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1.0 BACKGROUND

The high rate of co-occurrence of mental and substance use disorders has been known for over a
decade within community samples (e.g., Reiger et al., 1990; Kessler et al., 1996), and among those
seeking help from either addiction or mental health services (e.g., Brooner et al., 1997; Mueser et al.,
1990; Hien et al., 1997; Ross et al., 1988). Although prevalence estimates differ widely based on
varying methods, measures and settings, it is beyond question that having any substance use
disorder implies a robust increase in the likelihood of having another mental disorder and vice versa.
In the case of specific associations there is considerable evidence from different cultures and
countries that drug dependence, among all the substance use disorders, holds the strongest
association with other mental disorders (Farrell et al., 2001; Merikangas et al., 1996; Merikangas et
al., 1998; Ross & Shirley, 1997; Ross et al., 1988). Distinct substances also have different patterns
of comorbidity with mental disorders and, different mental disorders may be associated with certain
patterns of substance use (Degenhardt et al., 2001; Russell et al., 1994). For example, there is an
increased likelihood of substance use disorders among people with anxiety (Goldenberg et al., 1995;
Deas-Nesmith et al., 1998) or mood disorders, either bipolar (Strakowski & DelBello, 2000), or
depressive (Swendsen & Merikangas, 2000).The overlap in the population with severe and persistent
mental disorders, typically defined as including schizophrenia and bipolar illness, is often estimated
at 40-60% (RachBeisel et al., 1999; Cuffel, 1996) but has been shown to be as high as 75% in some
studies (Ananth et al., 1989).

The outcome of mental health treatment and support for clients with concurrent substance use
disorders is adversely affected, especially in the areas of community adjustment and quality of life
(Ford et al., 1992; Drake et al., 1996). It has also been recognized for some time that people with co-
occurring disorders have worse outcomes from treatment for substance abuse (McLellan et al., 1983;
Rounsaville et al., 1982; 1986; Project Match Research Group, 1997; Weisner et al., 2003). Recent
evidence suggests this may be more important for men compared to women, at least for outcomes
associated with treatment for drugs other than alcohol (Compton et al., 2003). There is also a wide
range of risk factors associated with co-occurring disorders including, but by no means limited to,
homelessness (Drake et al., 1991); AIDS/HIV (Rosenberg et al., 2001); victimization (Mueser et al.,
1998) and incarceration (Drake & Brunette, 1998). These risks, in turn, contribute significantly to the

high utilization and cost of health and other services (Bartels et al., 1993; Curran et al., 2003).

Despite the high degree of overlap of mental and substance use disorders and the solid evidence
concerning the impact on a range of health outcomes there is considerable evidence that mental

health and addiction service providers consistently underdetect the co-morbidity and therefore fail to



take it into account in their treatment and support plans (e.g., Ananth et al., 1989; Barnaby et al.,
2003). Such findings have spurred the interest in identifying, and widely disseminating, empirically
supported treatments and best practice guidelines in order to increase identification rates, improve
outcomes, and reduce associated consequences and costs to individuals, families and society as a
whole (e.g., Ries, 1994; Health Canada, 2001; SAMHSA, 2002; Center for Substance Abuse
Treatment, 2005).

Given the impact on health-related outcomes and costs, a consistent recommendation in best
practice documents is the need for better processes for identifying concurrent disorders among those
people already in contact with the mental health or substance abuse treatment services. An
important distinction is made between screening (identifying possible cases) and assessment
(confirming the co-morbidity for purposes of treatment and support planning as well as outcome
determination) (Rach Beisel et al., 1999; Center for Substance Abuse Treatment, 2005). In the
Health Canada best practice report (Health Canada, 2001) the recommendation was put forth for
universal screening of mental disorders in substance abuse services and, conversely, universal
screening for substance use disorders in mental health services. The report also went further and
recommended that a wider variety of screening procedures be validated and made available for
potential application depending, for example, on the nature of the service delivery setting and the

time and resources available for screening.

The general function of a screening tool is to raise red flags for more detailed assessment and
treatment/support planning. Thus, screening can be viewed as the beginning stage of the
assessment process (Carey, 1997). More technically speaking, if a screening tool is to be a good
diagnostic aid it must be high in sensitivity (i.e. a “positive” case is likely to be “positive” if followed up
with a more comprehensive (and costly) assessment). In addition, a screening tool should also be
high in negative predictive value (i.e., a “negative” case is likely “negative” and need not be assessed
more closely (Zimmerman, 2001a). Thus, when screening for substance use disorders the goal is to
determine “probable” substance use disorder, and therefore the need for more comprehensive
follow-up assessment. This assessment would cover, for example, quantity and frequency of alcohol
and specific drug use; confirmation of abuse versus dependence diagnosis; high risk situations and
relapse potential; motivation for change, drinking and drug use social networks, and nature and
extent of past attempts to reduce consumption or be abstinent. Further, since semi-structured
psychiatric assessments have been shown to be particularly poor at identifying the co-morbid
conditions (Zimmerman, 2003), a screening tool should assist in identifying both the principal
diagnosis (i.e., related to the presenting complaint) as well as additional co-morbidity (Zimmerman &



Mattia, 2000; Zimmerman & Sheeran, 2003). For substance abuse there is, therefore, the need for

the screening tool to cover alcohol as well as other drugs of abuse.

Some screening tools are “dimensional” as opposed to “diagnostic” in nature. The former are scaled
measures of, for example, quantity and frequency of alcohol/drug consumption, problem areas,
functional status, mental wellbeing, service use history. Diagnostic measures on the other hand map
onto the categorical criteria of DSM —IV (American Psychiatric Association, 1994). There is a growing
consensus that screening for mental disorders is best accomplished by diagnhostic-based tools as this
will maximize the efficiency of subsequent assessment. This issue has not been explored with
respect to screening for substance use disorders specifically, and there is a rich tradition of

dimensional assessment of substance use, consequences and dependence.

With respect to the screening for substance abuse in mental health service delivery settings there is
a strong list of candidate screening tools in terms of reliability, validity and practicality for universal
screening. Examples include the AUDIT (Saunders et al., 1993); the CAGE and CAGE-AID (Mayfield
et al., 1974; Brown, 1992); MAST (Selzer, 1971); DAST (Skinner, 1982); the DALI (Rosenberg et al.,
1998); and brief case manager ratings (Barry et al., 1995). While all of these options have been
tested individually within mental health treatment populations they differ widely in terms of the nature
and scope of information collected, staff time and expertise required and potential usefulness of the
information for subsequent assessment and treatment planning. Also, the Centre for Addiction and
Mental Health’'s (CAMH) has developed a Concurrent Disorder Screener which can function as much
as a screening tool for substance use disorders as well as mental disorders, since it covers almost
the full spectrum of DSM-1V Axis | disorders (Negrete et al., 2004). However, the CD Screener has
been evaluated only in the context of screening for mental disorders. The CAMH Concurrent
Disorder screener is also of particular interest since it is computer-administered. This feature brings
both potential advantages and disadvantages to widespread uptake and application (e.g., rapid,
accurate scoring and feedback to both therapist and client versus computer hardware needs and
training required to increase comfort level with the computer). Overall, there is a lack of field studies
comparing the performance of the various options for screening for substance abuse in mental health
settings, including exploration of therapist and client attitudes toward, and satisfaction with, the

various alternatives.



1.1 Research Objectives
The objectives of this project were to:
e evaluate the performance of various approaches to screening for substance use disorders
among consumers involved with community mental health programs;

e assess consumer attitudes toward, and satisfaction with, the various alternatives for
screening which differ in terms of length of time, directness of the questions and mode of
administration (paper versus computer assisted);

e assess staff attitudes, satisfaction and confidence using the various screening alternatives
and the perceived value of the resulting information for more detailed subsequent
assessment and treatment planning.

2.0 METHODOLOGY:

2.1 Study Sites:

Two community mental health services in Ontario agreed to participate in the project — one located in
a large urban setting (Toronto) and another in a smaller urban setting (Windsor). Each site agreed to
provide a “lead hand” for the project and this person was the primary link between the site and the

research team. Below is a brief description of each site.

Toronto site:

The patrticipating service in Toronto was the Toronto Branch of the Canadian Mental Health
Assaociation. Specific programs for the recruitment of consumers to the project were the three
Assertive Community Treatment (ACT) teams — one in North York and two in Scarborough. The

fourth one was a Case Management program.

The ACT teams operate to provide rehabilitation, treatment and support services needed by people
with severe and persistent mental iliness in order to live in the community. The teams consist of
social workers, occupational therapists, psychiatrists, employment specialists, addiction specialists,
peer support workers and case managers. Team members bring services to consumers in their
home and communities and assist them to identify their needs, establish goals and work toward
them. Service is available 24 hours a day, seven days a week. Two of the ACT teams have been in
operation for three years and the third for over 10 years. The Case Management Program has been
in operation for approximately eight years. Case management support focuses primarily on providing
rehabilitation and support and works with both formal and informal supports to coordinate services
with the client. Services are provided in the client's home and communities. Some of the Case

Management resources are linked directly to court support programs and hospital inpatient units.



Referrals to both programs tend to come from Schedule | hospitals, the courts and the Centre for
Addiction and Mental Health. Consumers undergo an intake and assessment process that assesses
their level of functioning, substance use, physical health issues, involvement in the justice system,
history of mental iliness, treatment and supports. ACT assessments tend to be more in depth given
their focus on serving the most seriously mentally ill. Diagnoses typically include schizophrenia and
bi-polar affective disorder. Service use for ACT for the year prior to the study period was 225 clients.
Case management served roughly 500 clients. Approximately 6-9 new consumers join the ACT
program each month and 10 clients on average for community support. The active caseload for the
three ACT teams is about 210 clients with an average (mean) tenure of 3-4 years. The caseload for

case management is 450 clients with an average length of service of 2-3 years.

Windsor site:

The patrticipating service in Windsor is part of Specialized Programs at the Mental Health and
Addictions Service at the Windsor Regional Hospital Western Campus. Specialized Programs
include Remedial Measures, Addictions Assessment and Referral, Dual Diagnosis, Mood and
Anxiety and Concurrent Disorders. Only the latter two programs were involved in the research

project.

The Concurrent Disorders Treatment Program (CDTP) started off as a substance abuse program and
began to focus more exclusively on clients with both addictions and mental health problems in 1996-
97. In 2001 it officially changed its name to CDTP. Referrals come from hospitals,
psychiatrists/physicians, addiction assessment services, and community mental health agencies.
There are some direct referrals to the CDTP program whereas other consumers appropriate for the
program are identified through the intake and assessment process for the overall Mental Health and
Addictions Service, or other sub-programs such as Mood and Anxiety or Addictions Assessment and
Referral. Consumers must be 16 years of age and hold a valid Ontario health card. There is an
integrated approach to treatment in the CDTP, which is defined as simultaneous treatment of all
disorders by trained clinicians who are competent to treat both mental health and substance abuse
issues. Treatment is through a consumer-centred approach and a treatment plan is developed with
the consumer that identifies their needs and the complexities of the illness. In the past not all
consumers have benefited from a full psychiatric assessment. Recently a local psychiatrist has
begun offering case consultation and works within the program two times a month. Other staff
include two therapists (MSW and BSW) and a .3 FTE Manager. CDTP offers three levels of service -
Individual Therapy, Group Therapy and an optional Aftercare component. Group treatment is a four-

month, 32 session program with a certificate of completion at the end. The group meets for two half



days per week plus individual counseling. In 2001-02 there were 105 admissions to CDTP and 91
discharges. In 2002-03 there were 65 admissions. At the time the research project began there were
21 clients in the program and approximately 4 new consumers admitted to the program each month.

The Mood and Anxiety Program offers outpatient psychotherapy for individuals 16 and older who are
suffering from a Mood and/or Anxiety Disorder. Treatment services include intake/assessment and
individual therapy. An in person interview is scheduled with a registered and certified staff (1
psychologist, 1 MSW and 2 BSW's) and this assessment determines appropriateness for the services
of this program. During the assessment individuals can expect to discuss their background,
employment, family, health and issues of concern. After case consultation, if appropriate for services
the individual will be assigned a therapist. There were 189 admissions in 2001-2 and 245 discharges.
When the research project commenced there were 170 active clients and 21 new admissions per

month.

2.2 Participant Selection:

The study design called for recruitment of up to 50 consumers from each of the two community
mental health services over a two to three month period. The data collection phase of the study
started in April 2004 at both sites. The Toronto site finished its data collection by the middle of July
2004 (three and a half months). The Windsor site was only able to recruit 22 consumers and further
attempts were terminated at the end of November 2004 (eight months).

The sampling procedures were organized around a goal to recruit 20 consumers who were new to

their program (selected via consecutive admissions) and 30 consumers from the current caseload

from each service (selected randomly, based on the existing consumer roster). In the Toronto site,
the sample was stratified by gender and the length of involvement in the program, with a benchmark
of three years. It was felt that long term familiarity with a consumer could impact the performance of
some of the screening procedures. The Windsor sample was only stratified by gender. All consumers
were compensated for their time with $25.00 and transportation money, as well as provided with light

lunch or refreshments when they came in for the interview.

Staff members involved in consumer screenings were asked to provide feedback on their experience
of asking direct questions about alcohol and drug use, interpreting consumer responses to the

various screening procedures, and providing feedback to the consumer.



2.3 Informed Consent and Confidentiality:
A project Research Assistant described the project to the client, explained risks and benefits using
the consent forms and asked the consumer about her/his willingness to participate both in the

screening and follow-up interviews.*

Consumer confidentiality was achieved by the use of 3-digit numbers as identifiers on all
guestionnaires and computer-based tests used in the study. For the follow-up telephone interview
the consumer’s first name was used, or an alias provided by the consumer. The consumer’s
telephone number was put in pencil on each telephone follow-up interview guide and erased after

either completion of the interview, or the consumer’s refusal of the interview.

2.4 The Screening Tools
The goal of the data collection protocol was to compare approaches to screening for substance use
disorders that differed in terms of administration time and approach, and demands on both staff and

consumers. These alternatives are:

Direct face-to-face questions: This screening process involved seven simple and direct questions
incorporated into face-to-face interview (e.g., intake/assessment or routine case management

contact). Four of the items are drawn from the CAGE-AID (Brown, 1992) and these are:

e Have you ever thought you ought to cut down on your drinking or drug use?
e Have people annoyed you by criticizing your drinking or drug use?
e Have you felt bad or guilty about your drinking or drug use?

e Have you ever had a drink or used drugs first thing in the morning to steady your nerves or
get rid of a hangover or to get the day started?

The CAGE-AID differs from the original set of CAGE items (Mayfield et al., 1974) only insofar as the
guestions have been slightly modified to cover both alcohol and other drugs. This dual coverage is
an important criteria for a substance abuse screening tool. A positive response to two or more of
these four items has been established as a cut-off for a potential substance use disorder (abuse or
dependence). The CAGE has been validated with a sample of people with severe and persistent
mental illness and in the initial studies found to have reasonably high sensitivity and specificity
(Teitelbaum & Carey, 1996). However, Wolford et al., (1999) compared the performance of the
CAGE to several screening measures and, although it outperformed clinical variables, laboratory

! Information and consent forms to participate are available from the first author.

7



tests and collateral reports, the sensitivity and specificity were more modest than found in earlier
research (60.9% and 69.5% respectively). Importantly, the CAGE and CAGE-AID collect information

related to lifetime (i.e., “ever experienced”) rather than current substance use problems.

The remaining three items incorporated into the consumer interview were recommended in the
Health Canada best practice report on the basis of discussion and consensus of the expert advisory

panel:

¢ Have you ever had any problems related to your use of alcohol or other drugs?

e Has a relative, friend, doctor or other health worker been concerned about your drinking or
other drug use or suggested cutting down?

e Have you ever said to another person “ No, | don’t have (an alcohol or drug) problem, when
around the same time, you questioned yourself and FELT, “maybe | do have a problem?

Staff rating: In mental health settings that maintain contact with consumers for several weeks,
months or even years, case managers can ask themselves a few questions about the consumer to
screen for a substance use disorder. This can also been done at the point of initial
intake/assessment for a new consumer although the information available to make this rating is more
limited (e.g., previous diagnosis of a substance use disorder, treatment history noted in the referring

information, appearance, alcohol on the breath, history of suicide or violence, other risk factors).

A staff rating of the probability of an alcohol or drug problem is a simplified version of a more
comprehensive longitudinal assessment that brings to bear all the existing information and
observations relevant to substance abuse; the so-called Longitudinal Expert All Data Procedure
(LEAD) (Drake et al., 1990; Kranzler et al., 1994). It is also similar to the case manager ratings
underlying the Alcohol Use Scale (AUS) and the Drug Use Scale (DUS) (Drake et al., 1996) which,
again, are more comprehensive assessment tools that bring to bear all available information related
to substance use disorders. Since our focus was on less complex screening measures we employed
the one question found by Barry et al., (1995) to be the best predictor of a consumer’s meeting the
DSM-IV criteria for a substance use disorder:

e Do you think the client has ever had a drinking or other drug problem? Would you say
definitely, probably or not at all?

We repeated this rating to ask about the probability of a current as opposed to “lifetime” problem.



The Dartmouth Assessment of Lifestyle Instrument (DALI): The DALI is a comprehensive,
dimensional measure of substance abuse developed specifically for screening for substance abuse
in people with severe and persistent mental iliness (Rosenberg et al., 1998). It is comprised of 18
items that are interviewer-administered. The DALI focuses on alcohol, cannabis and cocaine use
and related problems as these were considered by the developers to be the most common drugs of
abuse among people with severe and persistent mental illness. The items were drawn from several
existing tools. In the original validation study the DALI outperformed several other screening tools,
including for example, the CAGE and the MAST. Cut-off scores are reported for both alcohol and
drugs. Time frames vary for particular items but most of the alcohol and drug items are based on the
past six-months. Although some alcohol and drug items provide for separate responses for longer
time frames (e.g., “less than five years ago “ and more than five years ago” for last period of
voluntary absence). The overall summary score on the DALI is intended to yield a picture of

substance abuse problems in the past six months.

Substance Abuse and Dependence Scale (SADS): The Substance Abuse and Dependence Scale
(SADS), a DSM-IV based, clinician-administered tool that is part of a comprehensive assessment
package for evaluating nature and severity of substance use/abuse and related problems. The
overall package is referred to as the GAIN (Dennis, 1999; Dennis et al., 2002).. The SADS is a set of
16 items related to substance dependence (tolerance, withdrawal, inability to control use) and abuse
(consequences of use) that are mapped onto DSM-IV. Like the CAGE-AID and the DALI it covers
both alcohol and drug-related consequences and behaviours. It is administered by a clinician using
response cards to facilitate answering the questions. Scoring is based on the DSM-IV criteria for
substance abuse or substance dependence. Responses to the SADS items are based on different
time frames allowing for analysis of prevalence rates for substance abuse and dependence over the

past month, past year or greater than one year.

CAMH Concurrent Disorder Screener: The CD Screener includes 18 separate modules, 12 of
which screen for substance use disorders, and cover various drug categories such as alcohol,
cannabis, cocaine, opiods, etc. (Negrete et al., 2004). The individual items, repeated in each
module, map onto the abuse and dependence criteria as defined in DSM-IV (American Psychiatric
Association, 1994). When the DSM-1V threshold is met for the disorder being screened, the person
is considered “positive” and the computer program skips to the next problem domain. If all answers
are “no”, there are 22 questions in total. While we are particularly interested in the items concerning
substance abuse, the study participants completed the full CD Screener since, in practice it would

probably be used in its entirety as a full screen for co-morbid mental disorders. Thus, it is important



to evaluate the substance abuse screening section in the full context in which the instrument is likely
to be used. Scoring is done automatically by the computer and is based on the DSM-IV criteria to
yield substance abuse or substance dependence. The time frame for each item is “lifetime”. An
additional item in each module asks if any of the endorsed symptoms have been experienced in the
past month. However, this does not mean the criteria for abuse or dependence for that drug category

have been met in the past month.

The CD Screener is currently included in TREAT, an electronic roster of assessment and outcome
measures developed by CAMH in partnership with HINext, a private sector health information
management and technology company. TREAT requires a Pentium compute, standard Web browser
and high speed Internet access both of which were within the present computer capability of the two
study sites. The CD Screener is accessed via the Web browser and the results stored on a remote
hard disk in a secured database accessible only by the research team via user identification and
password. Anonymized responses to the CD Screener were provided to the research team by the
TREAT database administrator.

The CAMH Screener was developed for application in substance abuse treatment settings and, in
such settings, considerable information would also be available on drug use patterns and related
problem areas. The entry process of the alcohol and other drug modules of the Screener, therefore,
require pre-determination of which substances are “problem substances” (typically entered by the
therapist) and the client then proceeds with the self-administered items that map onto DSM-IV criteria
of abuse and dependence. In our application of the Screener in this project the client answered a
Drug History Questionnaire in order to first determine which modules of the Screener were relevant
(i.e., if the person reported any use of alcohol, cannabis, and cocaine, these would the three

substance abuse modules completed.

Psychiatric Diaghostic Screening Questionnaire (PDSQ): The “gold standard” for comparison of
the above alternatives was the substance use disorder section of the PDSQ, a self-report screening
and diagnostic aid that has been validated in outpatient mental health settings. The PDSQ is a copy
written instrument developed by Mark Zimmerman and colleagues (Zimmerman & Mattia, 2001a,
2001b) and distributed on a pay-per-use basis by Western Psychological Services. The PDSQ
covers almost all AXIS | mental disorders within DSM-1V and has undergone extensive test
development procedures including readability, understandability, reliability and validity testing. There
are six items covering alcohol abuse/dependence and another six items covering drug

abuse/dependence. These two subscales performed well in a sample of 994 psychiatric outpatients
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(e.g., test-retest reliabilities were .89 and .93; Chronbach’s alpha of .87 and .89; correlation with
similar measures comprising a validity scale of .61 and .53) (Zimmerman & Mattia, 2001b). In a
separate validation study with 630 psychiatric outpatients a cutoff score of one on either of the
alcohol or drug scales came closest to achieving 90% sensitivity. This cut-off was recommended for
case identification in clinical practice (Zimmerman & Mattia, 2001a). Scores beyond the cut-off point
are considered indicative of probable substance use disorder. The time frame for answers to the two

alcohol and drug scales is the past six months.

Participants completed the full PDSQ (111 items) so as to capture the information on alcohol and

drug problems in the context of the overall screening tool in which the relevant scales were validated.

Other Data Collection Tools and Forms: In addition to the above formal instruments we also
captured in the data collection process the consumers’ lifetime and current diagnoses as established
by a qualified mental health professional and recorded either in the person’s file or the forwarded
referral information. All information concerning substance use that had been recorded in the file or
referral information was also abstracted in order to establish a base rate of case identification prior to

instituting any of the experimental screening procedures.

Finally, we asked about the use of alcohol and drugs in the past 24 hours and, in the event of clear
signs of intoxication at the time of the interview, re-scheduled the appointment for completion of the

research instruments.

2.5 Data Collection Procedures:
The following summarizes the three components to the data collection protocol and the sequence in

which they were implemented.

PART A: Client Characteristics

Part A of the study data collection protocol recorded age, gender, lifetime and current diagnoses,
referral source, length of time in the program, and a space for comments where the therapist/case
manager could summarize information concerning known substance use involvement (e.g., previous
treatment, concerns noted by other mental health professionals in the team or outside). On this form
(Form A) the therapist/case manager also made their personal rating of no/probable/certain
substance use disorder using the staff rating item described above. It was essential that this rating be
made before the consumer provided more self-report information to the therapist/case manager

specifically for the research study. The data collection process was such that the consent was
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obtained and a follow-up appointment scheduled within a week. The staff rating was completed

during this interval.

For current as opposed to new consumers, Form A was completed by the therapist/case manager
after informed consent for participation in the research was obtained, and prior to the scheduling of a
specific appointment to ask questions about substance use and consequences and complete the
research instruments. Again, this ensured time between the person’s enrolment in the study and the

collection of non-routine information about substance use and consequences.

PART B: Screening Tools

This second part of the data collection protocol was administered during a scheduled appointment
time. Consumers were asked during a face-to-face interview about their use of any drugs during the
past 24 hours. If there were evidence of intoxication they were asked to return for another
appointment. For 50% of the clients, the administration of the gold standard (the self-administered
PDSQ) preceded the completion of all these measures, including the direct questions, and followed
the completion of these measures for the remaining 50%. This ordering followed a pre-determined

and randomized schedule and can be seen below.

PDSQ First:
PDSQ —  7-question ——P» SADS DALI CAMH CD
interview Screener
PDSQ Last:
7-guestion ——P| SADS —— DALI CAMH CD PDSQ
interview Screener

The research assistant supervised the administration of the PDSQ and CAMH CD Screener while the
staff member administered all other tests in the form of an interview. In some cases the research
assistant had to administer the PDSQ and CD Screener (read out the questions and mark answers
for the consumer) because consumers were not able to do it on their own for various reasons. This
included being afraid/inexperienced with the computer to having eye problems, shaking hands or

having problems of concentration.

Approximately two hours were required for consumers to complete the data collection process over

and above their normal psychosocial assessment during that same day. A staff person trained in the
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data collection protocol was available to answer any questions about the instruments or otherwise
support the person in their completion. Using Form A, the staff person also recorded the time for

completion of each of the screening tools. Breaks were allowed if the person was getting tired and
needed to take a rest. Refreshments were available at all times and light lunch was provided if the

appointment bridged a routine lunch hour.

PART C: Consumers and Staff Attitudes and Satisfaction
Consumers: Part C of the data collection protocol for consumers involved a brief telephone interview
by the Research Coordinator to assess their attitudes toward and satisfaction with the various

alternatives for screening. This interview was conducted within 2-3 days of the screening interview.

Consumers were contacted at their home telephone number in the majority of cases. Overall,
consumers were interested and willing to participate in a follow-up interview. Of the 72 on-site
interviews, 63 telephone follow-ups were conducted; an 87% response rate. The nine consumers
who did not participate could not be reached after leaving repeated telephone messages, or their
phones did not answer or were answered by someone who could not speak English. The follow-up

interview took approximately 10 minutes to complete.

Staff: This last component of Part C of the study protocol was the process and form used to assess
staff attitudes, satisfaction and confidence using the various screening alternatives. This included
only those therapists/case managers involved with consumers who had given permission for them to
receive the test results. Questions were asked about the feedback they had obtained from the
various screening tools and their value for subsequent assessment and treatment and support
planning. This staff input was obtained by a confidential, semi-structured interview using an interview

guide sent out ahead of time to assist the staff member in preparing for the interview.

At the Toronto site, all 21 staff members who were involved with the project consented to the follow-
up interviews, however, only 17 could be interviewed because of busy schedules. No follow-up staff
interviews were conducted in the Windsor site due to delays in their recruitment and screening of

clients.
The staff questionnaire focused on their confidence in asking consumers questions about alcohol

and drug use, how and when to ask those questions, their initial judgements and educated guesses

about consumer substance use, barriers existing in the organization to introducing such a practice
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into a routine, and methods of asking questions. On average, the staff follow-up interview took about

20 minutes.

2.6 Challenges to data collection

As mentioned above, the major challenges to timely data collection were delays at the Windsor site.
Reasons given to the research team included high staff turnover and scheduled vacations during the
summer months, consumers’ no show for scheduled appointments, and difficulty reaching

consumers for interviews.

During the data collection process some problems were also experienced with the administration of
the computerized TREAT system. In three cases in Windsor TREAT was down for maintenance at
the time of the interview. In one additional case in Windsor the CD Screener was not administered
because the site Research Assistant failed to follow the right procedure. For 22 other cases where
the CD screener was not administered, TREAT testing was not applicable because these consumers
did not report using any drugs for the past 12 months. Out of these 22 cases, 15 were in Toronto, 7

in Windsor. The CD Screener was fully answered by 51 consumers (37 in Toronto, 14 in Windsor).

2.7 Analysis procedures

All quantitative data were analyzed using SPSS Version 12. Frequency distributions were prepared
for all client demographic and diagnostic data as well as “positive” and “negative” cases based on
established cut-offs for each of the screening tools. These distributions of “caseness” according to
different tools were then used to calculate standard test performance statistics such as sensitivity,
specificity and predictive value. Open-ended questions and comments were examined qualitatively

for themes.

3.0 RESULTS

3.1 Consumer Profile

Table 1 illustrates characteristics of the consumers who participated in the study. Large site
differences in current psychiatric diagnoses of consumers reflected the differing mandates of the
programs involved in the two sites (e.g. Toronto — 61.5% Schizophrenia or other Psychotic Disorders;
Windsor - 72% Mood Disorder. No doubt these site differences in diagnoses also underlie the
gender differences by site (more males in Toronto); the varying age of male and female consumers
in each site (younger males in Toronto); and the average length of involvement in the program which
also varied by site (longer in Toronto). On average, almost two-thirds of the consumers were existing

(i.e., current) program participants (63.5%) and this proportion didn’t vary substantially by site.
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Similarly, the number of previous admissions to the program did not vary substantively by site with

about one-third having had one previous admission.

Gender (%, N)

Table 1. Characteristics of Study Sample across Sites

Male
Female

53.8% (28)
46.2% (24)

34.8% (8)
65.2% (15)

48.0% (36)
52.0% (39)

Age (Average # of years and

)

Male
Female
Site total

37.3 (SD=9.7)

46.1 (SD=12.4)
41.4 (SD=11.8)

52.0 (SD=10.1)
38.8 (SD=14.0)
43.4 (SD=14.0)

40.7 (SD=11.5)
43.3 (SD=13.3)
42.0 (SD=12.5)

Admission Status (%, N)

New
Current

39.2% (20)
60.8% (31)

30.4% (7)
69.6% (16)

36.5% (27)
63.5% (47)

Previous Admissions to the Program (%, N)

0 61.5% (32) 64% (16) 62.3% (48)
1 36.5% (19) 28% (7) 33.8% (26)
2 0 % (0) 4% (1) 1.3% (1)
Unknown 2% (1) 4% (1) 2.6% (2)
Length of Involvement in the Program (Average # weeks and SD)
Male 66.4 (93.6) 23.1 (18.5) 57.5 (85.3)
Female 69.0 (90.4) 45.3 (38.6) 59.9 (75.1)
Site Total 67.6 (91.2) 38.3(34.7) 58.7 (79.4)
Current Psychiatric Diagnosis (%, N)
Mood Disorder (including
Bipolar and Other MD) 32.7 %(17) 72 % (18) 45.5 % (35)
Anxiety Disorder 7.7 % (4) 28 % (7) 14.3 % (11)
Schizophrenia/Other o o o
Psychotic Disorder 61.5 % (32) 4% (1) 42.9 % (33)
Personality Disorder 3.8% (2) 8% (2) 5.2 % (4)
Developmental Disability 1.9% (1) 0% (0) 1.3% (1)
Substance Use Disorder 7.7 % (4) 0% (0) 5.2 % (4)
Other 17.3% (9) 20% (5) 18.2 % (14)

Table 2 shows the_recorded prevalence of substance use disorders as well as previous treatment for

these disorders by site. While 20% of consumers, across both sites combined, reported having a

previous diagnosis, a much smaller percentage had a current diagnosis documented in the files

(5.2%). Also, in contrast to the 20% with a previous diagnosis, only 10.5% of the total sample had

received previous treatment for a substance use disorder. Considerable site variation is also evident,

for example, 25.5% (13 individuals) of the Toronto participants had a previous diagnosis of

substance use disorder and 11.5% had been in treatment. This compared to 8% (2 individuals) with

a diagnosis in the Windsor site, all of whom had been in treatment.



Previous (Lifetime) Diagnosis of Substance Use Disorder (%, N

Table 2. Diagnosis and Previous Treatment of Substance Abuse/Dependence across Sites.

Yes 25.5 % (13) 8.0% (2) 20.0% (15)
No 55 % (28) 92 % (22) 66.7 % (50)
Not sure 19.5 % (10) 0% (0) 13.3 % (10)

Current Diagnosis of Substance Use Disorder (%, N)

Yes 7.7 % (4) 0 % (0) 5.2 % (4)
No 92.3% (48) 96 % (24) 93.5 % (72)
Not sure 0 % (0) 4% (1) 1.3% (1)

Previous Treatment for Substance Use Disorder (%, N)

Yes 11.5 % (6) 8 % (2) 10.5 % (8)
No 71.2 % (37) 92 % (22) 77.6% (59)
Not sure 17.3 % (9) 0 % (0) 11.8 % (9)

3.2 Documented Concerns about Substance Abuse
Of the 77 consumers in the study, there were 25 notes on some form of substance use documented
in their files; five in Windsor and 20 in Toronto. Some of the notes reported potentially innocuous use
of alcohol, for example “used to drink beer when had money”, while other notes referred more clearly
to evidence of substance abuse or dependence; for example:

e “the client drinks daily”

e “addiction to heroin and cocaine”

e “addiction is on and off — he gets clean for a while and then gets addicted again”.

3.3 Prevalence of substance abuse according to different measures

Focusing first on the variation in prevalence rates, we see the lowest identification rates were
obtained for the DALI (5%) and up to 40% for the CD Screener, with a considerable spread among
the other options. The difference in the two rates for the SADS depended on the sub-selection of
abuse or dependence criteria (12% and 22% respectively). The 4-item CAGE-AID yielded a
prevalence rate of 31% based on the usual cut-off of 2+ positive responses. Among the three

individual items drawn from the Best Practice report, the prevalence rates were 16%, 24% and 16%,
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the highest rate being derived from the question: has anyone suggested that you should cut down on
drinking or drug use. This item parallels closely one of the four items in the CAGE-AID.

Table 3. Prevalence of Substance Abuse According to Different Measures and Across Sites

Current/6-month/12 month measures
Staff rating prior to new measures (current) 17% 5% 14%
. 31% 27% 30%
PDSQ (past six-months) 8% 0% 506
DALI (past six months)
Substance Abuse and Dependence Scale 13% 10% 12%
e past-12 months -dependence
e past-12 months -dependence or abuse 25% 14% 22%
Lifetime measures
Staff rating prior to new measures (lifetime) 46% 19% 38%
CAGE-AID 31% 32% 31%
Health Canada Best Practice Items
e ever thought ought to cut down on 19% 9% 16%
drinking or drug use
e anyone suggested cutting down on 29% 14% 24%
drinking or drug use
e ever felt that have problem /w drinking 17% 14% 16%
while told someone you don't
Substance Abuse and Dependence Scale 40% 5206 24%
o lifetime -dependence
o lifetime- dependence or abuse 52% 71% 58%
Concurrent Disorder Screener 40% 57% 44%

In Table 3 we examine the prevalence of substance abuse in the study population as determined by
the different measures employed in the project and organized according to those measures based on
recent substance-related problems (current to 12 months) from those measures assessing problems
on a lifetime basis. Based on the PDSQ, our gold standard, the six-month period prevalence was
30% for the sample as a whole with little variation across the two sites (Toronto, 31% and Windsor,
27%). Of the remaining measures in the “recent” category, the 12-month SADS (abuse and
dependence combined) comes closest to the identification rate achieved with the PDSQ, although
with this measure the prevalence rate was about twice as high in Toronto as compared to Windsor.
The staff rating of current substance abuse problem approximates that of the 12-month SADS rating
(dependence), suggesting that staff may be most sensitive to current problems among those with the
most severe problems. Finally, in terms of the “recent’ measures the DALI yielded the lowest rates

(5% overall) and the largest site difference (8% compared to 0%).

In the lower part of Table 3 we examine the prevalence rates obtained by the “lifetime” measures. As

one would expect these rates are substantively higher than those obtained with measures based on
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a more recent time frame. For example the staff rating of lifetime problems was #8% for the whole
sample, almost three times that of their rating of “recent” problems. The lifetime SADS rate
increases to 58% for substance abuse and dependence combined and 44% based only on the
dependence criteria. This compares to the 12-month SADS rates of 22% and 12%. The lifetime
SADS also produced the highest rate of 71% in the Windsor sub-sample. The CD Screener also
yields high rates of 44% overall, and 40% in the Toronto site and 57% in the Windsor site. The
CAGE-AID (based on 2 positive answers to the four questions) produced a prevalence rate of 31%
overall, and almost no site difference. Between 16% and 24% of study participants responded
affirmatively to the individual Health Canada items the slightly lower rates no doubt reflecting the

difference one obtains with single item versus multiple item measures.

3.4 Performance of the Screening Tools
While these prevalence rates and their comparison to the rate from the gold standard are of interest,

the level of agreement and the direction of disagreement are more important for the assessment of

performance of the various options for screening for substance abuse. By “direction of
disagreement” we mean that a person positively identified on the gold standard (PDSQ) may be a
negative on the comparison tool (i.e., a false negative), and vice versa, a person negative on the gold

standard may be a positive on the comparison tool (i.e., a false positive).

Table 4 shows the distribution of false positives and false negatives and related summary statistics
for each of the screening tools and the individual Best Practice screening items. In these summary
statistics we are particularly interested in “sensitivity” (the ability of the screening option to correctly
identify cases who are also screened positive on the PDSQ, a true positive). It is important to note
that the sensitivity and specificity of any particular tests are conditional values that result from the
investigators’ choice of cut-off scores, and the balance sought between potentially over—identifying
and under-identifying cases. We are also particularly interested in “negative predictive validity” (the
ability of the screening option to rule out cases who are also negative on the PDSQ, a true negative).
For screening tools, it is the negative predictive value that is particularly important as it assesses the
ability of the screening tool to correctly determine that the person screened does not have the index
condition being screened. Thus, a measure that performs well on this criterion purportedly saves
resources by accurately identifying people who do not require additional follow up investigation. For
example, in the original research, with the PDSQ, in its comparison to a detailed, structured,
diagnostic interview for diagnosis (SCID), the alcohol and drug sub-scales of the PDSQ had NPV’s of
.98 and .99 respectively, based on a cut-off of one positive answer among the six items comprising

each scale. We are also interested in the “efficiency” statistic as it represents a balance of positive
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and negative predictive validity, namely the ability of the measure to correctly rule in positive cases

and rule out negative cases.

In drawing these comparisons with the PDSQ we are also cognizant of the differing time frames
underlying the various measures. We are assessing the level of agreement and the direction of
disagreement of the various measures of “recent” and “lifetime” substance abuse problems with the
six-month measure of substance abuse obtained via the PDSQ. Although from the outset we might
expect that the various measures of “recent” problems will perform better than the various lifetime
measures, this may not necessarily be the case if lifetime measures of substance abuse are
themselves highly correlated with recent problems (as would be the case with any chronic health

problem).

In Table 4 we again separate out the screening alternatives based on “recent” problems (top section
of the table) from lifetime problems (bottom section). Among the “recent” measures the best
performance is achieved with the 12-month SADS measure of dependence and abuse combined
(62% sensitivity, 86% negative predictive value and 85% efficiency). This, however, is only a
marginally acceptable level of sensitivity with 38% of cases positive on the PDSQ being missed with
this measure of 12-month problems. The 12-month SADS measure based only on dependence does
not perform very well, no doubt because of the more stringent dependence criteria when compared
to the PDSQ which is aimed at identifying substance use disorders including both abuse and
dependence. The poorest performer is the DALI with only 14% sensitivity. Also, the staff rating of
current substance related problems does not do well when assessed against the PDSQ (43%
sensitivity). The column labeled “false negatives” shows the high number of false negatives for the
staff rating, the DALI and also the 12-month SADS.

Many of the “lifetime” measures perform better than the “recent’ measures when contrasted with the
PDSQ gold standard. In terms of sensitivity, the best measure is the lifetime SADS (dependence or
abuse) with 90% sensitivity, followed closely by the staff rating of lifetime problems (86%). Both
these alternatives do well in terms of negative predictive value (94% and 93% respectively, and the
lifetime staff rating has an edge in terms of overall efficiency (82%) which also takes into account

positive predictive value.

The other lifetime SADS measure (dependence criteria only), the CAGE-AID and the CD Screener all
obtained sensitivity scores between 70% and 75%, and negative predictive values around 80% to

90%. Thus, they all performed moderately well. The individual Health Canada items by contrast did
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not perform well in contrast to the other options (e.g., sensitivity values between 29% and 52%),

again reflecting the challenge with screening tools based on single items.

In Tables 5 and 6 we extend our analysis to examine test performance across both “new” and
current” clients, an important distinction since some screening approaches may make work well
among current clients based on available information and past experience with the client, but not do
particularly well for new clients where no relationship has yet been established. The first important
observation to make when comparing Tables 5 and 6 is that the test results are substantially poorer
for all measures for new versus the current clients, especially in terms of the sensitivity values. The
only screening measure with a sensitivity value approaching an acceptable level is the 75% value
obtained with the lifetime SADS (abuse or dependence), although the overall efficiency score is only
62%. In contrast, the same lifetime SADS measure does much better with current clients, achieving a
perfect sensitivity score of 100%, a negative predictive value of 100% and an improved efficiency

score of 69%.

For current clients the 12-months SADS also performs reasonable well and better than for the new
and current clients combined (shown previously in Table 4). For the sub-group of current clients we
obtained a sensitivity rating of 75% (compared to 62%) and a negative predictive value of 92%
compared to 86%. For the lifetime measures the SADS measures did extremely well, as already
mentioned, as well as the staff ratings (perfect sensitivity and negative predictive values and an
overall efficiency rating of 87%. Both the CAGE- AID and the CD Screener also performed
reasonably well with the current clients. The various Health Canada items also performed better with
the current clients compared to the new clients but still fell far short of the performance of the other

measures.
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Table 4. Performance of the Various Screening Alternatives Against the PDSQ Gold Standard.

Agreement Positive Negative
False False (Cohen's predictive predictive
Measure positive negative Kappa) Sensitivity Specificity value value Efficiency
Current/6-month/12 month measures
Staff rating - current 1 12 0.49 0.43 0.98 0.90 0.81 82%
DALI (6- months) 1 18 0.16 0.14 0.98 0.75 0.74 74%
Substance Abuse and Dependence Scale
e past-12 months -dependence 1 13 0.44 0.38 0.98 0.89 0.80 81%
e past-12 months -dependence or abuse 3 8 0.60 0.62 0.94 0.81 0.86 85%
Lifetime measures
Staff rating - lifetime 10 3 0.61 0.86 0.81 0.64 0.93 82%
4-item CAGE-AID 8 6 0.55 0.71 0.85 0.65 0.88 81%
Health Canada Best Practice Items
e ever thought ought to cut down on
drinking or drug use 6 15 0.20 0.29 0.89 0.50 0.76 72%
e anyone suggested cutting down on
drinking or drug use 7 10 0.41 0.52 0.87 0.61 0.82 7%
e ever felt that have problem /w drinking
while told someone you don't 4 13 0.35 0.38 0.92 0.67 0.79 7%
SADS Lifetime: Dependence 16 5 0.39 0.76 0.69 0.50 0.88 71%
SADS Lifetime: Dependence or abuse 23 2 0.36 0.90 0.56 0.45 0.94 66%
CD Screener (Toronto only) 9 4 0.46 0.75 0.75 0.57 0.87 75%
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Table 5. Performance of the Various Screening Alternatives Against the PDSQ Gold Standard: New Clients Only (n=26)

Agreement Positive Negative
False False (Cohen's predictive predictive
Measure positive negative Kappa) Sensitivity Specificity value value Efficiency
Current/6-month/12 month measures
Staff rating - current 1 6 0.23 0.25 0.94 0.67 0.73 72%
DALI (6- months) 1 8 0.06 0.11 0.94 0.50 0.67 65%
Substance Abuse and Dependence Scale
e past-12 months -dependence 0 7 0.27 0.22 1.00 1.00 0.71 73%
e past-12 months -dependence or abuse 1 5 0.43 0.44 0.94 0.80 0.76 7%
Lifetime measures
Staff rating - lifetime 3 4 0.38 0.56 0.81 0.63 0.76 72%
4-item CAGE-AID 3 3 0.49 0.67 0.82 0.67 0.82 7%
Health Canada Best Practice Items
e ever thought ought to cut down on
drinking or drug use 2 5 0.36 0.44 0.88 0.67 0.75 73%
e anyone suggested cutting down on
drinking or drug use 2 6 0.24 0.33 0.88 0.60 0.71 69%
e ever felt that have problem /w drinking
while told someone you don't 1 7 0.19 0.22 0.94 0.67 0.70 69%
SADS Lifetime: Dependence 7 4 0.13 0.56 0.59 0.42 0.71 58%
SADS Lifetime: Dependence or abuse 8 2 0.27 0.78 0.53 0.47 0.82 62%
CD Screener (Toronto only) 4 2 0.16 0.50 0.69 0.33 0.82 65%
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Table 6. Performance of the Various Screening Alternatives Against the PDSQ Gold Standard: Current Clients Only (n=47)

Agreement Positive Negative
False False (Cohen's predictive predictive
Measure positive negative Kappa) Sensitivity Specificity value value Efficiency
Current/6-month/12 month measures
Staff rating - current 0 6 0.63 0.54 1.00 1.00 0.85 87%
DALI (6- months) 0 11 0.21 0.15 1.00 1.00 0.75 76%
Substance Abuse and Dependence Scale
e past-12 months -dependence 1 6 0.54 0.50 0.97 0.86 0.84 84%
e past-12 months -dependence or abuse 2 3 0.71 0.75 0.94 0.82 0.92 89%
Lifetime measures
Staff rating - lifetime 6 0 0.72 1.00 0.82 0.68 1.00 87%
4-item CAGE-AID 4 3 0.63 0.77 0.88 0.71 0.91 85%
Health Canada Best Practice Items
e ever thought ought to cut down on
drinking or drug use 3 10 0.17 0.23 0.91 0.50 0.75 72%
e anyone suggested cutting down on
drinking or drug use 4 4 0.57 0.69 0.88 0.69 0.88 83%
e ever felt that have problem /w drinking
while told someone you don't 2 6 0.53 0.54 0.94 0.78 0.84 83%
SADS Lifetime: Dependence 8 1 0.42 0.92 0.76 0.58 0.96 80%
SADS Lifetime: Dependence or abuse 14 0 0.57 1.00 0.58 0.46 1.00 69%
CD Screener (Toronto only) 4 2 0.58 0.80 0.81 0.67 0.89 81%
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35 Consumer Feedback

Consumers were asked, in a feedback telephone interview, about their experiences with the various
screening tools, their opinion about the administered tests and how truthful their answers were for
different tests. In Figure 1 we first summarize consumers’ reported comfort with the various methods

of screening.

Figure 1. Percentage of consumers "very comfortable" with methods of
screening.
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About half the consumers (51.6%) were “very comfortable” with answering questions about their
alcohol and drug use. Data not shown in Figure 1 showed an additional 37.1% reported being
“comfortable.” The approach based on use of the computer (CD Screener) received the lowest
ratings in terms of comfort level (34.1%, very comfortable). The other approaches fell between these
two points on the continuum, for example, when the questions were answered by the consumer with

pen and paper (PDSQ)-44.3% very comfortable).

Sixteen consumers added additional comments about the different approaches. Concerning their
general experience with the screening process, positive comments were that the process was easier
to participate in than they previously thought. They also expressed hope that it will help other people
like themselves. Negative comments included concerns about the length of the overall research
interview, cigarette cravings and the fact that some questions were predominantly closed-ended,
without the possibility to give an elaborated answer (e.g., PDSQ). Others expressed concerns that
the questions evoked memories of negative events that occurred in the past and were associated

with substance use.

Comments concerning tests administered either with the “help of a therapist” (DALI, SADS) or “direct
questions” (CAGE-AID and the best practice items) were similar to those above. Several consumers

also remarked they were asked to repeat questions several times and were uneasy about this.
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Positive comments were that consumers knew the therapist very well for a number of years and felt

very comfortable answering all questions.

Comments concerning the self-completed paper and pencil option (PDSQ) were about the binary
answer options which consumers found limiting, especially on the psychiatric part of the
guestionnaire. Consumers wanted to see “sometimes” or “maybe” options and the opportunity to add
open-ended comments. Other concerns were that it was hard to remember what had happened as
far back as six months ago. Positive comments were that the questionnaire was very thorough, easy
and asked precise questions. Several consumers mentioned that for them it is better to answer
written questions such as these because their mental illness causes lack of concentration during a

conversation with a real person or difficulty in understanding oral questions.

The major concerns expressed about the computer-based CD Screener were feelings of
incompetence with the computer and physical inability to use it. The most frequent comment
recorded was “I don’t even know how to use a mouse. | needed help”. In some cases the Research
Assistant had to read the computer questions aloud for the consumer and click the right answer on
the computer screen. Inability to use computers were related to health issues such as eye
problems/blurred vision, lack of concentration and shaking hands that hamper using a mouse. Clients
also mentioned that they prefer conversation with a real person. On the positive side, one consumer
said he preferred the computer to other tools because it was less personal and the questions are
deeper.

Finally, we received some comments that the mode of asking questions did not matter at all.

We also asked consumers’ opinions about the best way to ask them questions about substance use
and abuse. Figure 2 shows the resulting data for both sites combined. The self-completed paper and
pencil questionnaire (PDSQ) received the highest endorsement (41.4%), followed by the “direct
guestions” (CAGE-AID and the best practice items) (32.8%). The option least likely to be endorsed

as “the best way” was the computer assisted alternative (CD screener).
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Figure 2. The Best Approach to Ask questions: Consumers' Opinion

50 4 41.4
@ 40 A 32.8
(@]
£ 30, 17.2
S | .
o 20 8.6
a0 —

0 T T T

Direct questions Forms the therapist assisted Self-completed questionnaire Computer-assisted
w ith (DALI, SADS) (PDSQ) questionnaire

3.6 Staff Feedback

Data provided by the staff members were collected only at the Toronto site due to difficulties at the

Windsor site to complete all data collection from consumers.

Figure 3. Staff Feedback Interview: Level of Confidence
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As seen in the left side of Figure 3 all of the therapists or community caseworkers who we
interviewed were “confident” (41%) or “very confident” (59%) in their own abilities to ask questions
about substance use. For some of the therapists this experience was part of their daily routine, but
others commented on their lack of training in how to ask questions about alcohol and drug use and
problems. Therapists indicated that with current consumers the process of asking questions was

easier than with the consumers new to their program.

The middle part of Figure 3 represents therapists’ answers to a question on their confidence in the
accuracy of consumers’ answers to interview questions. Similar to the ratings of their confidence in
asking screening questions, all the staff expressed some confidence in the accuracy of consumers’

answers to questions about their alcohol or drug use (41% somewhat confident; 59% very confident).
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Those therapists who provided additional comments on this question said that, first of all, it depends
on how long and how well you know the consumer, if you have a good and trusting relationship with
him or her, and if you can get collateral information about this consumer from other sources (family,
place of previous treatment, etc.) Several therapists indicated that information from consumers can
be inaccurate due to their mental health problems (e.g. some exaggerated a single drug episode,
some tried to hide a serious problem), or on their mood and well-being at the time of the interview.
One of the therapists said it was quite obvious when consumers were seriously thinking about their

answers and when they were not.

The right side of Figure 3 depicts the distribution of answers on the question of confidence in the
initial rating that staff members gave before any instruments were administered. A small percentage
(6%) were “not very confident” in this rating and another small percentage (6%) “somewhat
confident”. The large majority (88%) were “very confident”. Staff members also commented that with
new consumers, or with consumers whom they did not know too well, it was difficult to be confident
about their alcohol or drug use situation. Therapists who knew the consumer very well and for a long

time, as well as having access to their records, were very confident in their initial rating.

We also asked staff if their program should undertake a substance abuse screening process for all
consumers that goes beyond a staff rating like they had given before any other screening tools were
implemented. As can be seen in Figure 4, almost 60% were favourably disposed to the idea

(40% definitely, 18% probably) and 24% were uncertain. Almost everyone commented that the short
screen that was presently used in the program (CAGE) would be a good place to start, but there was
also a need for more thorough in-depth screening for those who screened positive. People also
commented that there is a need for a specialist in addictions who can address consumers’ alcohol or
drug problems professionally since, for current caseworkers, it is just a small part of their work. They
commented that a consumer with an addictions problem should be referred for additional services

with specialists in the field.
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Figure 4. Should you program undertake a screening process for all consumers
that goes BEYOND A STAFF RATING?
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Figure 5. How Helpful is Asking Consumers Questions on Alcohol and Drug Use for
Planning Further Assessment and Treatment
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As shown from Figure 5, the majority of caseworkers interviewed (71%) also believed it is “very
helpful” to screen for substance abuse in mental health programs. For those few who found it “not
very helpful”, one staff stated that “there is no need for formalized methods as far as they turn the
clients off” and “consumers can lie about their use”. Another caseworker commented that “drug
treatment is lacking in our business” and others mentioned the need for an addiction specialist in
their program. One person commented “it is important to not to isolate mental health and addictions,

but view them in a holistic way”.

Figure 6 below illustrates the staff’'s opinion on what consumers would feel was the most comfortable
approach to asking consumers questions about their alcohol and drug use. As can be seen, 35% of
staff felt consumers were most comfortable with the PDSQ and 0% felt that consumers were
comfortable with the CD Screener. It was felt that from the consumers’ perspective, the PDSQ was
best because of its privacy, straightforwardness and simplicity. However, they commented that, with

this self-report tool, assistance should always be provided to consumers to clarify confusing
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guestions if necessary. Several staff members mentioned that if the consumer is not abusing any of

the substances, it is not important what test to administer, all of them will give the same result.

Figure 6. The Most Comfortable Approach from Consumers' Perspective: Staff's
Opinion
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When asked which approach they would prefer to use routinely to ask about alcohol or drug use,
53% of staff members indicated the therapist assisted forms were the most preferred approach
(DALI, SADS), followed by direct questions from the therapist (24%) (CAGE-AID and the best
practice items). The computer-assisted questionnaire (CD Screener) received support only among
6% of the therapists and 12% cited the self-administered questionnaire (PDSQ).

Figure 7. Which Approach Would You Prefer to Use Routinely to Ask About Alcohol
or Drub Use?
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Comments from therapists included a preference for having a variety of tools available for different
types of consumers (for example, verbal vs. nonverbal), having assistance available, using the tools
when relationships with the consumer are already established, and ideally the tests should be

available in languages other than English.
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3.7 Comparison of client and therapist preferences

Figure 8 illustrates more directly the comparison of the approach preferred by consumers (shown
previously Figure 2) and the approach preferred by therapists (shown previously in Figure 7).
Considerable discrepancy was observed with respect to the self-completed questionnaire (PDSQ) as
well as the therapist administered forms (DALI, SADS). The approaches with the most agreement
between the consumers and staff were the computer-assisted questionnaire (comparatively low

endorsement) and asking direct questions (moderate endorsement).

Figure 8. Comparison of consumer opinion or best approach and therapist
perspective on consumers preferences.
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3.8 Additional comments from staff members

At the end of the staff interview we asked for other comments or suggestions. Below are highlights.

¢ Question forms administered by the therapist were mentioned again as the best option for many
consumers because of mental health and language issues (for some consumers mastery of
English was said to be very basic). It was also mentioned that questionnaires should be short for
consumers with mental health problems (around 20 minutes). Tests should be easy to answer
and score to immediately obtain summary information on site.

e The necessity of screening for substance use in this population was also reiterated. One
respondent mentioned that, in the majority of cases, addiction programs turn down mentally ill
patients and the only place where they can go to receive services is programs like ACT at
CMHA, Toronto branch. Screening for alcohol and drug was said to help in developing a working
and targeted treatment plan very early in the intervention. “It is necessary to know consumer’s
situation with alcohol or drugs for the treatment planning.” “There is a need for gradual
screening.”

e Other comments focused on the need for building a system of referrals to addiction specialists or

to have some resources on-site since many of consumers have substance use issues.
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¢ Relationship between the consumer and a caseworker was also cited as important since better

information on alcohol or drug use will be obtained.

3.9 Completion times for the various options

Table 7 shows the average completion times for each of the screening alternatives we examined.
Results ranged from a high of 7.9 minutes for the CD Screener and the required filter questionnaire
(DHQ), to the brief CAGE-AID combined with the three individual best practice items (1.8 minutes).
The alcohol and drug sub-scales of the gold standard PDSQ required an average 2.9 minutes for

completion, with the remaining tools falling between at around 4 to 6 minutes.

Table 7. Average completion time of screening instruments (n=46)

Average Standard Deviation

(Minutes) (Minutes)
CAGE-AID plus - 3 best practice items 1.8 2.0
Substance Abuse - Dependence Scale 5.6 5.0
DALI 4.2 4.0
CD Screener 5.6 4.0
CD Screener plus DHQ 7.9 6.0
PDSQ" 2.9 1.8

'As participants averaged 22 minutes to complete the full 90 item PDSQ (SD=13.2), we pro-rated the
completion time for the 12 alcohol and drug items at 2.9 minutes (SD=1.8)

4.0 Discussion

This project was undertaken with the following objectives in mind:
e evaluate the performance of various approaches to screening for substance use disorders

among consumers involved with community mental health programs;

e assess consumer attitudes toward, and satisfaction with, the various alternatives for
screening which differ in terms of length of time, directness of the questions and mode of

administration (paper versus computer assisted);

e assess staff attitudes, satisfaction and confidence using the various screening alternatives
and the perceived value of the resulting information for more detailed subsequent

assessment and treatment planning.
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It was anticipated that the results would contribute to our knowledge base on screening tools for
substance abuse in the context of community mental health services. Beyond this broad research
goal per se, it was also expected that the findings would contribute to a collaborative process
underway during the same time period for the selection of one or more screening tools for province-
wide dissemination in Ontario’s mental health system. A parallel process is underway with respect to
screening tools for mental health disorders/problems for selection and dissemination across the
province’s alcohol and drug treatment sector. While the selection process includes a full literature
review and analysis process by a broad stakeholder based committee, it was considered important
to introduce some Ontario-specific feedback on the performance of alternative screening tools into
the process and, importantly, to complement such performance data with staff and consumer

feedback from Ontario-based mental health services.

As we proceed into this summary section of our project report, it may be of some value to pause and
reflect on the criteria by which one would determine the potential value of a given screening tool for

substance abuse for local and/or system-wide application. These criteria would include:

Brief and practical; low investment in staff time and other resources;

e Consistency with a staged approach to screening and assessment (i.e., increasing time and
other investment yields increasingly valuable information for integrated treatment and support

planning);

e Screening test should be high in sensitivity (identifying real cases which will subsequently be

confirmed as positive) and high in negative predictive value (identifying people who do not

have the index condition and who therefore need not be followed up with scarce assessment

resources);

e Same screening tool or tools will work for both alcohol and other drugs;

e Ideally the same tool will work for both new and current clients given that many people

currently engaged with long- term community support programs may also have unrecognized

substance abuse problems;

e Another important but not critical criteria is that the same screening tool would identify

substance abuse and mental disorders, (albeit with different sections of the tool), thereby
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facilitating communication and referral across the mental health and substance abuse service

delivery systems.

It is against this contextual background that we embarked on our comparison of the various options
for screening for substance abuse in community mental health services. We have been challenged
in two important ways in addressing our research objectives. Firstly, budgetary constraints impeded
our selection of the “best” gold standard for the comparison to our shopping list of tools, namely a full
structured psychiatric face-to-face interview implemented by a trained clinician or researcher (i.e.
SCID). Such a detailed psychiatric interview would yield probable diagnoses of substance abuse or

dependence, according to DSM-IV criteria, and in well-defined time frames.

Our next best option as the gold standard was the PDSQ, given its strong validation research against
the SCID and excellent psychometric properties with respect to identifying substance abuse (i.e.
sensitivity of .85 and negative predictive values of .98 and .99; based on a cut-off of a positive
response to any one of the six items on each of the alcohol or drug subscales. (Zimmerman &
Mattia, 2001)

Our other major constraint in the analysis phase was the varying time frames used by the different
measures and which preclude strong statements of concurrent validity, at least in so far as results
from a given screening tool agree or disagree with “caseness” as defined by the gold standard, and

exactly within the same time period. We have handled this as much as possible by separating out

“lifetime” and “recent” measures in the statistical tables and organizing our interpretation of the
results around these two broad distinctions. That said, the nature of the statistical analysis is such
that, in some instances, we are determining the level of agreement of a “lifetime” measure (i.e.
CAGE-AID), with a measure of substance abuse over the past six months (i.e., the PDSQ). For a
chronic health issue such as substance abuse, with its “ups” and “downs” across a person’s lifespan,
this remains an important comparison from a research and clinical point of view. We have also tried
to offset some of these technical limitations in the statistical assessment of test performance by

formally incorporating consumer and staff feedback into the research plan.

Prevalence Rate of Substance Abuse
Although not a formal research objective per se, the study results do bear on the question of how

frequently substance abuse occurs among consumers of community mental health services and,
therefore, the extent to which recommendations for systematic screening have basic face validity in

terms of their rationale and importance.
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The high level of variation in our findings based on the different measures speaks to the variability in
administration style, content and time frame within the measures themselves. In other words, it is not
helpful to present a “true” prevalence rate as it is ultimately tied to the chosen methodology for
identifying caseness. There is also the issue of instrument validity itself which is rarely if ever
perfect. We have several ways to estimate the lower boundary of a prevalence rate in the study
population. In thisr project one might consider the minimum estimate of prevalence to be reflected in
the proportion of the consumers for whom a diagnosis of substance use disorder was documented in
the file (5.2% current and 20% lifetime for both study samples combined). Another approach to a
minimum estimate may be derived from staff ratings, to the extent that these ratings were based on
all available information and made prior to any new information from any of the screening tools.
These ratings would yield rates of 14% current and 38% lifetime. The PDSQ itself yielded a six-
month point prevalence estimate of 30%, which is just over double the proportion deemed by staff to
have “current” problems. The 12-month SADS measure (dependence and abuse) yielded a rate of

22% for the combined samples.

At the other end of the continuum we would suggest that a maximum estimate of lifetime substance
related problems in our study sample is best captured by the SADS, and using both the dependence
and abuse criteria (58%). A person would score positive on this measure by answering “yes” to any
one of the SADS items that map onto the dependence or abuse criteria of DMS-IV (American
Psychiatric Association, 1994), at any point in their lifetime. Hence, it is the most liberal measure in

the test battery employed in both study sites.

The variability in the prevalence rates aside, they lead us to one firm conclusion. Almost all the
measures, including systematic but low cost staff ratings based on available information, the single
items based on the Health Canada Best Practice Report, and the brief low cost 4-item CASE-AID,
identified more cases of substance abuse in both sites than was officially recorded in the consumers
files in terms of diagnoses of substance use disorders. Related to this is the even lower proportion of
consumers with any record of having ever received treatment for substance abuse (10.5% lifetime).
This small percentage receiving treatment represents about one in six of those with potential
substance use disorders as determined by the SADS lifetime measures, or one in four of those

potentially experiencing more severe substance dependence.

The rationale for introducing systematic screening processes into routine practice is also bolstered by

the consumer and staff feedback. In general, most consumers are comfortable answering questions
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about their alcohol and drug use or related problems, although staff point out the value of doing so on
a foundation of trust and familiarity with the person’s overall life situation. The large majority of staff
reported that asking some questions about substance use/abuse was helpful for planning
assessment, treatment and support. Completion times for the various options ranged from around 2-
8 minutes with several options around five minutes or less. Staff were generally confident in their
abilities to ask about alcohol and other drugs; confident in the accuracy of consumers’ responses;
and confident in their own ratings of the likelihood the consumer has a substance abuse problem,
especially if it was a consumer already known to them. However, about two-thirds of staff also

agreed they should definitely or probably engage in screening processes beyond their own ratings.

What screening tools perform the “best”?

It is difficult to synthesize our statistical assessment of test performance presented in Tables 4-6 to
distill a research-based recommendation for the “best” screening tool or tools. We proceed here with

a grouping of the various screening options into three categories:

o Red light selections — those screening options that can clearly be ruled out based on poor test

performance from a statistical point of view;

e Amber light selections — moderate level performers from a statistical point of view and which

may warrant further consideration based on staff and consumer feedback;

e Green light selections — the best performers from a statistical point of view, and which may
either remain in the green light zone based on staff and consumer feedback, or which may be

moved to the amber light group based on concerns they express.

Red Light Performers:

In this group we would include the DALI based on its very low sensitivity (14%) and moderate
negative predictive value (74%). These poor results with the DALI came as a surprise to the
research team based on the much more encouraging findings from the research literature
(Rosenberg et al., 1998). The DALI, however, was developed and validated for use with people with
severe and persistent mental illness and our study population was considerably more diverse in
diagnostic terms. Also the DALI only covers a limited range of substance and some of the items
appear out-dated and perhaps inappropriate in a Canadian context.
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Other screening options we would include in the red light category are the individual items
recommended in the Health Canada Best Practice Report on concurrent disorders (Health Canada,
2002). In fairness to the authors recommending these items they were advocated as supplementary
screening items to tools such as the CAGE-AID. We also evaluated each of the three items on an
individual basis and it would be rare for a single screening item to perform as well as a group of
items, however small in number. It was beyond the scope of this report to evaluate the three Health

Canada items against the gold standard_in various combinations. While we will explore this in future

analyses, we suspect on the basis of the individual item results (i.e. sensitivities of 29%, 52% and
38%) and their inter-correlation (data not shown), that their overall grouped item performance is
unlikely to match that of, for example, the CAGE-AID.

Into our red light grouping we would also include staff ratings based only on “current” as opposed to
lifetime status. For all clients combined, the comparison of the staff's “current problem rating” to the
results of the 6-month PDSQ only identified 43% of positive cases. For new clients it identified only
25% of positive cases. Thus, although as discussed earlier in this section, there is some net gain
from a systematic staff rating over and above documented diagnoses in the consumers’ files, this
rating of current problems falls far short of the results of brief screening with a structured self-report
tool such as the PDSQ. Qualitative feedback from staff in this project acknowledged the difficulty in
screening with new consumers. The difficulty with these staff ratings of current problems with new
consumers coming into the program has also been documented in other Ontario-based community
mental health services (Rush et al., in preparation) since substance abuse issues may be poorly
documented and under-reported by consumers during intake interviews which cover substance
abuse in a more informal, unstructured manner. Published research on similar staff ratings of
substance abuse have been conducted with consumers engaged for some time in intensive case
management programs. In such programs staff may have a fairly intimate knowledge of clients’

lifestyle, including alcohol and drug abuse (Barry et al., 1995).

Finally for the red light grouping, and with respect to the SADS 12-month dependence items, we

obtained a sensitivity of 38% compared to the PDSQ, no doubt due to the former having
comparatively strict criteria based only on alcohol or drug dependence. Clearly, this is too narrow a

net to cast for an initial screening tool.
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Amber Light Performers:
We would include three of our options into this amber light category: the CAGE-AID, the CAMH CD-

Screener, and the SADS 12-month dependence items only.

The CAGE-AID obtained sensitivity value of 71% and a negative predictive value of 88%, a moderate
performance level that is consistent with previous research in a severely mentally ill population
(Rosenberg et al., 1998). In the present study its performance dropped only marginally with new
versus current consumers (i.e. sensitivity ratings of 67% compared to 77%). The CAGE-AID also
has the advantages of ease of administration during interviews with consumers, as well as brevity
and low cost. lItis also a “known,” and widely researched tool, for other settings, (i.e. primary care)
and this may facilitate more widespread and systematic dissemination in the mental health sector.
Its main disadvantage is that it only assesses lifetime as opposed to more recent problems. Despite
this latter limitation, we would conclude that the CAGE-AID should be considered for our “tool-kit”,

with its pros and cons weighed against the green light alternatives discussed bellow.

The CAMH-CD Screener casts a very broad net for substance abuse problems as reflected in the
DSM-1V criteria. Technically, one derives lifetime rates of abuse or dependence for a wide range of
substances. A supplementary item in each module does inquire as to whether any of the reported
problems were experienced in the past 12-months and this could be used to derive 12-month rates of

substance abuse but not dependence. Using the lifetime scoring for either abuse or dependence we

obtained a moderate sensitivity value of 75% and a negative predictive value of 87%. The CD-
Screener, however, was the least preferred option among consumers, in large part because of its
“computer-only” administration and the significant issues faced by many consumers with the use of
the computer. It was also the least preferred approach among staff members. Other issues and
concerns experienced in the project with the CD-Screener included the need to build in a front-end
instrument to pre-establish the substance-related module or modules of relevance for the consumer
(i.e. the alcohol module, if alcohol was used; the cocaine module, if cocaine was used). This is
highly inefficient from a screening point of view and reflects the origin of the screening tool in a
substance abuse treatment setting where this information would be readily available. Finally,
technical difficulties were experienced with the administration of the Screener through TREAT (i.e.

system went down on an unexpected and unannounced basis).

Green Light Performers:

For a variety of reasons the SADS lifetime dependence or abuse measure emerged among our list of

top choices. Assessed against the 6-month time frame of the PDSQ this measure achieved the
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highest sensitivity values (.90) and highest negative predictive value (.94). The overall efficiency
rating was .66, a rating dampened by the much more modest positive predictive value. Thus, the
SADS lifetime dependence and abuse measure successfully throws a very wide net for positive
cases and successfully rules out true negative cases, but at a cost of some over-identification or
false positives. Thus, it needs to be followed up with more detailed assessment procedures in order
to determine, for example, the time frame of the most recent problems, extent and pattern of current
alcohol/drug use, relationship to functioning etc. The SADS also has the added benefit of being

flexible in its time frame within the same instrument. It was also the best performer among new

clients at 78% sensitivity, a moderate value but the best with this group among the various
alternatives tested. It is also a clinician-administered tool, an approach highly favored by clinicians
and on average took 5 to 6 minutes for completion. Since it is based on the full set of symptom
counts within DSM-IV it can also serve as an outcome monitoring tool via documentation over
repeated administrations of either the total symptom count or problems in specific areas (i.e. legal,

relationship, physical dependence). In short, it has a lot going for it.

Our list of “green light performers” also includes the staff rating of lifetime substance abuse problems.

In contrast to the rating of current problems, the lifetime rating achieved a sensitivity of 86%, a

negative predictive value of 93%, and an overall efficiency rating of 82%. Thus, it outperformed all
structured screening tools except the SADS lifetime measure (dependence or abuse), and it was
very close in performance to that measure as well. It would be tempting to conclude from these data
that there is little to be gained from formal screening tools over-and-above a review of all existing
information regarding substance abuse and experienced clinical judgment. However, when we break
down the data for new versus current consumers we see the achilles heel of these staff ratings —
they do not perform very well at all for new consumers (sensitivity of .56 (new) versus 1.0 (current).
This makes sense given the often limited information available vis a vis substance abuse when a
consumer first engages with a new program. Both the CAGE-AID and the SADS lifetime significantly

outperform the lifetime staff ratings for new consumers.

In summary, we conclude that the lifetime staff ratings have a clear role to play in screening and
documenting substance abuse. They are low cost as they take advantage of all existing information.
If nothing else a formal process of making a rating of substance abuse on an annual or bi-annual
basis will sensitize staff to potential substance abuse among the consumers they support. However,
despite staff's confidence in their ability to make these ratings they also endorsed the need for being

more systematic.
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The last member of our green light group is the PDSQ itself. Although selected in this project as the
gold standard comparison tool based on the strength of it's validation against the SCID (Zimmerman
& Mattia, 2001), the 12-item substance abuse section of this psychiatric comprehensive screening
instrument (6 alcohol items, 6 drug items) is itself a viable option for identifying people with
substance abuse problems in mental health services. With a sensitivity of 85% and negative
predictive values of .98 and.99, these 12 items do a good job of ruling out substance abuse while
casting a wide net for follow-up assessment. When considered against our previously listed
selection criteria it meets most of our criteria with the exception perhaps of resource investment since
it is a pay-per-use copy-written tool, unlike the others evaluated here. Based on caseload data
provided for this project, an estimate of the annual cost of using the PDSQ with all new clients would
be $500-$675 for the Toronto site (216 new cases annually) and $700-$940 for the Windsor site (300
new cases annually). The price range reflects optional purchase of a starter kit. We would suggest
between $500 and $1000 annually would cover the costs of using the PDSQ to screen for substance
abuse and the AXIS | mental disorders within DMS-1V.

One added benefit of the PDSQ over the others is that other sections of the same tool screen for a
range mental disorders and thus it has significant potential for application within substance abuse
services. Use of the same tool in mental health services would probably facilitate communication and
exchange of information across the mental health and substance abuse sectors. A comprehensive
screening for mental disorders may also be of considerable value in community mental health
services given the extent of unrecognized co-morbidity across mental disorders such as mood,
anxiety, psychotic and personality disorders as well as substance use disorders (Zimmerman and
Sheeran, 2003).
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Table 7.0 Summary of Table of Recommendations

Screening Tool ‘

Green Light e SADS Lifetime
Abuse and Dependence
e PDSQ

e Staff Lifetime Ratings

Amber Light e CAGE-AID
e CAMH CD Screener

. DALI

Red Light * =
g e |[ndividual Health Canada

Items

e Staff Ratings Based on
Current Problems

A Roadmap of Substance Abuse Screening

Our discussion of the screening options, as well as the resulting prevalence results presented earlier,
underscore the point that there is no “perfect” screening tool. Even the options in the amber and
green categories have potential disadvantages, and advantages. To complement our summary
table, and as a final strategy to illustrate the potential role of these tools, we present a “Roadmap” for

a staged approach to screening for substance abuse in the context of community mental health

services. The Roadmap is organized from top to bottom according to the question to be answered in
the clinical process on the basis of the information from the screening tool or procedure. At the top of
the Roadmap, one wants a low investment screening tool that will yield information to help answer
the question “Is there evidence of a possible substance abuse problem that requires further
investigation?” To address this “first pass” question the results from the staff lifetime rating, the
PDSQ, and the CAGE-AID would be helpful with a very low investment in staff time. The 16-item
SADS tool (lifetime abuse and dependence) may also be helpful in this initial stage. Although it
requires a bit more investment of time (but still only 5-6 minutes) it yields considerably more

information.
Another important step in this staged approach is to assess the potential for withdrawal symptoms

using an instrument such as the CiWa (reference), a tool not evaluated here due to its fundamentally

different purpose beyond screening per se.
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Going a little further down the Roadmap the questions to be answered begin to bridge into
assessment by asking, “How serious is the problem?” Is it abuse versus dependence?” For these
guestions the SADS would provide a preliminary breakdown of abuse versus dependence. Another
tool known as the AUDIT (Maisto et al., 2000) would also be helpful at this stage although it was not

evaluated in the preset project due to its sole focus on alcohol to the exclusion of other drugs.

Going more deeply into the assessment process requires information to address the question, “What
is the extent and pattern of substance use and abuse?” This requires much more detailed
assessment tools and the assistance of trained addictions workers. Bridging even more
comprehensively into the area of treatment planning requires yet additional information and much

more experience working with people with addiction-related problems.

In sum, our various screening options are best seen as the beginning steps of a staged approach to
screening, assessment and treatment planning requiring increasing levels of time and resource
investment, as well as increasing levels of experience clinical training and experience with

addictions.
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Roadmap for Substance Abuse Screening and Assessment

Step Question/Issue Options
Is there evidence of a possible Staff lifetime rating based on
Screening substance abuse problem that all available information
' ' igation?
A requires further investigation CAGE-AID
PDSQ alcohol/drug items
Possibly the SADS (lifetime
abuse and dependence) if
time allows
Also ask about lifetime and
past year use of all
substances
\/
Assessment Is the person in crisis or experiencing Ciwa
withdrawal symptoms?
A How serious is the problem? Abuse SADS
2
versus dependence* AUDIT - for hazardous or
harmful drinking
What is the extent and pattern of Drug History Questionnaire
2
substance use/abuse” Timeline-Follow Back
Addiction Severity Index
Assessment
What is the effect on mental health History
symptoms and compliance? What is , .
A vt/T i ¢ the pay off matrix? Bio-psychosocial Mueser's payoff matrix
ssesslrar;en ‘reatmen issues? Bio/psycho/social
anning dimensions

Should the possibility that mental
health symptoms be substance-
induced be explored?

Mental health treatment
history and reaction to
reduction in substance use

What would be the appropriate way to
structure treatment?

Exploring integrated
treatment options and
preferences
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