely
substance induced and the best treatment is
maintaining abstinence from substances.

The counselor also can ask what the mental
health “ups and downs” are like for the
client. That is, what is it like for the client
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when he or she gets worse (or “destabilizes’)?
What—in detail—has happened in the past?
And, what about getting better (“stabiliz-
ing”’)—how does the client usually experience
that? Clinician and client together should try
to understand the specific effects that sub-
stances have had on that individual’s mental
health symptoms, including the possible trig-
gering of psychiatric symptoms by substance
use. Clinicians also should attempt to docu-
ment the diagnosis of a mental disorder, when
it has been established, and determine diag-
nosis through referral when it has not been
established. The consensus panel notes that
many, if not most, individuals with COD have
well-established diagnoses when they enter
substance abuse treatment and encourages
counselors to find out about any known diag-
noses.

Treatment Planning

A comprehensive assessment serves as the basis
for an individualized treatment plan.
Appropriate treatment plans and treatment
interventions can be quite complex, depending
on what might be discovered in each domain.
This leads to another fundamental principle:

= There is no single, correct intervention or

matched to individual needs according to
these multiple considerations.

The following three cases illustrate how the
above factors help to generate an integrated
treatment plan that is appropriate to the needs
and situation of a particular client.

Case 1: Maria M.

The client is a 38-year-old Hispanic/Latina
woman who is the mother of two teenagers.
Maria M. presents with an 11-year history
of cocaine dependence, a 2-year history of
opioid dependence, and a history of trauma
related to a longstanding abusive relation-
ship (now over for 6 years). She is not in an
intimate relationship at present and there is
no current indication that she is at risk for
either violence or self-harm. She also has
persistent major depression and panic treat-
ed with antidepressants. She is very moti-
vated to receive treatment.

e Ideal Integrated Treatment Plan: The
plan for Maria M. might include medica-
tion-assisted treatment (e.g., methadone or
buprenorphine), continued antidepressant

medication, 12-Step program attendance,
and other recovery group support for
cocaine dependence. She also could be

program for individuals with COD. Rather,
the appropriate treatment plan must be

The Role of Assessment Tools

A frequent question asked by clinicians is
= \What is the best (most valuable) assessment tool for COD?
The answer is

= There is no single gold standard assessment tool for COD. Many traditional clinical tools have a narrow focus
on a specific problem, such as the Beck Depression Inventory (BDI) (Beck and Steer 1987), a list of 21 ques-
tions about mood and other symptoms of feeling depressed. Other tools have a broader focus and serve to
organize a range of information so that the collection of such information is done in a standard, regular way
by all counselors. The ASI, which is not a comprehensive assessment tool but a measure of addiction severity
in multiple problem domains, is an example of this type of tool (McLellan et al. 1992). Not only does a tool
such as the ASI help a counselor, through repetition, become adept at collecting the information, it also helps
the counselor refine his or her sense of similarities and differences among clients. A standard mental status
examination can serve a similar function for collecting information on current mental health symptoms.
Despite the fact that there are some very good tools, no one tool is the equivalent of a comprehensive clinical
assessment.
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referred to a group for trauma survivors
that is designed specifically to help reduce
symptoms of trauma and resolve long-term
issues.

Individual, group, and family interventions
could be coordinated by the primary coun-
selor from opioid maintenance treatment.
The focus of these interventions might be on
relapse prevention skills, taking medication
as prescribed, and identifying and managing
trauma-related symptoms without using. An
appropriate long-term goal would be to estab-
lish abstinence and engage Maria in longer-
term psychotherapeutic interventions to
reduce trauma symptoms and help resolve
trauma issues. On the other hand, if a local
mental health center had a psychiatrist
trained and licensed to provide Suboxone
(the combination of buprenorphine and
nalaxone), her case could be based in the
mental health center.

skills and strategies required to handle
cocaine cravings and to maintain abstinence
from cocaine, as well as the skills needed to
manage mood swings without using sub-
stances. Motivational counseling regarding
alcohol and assistance in maintaining medi-
cation (lithium) adherence also could be
part of the plan.

Case 2: George T.

The client is a 34-year-old married,
employed African-American man with
cocaine dependence, alcohol abuse, and
bipolar disorder (stabilized on lithium) who
is mandated to cocaine treatment by his
employer due to a failed drug test. George
T. and his family acknowledge that he needs
help not to use cocaine but do not agree that
alcohol is a significant problem (nor does his
employer). He complains that his mood
swings intensify when he is using cocaine.

Case 3: Jane B.

The client is a 28-year-old single Caucasian
female with a diagnosis of paranoid
schizophrenia, alcohol dependence, crack
cocaine dependence, and a history of multi-
ple episodes of sexual victimization. Jane B.
is homeless (living in a shelter), actively psy-
chotic, and refuses to admit to a drug or
alcohol problem. She has made frequent vis-
its to the local emergency room for both
mental health and medical complaints, but
refuses any followup treatment. Her main
requests are for money and food, not treat-
ment. Jane has been offered involvement in
a housing program that does not require
treatment engagement or sobriety but has
refused due to paranoia regarding working
with staff to help her in this setting. Jane B.
refuses all medication due to her paranoia,
but does not appear to be acutely dangerous
to herself or others.

e /deal Integrated Treatment Plan: The
ideal plan for this man might include par-
ticipation in outpatient addiction treatment,
plus continued provision of mood-stabiliz-
ing medication. In addition, he should be
encouraged to attend a recovery group such
as Cocaine Anonymous or Narcotics
Anonymous. The addiction counselor would
provide individual, group, and family inter-
ventions. The focus might be on gaining the
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e /deal Integrated Treatment Plan: The
plan for Jane B. might include an integrat-
ed case management team that is either
based in the shelter or in a mental health
service setting. The team would apply a
range of engagement, motivational, and
positive behavioral change strategies aimed
at slowly developing a trusting relationship
with this woman. Engagement would be
promoted by providing assistance to Jane
B. in obtaining food and disability benefits,
and using those connections to help her
engage gradually in treatment for either
mental disorders or addiction—possibly by
an initial offer of help in obtaining safe and
stable housing. Peer support from other
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women also might be of value in promoting
her sense of safety and engagement.

All of these cases are appropriate examples of
integrated treatment. The purpose of the
assessment process is to develop a method for
gathering information in an organized manner
that allows the clinician to develop an appro-
priate treatment plan or recommendation. The
remainder of this chapter will discuss how this
assessment process might occur, and how the
information gathered leads to a rational pro-
cess of treatment planning. In Step 12 of the
assessment process, readers will find an
expanded treatment plan for the three clients
discussed above.

The Assessment
Process

This chapter is organized around 12 specific

steps in the assessment process. Through these

steps, the counselor seeks to accomplish the fol-

lowing aims:

= To obtain a more detailed chronological his-
tory of past mental symptoms, diagnosis,
treatment, and impairment, particularly
before the onset of substance abuse, and
during periods of extended abstinence.

= To obtain a more detailed description of
current strengths, supports, limitations,
skill deficits, and cultural barriers related
to following the recommended treatment
regimen for any disorder or problem.

= To determine stage of change for each
problem, and identify external contingen-
cies that might help to promote treatment
adherence.

Note that although the steps appear sequential,
in fact some of them could occur simultaneous-
ly or in a different order, depending on the sit-
uation. It is particularly important to identify
and attend to any acute safety needs, which
often have to be addressed before a more com-
prehensive assessment process can occur.
Sometimes, however, components of the assess-
ment process are essential to address the
client’s specific safety needs. For example, if a
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person is homeless, more information on that
person’s mental status, resources, and overall
situation is required to address that priority
appropriately. Finally, it must be recognized
that while the assessment seeks to identify indi-
vidual needs and vulnerabilities as quickly as
possible to initiate appropriate treatment,
assessment is an ongoing process: As treatment
proceeds and as other changes occur in the
client’s life and mental status, counselors must
actively seek current information rather than
proceed on assumptions that might be no
longer valid.

In the following discussion, validated assess-
ment tools that are available to assist in this
process are discussed with regard to their
utility for counselors. There are a number of
tools that are required by various States for
use in their addiction systems (e.g., ASI
[McLellan et al. 1992], American Society of
Addiction Medicine (ASAM) Patient
Placement Criteria [ASAM PPC-2R]).
Particular attention will be given to the role
of these tools in the COD assessment process,
suggesting strategies to reduce duplication of
effort where possible. It is beyond the scope
of this TIP to provide detailed instructions
for administering the tools mentioned in this
TIP (with the exceptions of the Mental Health
Screening Form-111 [MHSF-111] and the
Simple Screening Instrument for Substance
Abuse [SSI-SA] in appendix H). Basic infor-
mation about each instrument is given in
appendix G, and readers can obtain more
detailed information regarding administration
and interpretation from the sources given for
obtaining these instruments.

As a final point, this discussion primarily is
directed toward substance abuse treatment
clinicians working in substance abuse treat-
ment settings, though many of the steps apply
equally well to mental health clinicians in
mental health settings. At certain key points
in the discussion, particular information rele-
vant to mental health clinicians is identified
and described.
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Assessment Step 1: Engage
the Client

The first step in the assessment process is to
engage the client in an empathic, welcoming
manner and build a rapport to facilitate open
disclosure of information regarding mental
health problems, substance use disorders,
and related issues. The aim is to create a safe
and nonjudgmental environment in which
sensitive personal issues may be discussed.
Counselors should recognize that cultural
issues, including the use of the client’s pre-
ferred language, play a role in creating a
sense of safety and promote accurate under-
standing of the client’s situation and options.
Such issues therefore must be addressed sen-
sitively at the outset and throughout the
assessment process.

The consensus panel identified five key con-
cepts that underlie effective engagement dur-
ing the initial clinical contact: universal
access (““‘no wrong door”), empathic detach-
ment, person-centered assessment, cultural
sensitivity, and trauma sensitivity. All staff,
as well as substance abuse treatment and
mental health clinicians, in any service setting
need to develop competency in engaging and
welcoming individuals with COD. It is also
important to note that while engagement is

presented here as the first necessary step for
assessment to take place, in a larger sense
engagement represents an ongoing concern of
the counselor—to understand the client’s
experience and to keep him or her positive
and engaged relative to the prospect of better
health and recovery.

No wrong door

“No wrong door” refers to formal recognition
by a service system that individuals with COD
may enter a range of community service sites;
that they are a high priority for engagement
in treatment; and that proactive efforts are
necessary to welcome them into treatment and
prevent them from falling through the cracks.
Substance abuse and mental health coun-
selors are encouraged to identify individuals
with COD, welcome them into the service sys-
tem, and initiate proactive efforts to help
them access appropriate treatment in the sys-
tem, regardless of their initial site of presen-
tation. The recommended attitude is as fol-
lows: The purpose of this assessment is not
just to determine whether the client fits in my
program, but to help the client figure out
where he or she fits in the system of care,
and to help him or her get there.

Twelve Steps in the Assessment Process

Step 1: Engage the client

Step 2: Identify and contact collaterals (family, friends, other providers) to gather additional information
Step 3: Screen for and detect COD

Step 4: Determine quadrant and locus of responsibility
Step 5: Determine level of care

Step 6: Determine diagnosis

Step 7: Determine disability and functional impairment
Step 8: Identify strengths and supports

Step 9: Identify cultural and linguistic needs and supports
Step 10: Identify problem domains

Step 11: Determine stage of change

Step 12: Plan treatment

72 Assessment



Empathic detachment

Empathic detachment requires the assessing
clinician to

= Acknowledge that the clinician and client are
working together to make decisions to sup-
port the client’s best interest

= Recognize that the clinician cannot transform
the client into a different person, but can
only support change that he or she is already
making

= Maintain empathic connection even if the
client does not seem to fit into the clini-
cian’s expectations, treatment categories, or
preferred methods of working

In the past, the attitude was that the client with
COD was the exception. Today, clinicians
should be prepared to demonstrate responsive-
ness to the requirements clients with COD pre-
sent. Counselors should be careful not to label
mental health symptoms immediately as caused
by addiction, but instead should be comfort-
able with the strong possibility that a mental-
health condition may be present independently
and encourage disclosure of information that
will help clarify the meaning of any COD for
that client.

Person-centered assessment

Person-centered assessment emphasizes that
the focus of initial contact is not on filling out a
form or answering several questions or on
establishing program fit, but rather on finding
out what the client wants, in terms of his or her
perception of the problem, what he or she
wants to change, and how he or she thinks that
change will occur. Mee-Lee (1998) has devel-
oped a useful guide that illustrates the types of
guestions that might be asked in a person-cen-
tered assessment in an addiction setting (see
Figure 4-1, p. 74). (1t should be noted, howev-
er, that this is not a validated tool.) While each
step in this decision tree leads to the next, the
final step can lead back to a previous step,
depending on the client’s progress in treatment.
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Answers to some of these important questions
inevitably will change over time. As the
answers change, adjustments in treatment
strategies may be appropriate to help the client
continue to engage in the treatment process.

Sensitivity to culture, gender,
and sexual orientation

An important component of a person-centered
assessment is the continual recognition that cul-
ture plays a significant role in determining the
client’s view of the problem and the treatment.
(For a comprehensive discussion of culturally
sensitive assessment strategies in addiction set-
tings, see the forthcoming TIP Improving
Cultural Competence in Substance Abuse
Treatment [CSAT in development a]). With
regard to COD, clinicians must remember that
ethnic cultures may differ significantly in their
approach to substance use disorders and men-
tal disorders, and that this may affect how the
client presents. In addition, clients may partici-
pate in treatment cultures (12-Step recovery,
Dual Recovery Self-Help, psychiatric rehabili-
tation) that also may affect how they view treat-
ment. Cultural sensitivity also requires recogni-
tion of one’s own cultural perspective and a
genuine spirit of inquiry into how cultural fac-
tors influence the client’s request for help. (See
also chapter 2 for a discussion of culturally
competent treatment.)

During the assessment process, it is important
to ascertain the individual’s sexual orienta-
tion as part of the counselor’s appreciation
for the client’s personal identity, living situa-
tion, and relationships. Counselors also
should be aware that women often have fami-
ly-related and other concerns that must be
addressed to engage them in treatment, such
as the need for child care. See chapter 7 of
this TIP for a more extended consideration of
women with COD as a population with specif-
ic needs. More information about women’s
issues is provided in the forthcoming TIP
Substance Abuse Treatment: Addressing the
Specific Needs of Women (CSAT in develop-
ment b).
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Engagement:

= \What does the client want?

= \What is the treatment contract?

= \What are the immediate needs?

= What are the multiaxial DSM-1V diagnoses?

Multidimensional severity/level of functioning profile:

Figure 4-1
Assessment Considerations

= ldentify which assessment dimensions are most severe to determine treatment priorities.
= Choose a specific priority for each medium/severe dimension.

What specific services are needed to address these priorities?

What “dose” or intensity of services is needed?

Where can these services be provided in the least intensive, but safe, level of care or site of care?

How will outcomes be measured?

What is the progress of the treatment plan and placement decision?

Source: Adapted from Mee-Lee 1998.

Trauma sensitivity

The high prevalence of trauma in individuals
with COD requires that the clinician consider
the possibility of a trauma history even before
the assessment begins. Trauma may include
early childhood physical, sexual, or emotional
abuse; experiences of rape or interpersonal
violence as an adult; and traumatic experi-
ences associated with political oppression, as
might be the case in refugee or other immi-
grant populations. This pre-interview consid-
eration means that the approach to the client
must be sensitive to the possibility that the
client has suffered previous traumatic experi-
ences that may interfere with his or her abili-
ty to be trusting of the counselor. Clinicians
who observe guardedness on the part of the
client should consider the possibility of trau-
ma and try to promote safety in the interview
through providing support and gentleness,
rather than trying to “break through” eva-
siveness that erroneously might look like
resistance or denial. All questioning should
avoid “retraumatizing” the client—see section
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on trauma screening later in this chapter and,
for additional details, see the forthcoming
TIP Substance Abuse Treatment and Trauma
(CSAT in development d).

Assessment Step 2: Identify
and Contact Collaterals
(Family, Friends, Other
Providers) To Gather
Additional Information

Clients presenting for substance abuse treat-
ment, particularly those who have current or
past mental health symptoms, may be unable
or unwilling to report past or present circum-
stances accurately. For this reason, it is recom-
mended that all assessments include routine
procedures for identifying and contacting any
family and other collaterals who may have use-
ful information to provide. Information from
collaterals is valuable as a supplement to the
client’s own report in all of the assessment steps
listed in the remainder of this chapter. It is
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valuable particularly in evaluating the nature
and severity of mental health symptoms when
the client may be so impaired that he or she is
unable to provide that information accurately.
Note, however, that the process of seeking such
information must be carried out strictly in
accordance with applicable guidelines and laws
regarding confidentiality1 and with the client’s
permission.

Assessment Step 3: Screen for
and Detect Co-Occurring
Disorders

Because of the high prevalence of co-occurring
mental disorders in substance abuse treatment
settings, and because treatment outcomes for
individuals with multiple problems improve if
each problem is addressed specifically, the con-
sensus panel recommends that

= All individuals presenting for substance abuse
treatment should be screened routinely for
co-occurring mental disorders.

= All individuals presenting for treatment for a
mental disorder should be screened routinely
for any substance use disorder.

The content of the screening will vary upon the
setting. Substance abuse screening in mental
health settings should

= Screen for acute safety risk related to serious
intoxication or withdrawal

= Screen for past and present substance use,
substance related problems, and substance-
related disorders

Mental health screening has four major compo-
nents in substance abuse treatment settings:

= Screen for acute safety risk: suicide, violence,
inability to care for oneself, HIV and hepati-
tis C virus risky behaviors, and danger of
physical or sexual victimization

= Screen for past and present mental health
symptoms and disorders

= Screen for cognitive and learning deficits

= Regardless of the setting, all clients should be
screened for past and present victimization
and trauma.

Safety screening

Safety screening requires that early in the
interview the clinician specifically ask the client
if he or she has any immediate impulse to
engage in violent or self-injurious behavior, or
if the client is in any immediate danger from
others. These questions should be asked direct-
ly of the client and of anyone else who is pro-
viding information. If the answer is yes, the
clinician should obtain more detailed informa-
tion about the nature and severity of the dan-
ger, the client’s ability to avoid the danger, the
immediacy of the danger, what the client needs
to do to be safe and feel safe, and any other
information relevant to safety. Additional
information can be gathered depending on the
counselor/staff training for crisis/emergency sit-
uations and the interventions appropriate to
the treatment provider’s particular setting and
circumstances. Once this information is gath-
ered, if it appears that the client is at some
immediate risk, the clinician should arrange
for a more in-depth risk assessment by a men-
tal-health—trained clinician, and the client
should not be left alone or unsupervised.

A variety of tools are available for use in safety
screening:

« ASAM PPC-2R identifies considerations for
immediate risk assessment and recommends
follow up procedures (ASAM 2001).

= ASI (McLellan et al. 1992) and Global
Appraisal of Individual Needs (GAIN)
(Dennis 1998) also include some safety
screening questions.

= Some systems use LOCUS (American
Association of Community Psychiatrists
[AACP] 2000a) as the tool to determine level
of care for both mental disorders and addic-
tion. One dimension of LOCUS specifically
provides guides for scoring severity of risk of

'Confidentiality is governed by the Federal “Confidentiality of Alcohol and Drug Abuse Patient Records” regulations (42 C.F.R.
Part 2) and the Federal “Standards for Privacy of Individually Identifiable Health Information” (45 C.F.R. Parts 160 and 164).
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harm. See Potential Risk of Harm on
page 77.

None of these tools is definitive for safety
screening. Clinicians and programs should use
one of these tools only as a starting point, and
then elaborate more detailed questions to get
all relevant information.

Clinicians should not underestimate risk
because the client is using substances actively.
For example, although people who are intoxi-
cated might only seem to be making threats of
self-harm (e.g., “I’m just going to go home
and blow my head off if nobody around here
can help me”), all statements about harming
oneself or others must be taken seriously.
Individuals who have suicidal or aggressive
impulses when intoxicated may act on those
impulses; remember, alcohol and drug abuse
are among the highest predictors of danger-
ousness to self or others—even without any
co-occurring mental disorder. Determining
which intoxicated suicidal client is “serious”
and which one is not requires a skilled mental
health assessment, plus information from col-
laterals who know the client best. (See chap-
ter 8 and appendix D of this TIP for a more
detailed discussion of suicidality.) In addi-
tion, it is important to remember that the vast
majority of people who are abusing or depen-
dent on substances will experience at least

transient symptoms of depression, anxiety,
and other mental symptoms. Moreover, it
may not be possible, even with a skilled clini-
cian, to determine whether an intoxicated sui-
cidal patient is making a serious threat of self
harm; however, safety is a critical and
paramount concern. A more detailed discus-
sion of each symptom subgroup is provided in
appendix D. Safety screening conducted in
mental health settings is highlighted in the
text box below.

Screening for past and pre-
sent mental disorders

Screening for past and present mental disor-
ders has three goals:

1. To understand a client’s history and, if the
history is positive for a mental disorder, to
alert the counselor and treatment team to
the types of symptoms that might reappear
so that the counselor, client, and staff can
be vigilant about the emergence of any such
symptoms.

2. To identify clients who might have a current
mental disorder and need both an assess-
ment to determine the nature of the disor-
der and an evaluation to plan for its treat-
ment.

Safety Screening in Mental Health Settings

Evaluating safety considerations in mental health settings involves direct questioning of client and collaterals
regarding current substance use and/or recent discontinuation of heavy use, along with past and present expe-
riences of withdrawal. If clients obviously are intoxicated, they need to be treated with empathy and firmness,
and provision needs to be made for their physical safety. If clients report that they are experiencing withdraw-
al, or appear to be exhibiting signs of withdrawal, use of formal withdrawal scales can help even inexperienced
clinicians to gather information from which medically trained personnel can determine whether medical inter-
vention is required. Such tools include the Clinical Institute Withdrawal Assessment (CIWA-Ar) (Sullivan et al.
1989) for alcohol withdrawal and the Clinical Institute Narcotic Assessment (CINA) (Zilm and Sellers 1978) for
opioid withdrawal.

Mental health clinicians need to be aware that not all drugs have a physiological withdrawal associated with
them, and it should not be assumed that withdrawal from any drug of abuse will require medical intervention.
Only in the case of alcohol, opioids, sedative-hypnotics, or benzodiazepines is medical intervention likely to be
required due to the pharmacological properties of the substance.

76 Assessment



Potential Risk of Harm

= Risk of Harm: This dimension of the assessment considers a person’s potential to cause significant harm to self or
others. While this may most frequently be due to suicidal or homicidal thoughts or intentions, in many cases uninten-
tional harm may result from misinterpretations of reality, from inability to care adequately for oneself, or from
altered states of consciousness due to use of intoxicating substances. For the purpose of evaluation in this parameter,
deficits in ability to care for oneself are considered only in the context of their potential to cause harm. Likewise, only
behaviors associated with substance use are used to rate risk of harm, not the substance use itself. In addition to
direct evidence of potentially dangerous behavior from interview and observation, other factors may be considered in
determining the likelihood of such behavior such as past history of dangerous behaviors, ability to contract for safety,
and availability of means. When considering historical information, recent patterns of behavior should take prece-
dence over patterns reported from the remote past. Risk of harm may be rated according to the following criteria:
Minimal risk of harm:

(a) No indication of suicidal or homicidal thoughts or impulses, no history of suicidal or homicidal ideation, and no
indication of significant distress.

(b) Clear ability to care for self now and in the past.

Low risk of harm:

(a) No current suicidal or homicidal ideation, plan, intentions or serious distress, but may have had transient or pas-
sive thoughts recently or in the past.

(b) Substance use without significant episodes of potentially harmful behaviors.
(c) Periods in the past of self-neglect without current evidence of such behavior.

Moderate risk of harm:
(a) Significant current suicidal or homicidal ideation without intent or conscious plan and without past history.
(b) No active suicidal/homicidal ideation, but extreme distress and/or a history of suicidal/homicidal behavior exists.

(c) History of chronic impulsive suicidal/homicidal behavior or threats and current expressions do not represent sig-
nificant change from baseline.

(d) Binge or excessive use of substances resulting in potentially harmful behaviors without current involvement in
such behavior.

(e) Some evidence of self neglect and/or compromise in ability to care for oneself in current environment.

Serious risk of harm:

(a) Current suicidal or homicidal ideation with expressed intentions and/or past history of carrying out such behavior
but without means for carrying out the behavior, or with some expressed inability or aversion to doing so, or with
ability to contract for safety.

(b) History of chronic impulsive suicidal/homicidal behavior or threats with current expressions or behavior repre-
senting a significant elevation from baseline.

(c) Recent pattern of excessive substance use resulting in disinhibition and clearly harmful behaviors with no demon-
strated ability to abstain from use.

(d) Clear compromise of ability to care adequately for oneself or to be aware adequately of environment.
Extreme risk of harm:

(a) Current suicidal or homicidal behavior or such intentions with a plan and available means to carry out this
behavior without expressed ambivalence or significant barriers to doing so; or with a history of serious past
attempts which are not of a chronic, impulsive, or consistent nature; or in presence of command hallucinations or
delusions which threaten to override usual impulse control.

(b) Repeated episodes of violence toward self or others, or other behaviors resulting in harm while under the influ-
ence of intoxicating substances with pattern of nearly continuous and uncontrolled use.

(c) Extreme compromise of ability to care for oneself or to monitor adequately the environment with evidence of dete-
rioration in physical condition or injury related to these deficits.

Source: AACP 2000a.
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3. For clients with a current COD, to deter-
mine the nature of the symptoms that might
wax and wane to help the client monitor the
symptoms, especially how the symptoms
improve or worsen in response to medica-
tions, “slips” (i.e., substance use), and
treatment interventions. For example,
clients often need help seeing that the treat-
ment goal of avoiding isolation improves
their mood—that when they call their spon-
sor and go to a meeting they break the
vicious cycle of depressed mood, seclusion,
dwelling on oneself and one’s mood,
increased depression, greater isolation, and
So on.

A number of screening, assessment, and treat-
ment planning tools are available to assist the
substance abuse treatment team. For assess-
ment of specific disorders and/or for differen-
tial diagnosis and treatment planning, there are
literally hundreds of assessment and treatment
planning tools. NIAAA operates a web-based
service that provides quick information about
alcoholism treatment assessment instruments
and immediate online access to most of them,
and the service is updated continually with new
information and assessment instruments
(www.niaaa.nih.gov/publications/Assesing%620
Alcohol/index.pdf). NIDA has a publication
from a decade ago (Rounsaville et al. 1993)
that provides broad background information
on assessment issues pertinent to COD and spe-
cific information about numerous mental
health, treatment planning, and substance
abuse tools. Of course, NIDA continues to
explore issues related to screening and assess-
ment (e.g., see www.drugabuse.gov/DirReports/
DirRep203/DirectorReport6.html and
www.drugabuse.gov/Meetings/Childhood/
Agenda/agenda.html). The mental health field
contains a vast array of screening and assess-
ment devices, as well as subfields devoted pri-
marily to the study and development of evalua-
tive methods. Almost all Substance Abuse and
Mental Health Services Administration TIPs,
which are available online
(www.kap.samhsa.gov), have a section on
assessment, many have appendices with wholly
reproduced assessment tools or information
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about locating such tools, and TIPs 31, 16, 13,
11, 10, 9, 7, and 6 are centered specifically on
assessment issues.

Advanced assessment techniques include
assessment instruments for general and spe-
cific purposes and advanced guides to differ-
ential diagnosis. Most high-power assessment
techniques center on a specific type of prob-
lem or set of symptoms, such as the BDI-II
(Beck et al. 1996), the Beck Anxiety
Inventory (BAI) (Beck et al. 1988), or the
Hamilton Anxiety Scale (Hamilton 1959) or
the Hamilton Rating Scale for Depression
(Hedlung and Vieweg 1979). There are high-
power broad assessment measures such as the
Minnesota Multiphasic Personality Inventory-
2 (MMPI-2) (Butcher et al. 2001). However,
such assessment devices typically are lengthy
(the MMPI is more than 500 items), often
require specific doctoral training to use, and
can be difficult to adapt properly for some
substance abuse treatment settings.

For both clinical and research activities,
there are a number of well-known and widely
used guides to the differential diagnostic pro-
cess in the mental health field, such as the
Structured Clinical Interview for Diagnosis
(SCID). Again, the SCIDs involve