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INTRODUCTION 

Substance abuse and crime are often coexistent factors. Over ~he last decade several state and 
national reports have documented the need to address substance abuse among adult and juvenile 
offenders in order to enhance public safety and promote healthy communities (2000,1). The state 
of Nebraska is no exception in its observance of crime and substance abuse. Successful reduction 
of the problem requires a working relationship between justice officials and substance abuse 
treatment providers. Problems, however, seem to exist in ameliorating the substance abuse among 
adults and juveniles. A 1993 technical review prepared for the Department of Public institutions 
concluded, "The relationship between probation and treatment systems was 'ad hoc' and dependent 
on the good will and energy of each individual probation officer and each individual treatment 
provider" (Herz, 2001). 

Recognizing the problem, a group of justice practitioners began meeting in 1996 to address 
problems related to substance abuse treatment. In 1997, this group named itself the Criminal Justice 
Coordinated Response and worked to: 

• Identify gaps in the criminal justice system related to treatment; 
• Eliminate fragmentation in services through the criminal justice continuum; 
• Identify effective treatment modalities for offenders; and 
• Integrate predictors of recidivism into substance abuse treatment (Herz, 2001) 

Problems existed beyond the justice system. There was also fragmentation or gaps in the 
relationship between criminal justice and substance abuse providers. Included among these 
inconsistencies are: 

• Inconsistent coordination and communication 
- Lack of cross-training 
- Lack ofinformation sharing 

• Lack of criteria and accountability 
- Selecting offenders for evaluations (Justice) 
- Producing quality evaluations (Providers) 

• Need to reexamine and update treatment approaches for offenders 
• Limited system resources to pay for treatment 
• Limited number of treatment & Certified AlcohollDrug Abuse Counselors (CADAC) 

- 1 CADAC/3,068 NE Residents 
- 1 CADACIl2,500 Western NE Residents 

Recognizing these issues, the Nebraska Unicameral passed LB 865 (1999) which required 
the Governor to create a Task Force to examine the adult and juvenile offenders' need for access to 
substance abuse treatment. The Nebraska Substance Abuse and Treatment Task Force was then 
created. The Task Force was required to report on issues and make recommendations by 
January 2000. The following key findings were included in the report: 
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• 25 to 40% of adult arrestees and 65 to 85% of incarcerated adult offenders need substance 
abuse treatment compared to only seven percent of the general adult population. 

• 30 to 40% of juvenile arrestees and 65 to 80% of juvenile offenders in the youth 
rehabilitation and treatment centers at Geneva and Kearney need substance abuse 
treatment compared to only five percent of the general juvenile population. 

• Treatment of addiction is as successful as the treatment of other chronic diseases such as 
diabetes; hypertension; and asthma as long as treatment "best practices" are implemented. 
In fact, it is estimated that for every $1 spent on treatment, there is a $4-$7 reduction in 
drug-related crime and criminal justice costs. Furthermore, individuals who enter 
treatment under legal pressure have outcomes as favorable as those who enter voluntarily. 

• Treatment does not need to be voluntary to be effective. Sanctions or enticements from 
the criminal justice system can increase treatment entry, retention rates, and the success 
of drug treatment interventions significantly (2001, I). 

Following the report to the Governor in January 2000 the Task Force met in subcommittees 
to work on additional specific recommendations. It was recognized early that the gaps between the 
justice system and providers needed to be bridged. It was also recognized that a simple, but standard 
manner of identifying the need for substance abuse treatment was needed. This became the work of 
the Standardization Subcommittee. 

The Standardization Subcommittee was originally formed by the Substance Abuse task Force 
to develop and recommend standardized substance abuse evaluation instruments for adults and 
juveniles processed in the criminal and juvenile justice systems. The Standardized Model of 
Assessment was developed. 

This manual is designed to provide guidance in the use of the Standardized Model of 
Assessment and the various "instruments" and procedures associated with the ModeL The manual's 
development emanates from the efforts of members of the Substance Abuse and Treatment Task 
Force to standardize the assessment of substance abuse treatment needs for both juveniles arid adults 
in the justice system. It stems from more than three years of meetings designed to examine the needs 
of adult and juvenile offenders for better access to treatment while in the system. 
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EXECUTIVE SUMMARY 

Nebraska law (LB 865) (1999) established the Nebraska Substance Abuse Treatment Task 
Force to examine adult and juvenile offenders' need to access substance abuse treatment. The Task 
Force consisted of key stakeholders from both the justice system and substance abuse treatment 
professionals. The Task Force found a great need for substance abuse treatment: 25-40% of adult 
arrestees and 65-85% of incarcerated adults; and 30-40% of juvenile arrestees and 65-80% of 
juvenile offenders in youth rehabilitation centers needed treatment. Part of the problem in providing 
treatment was found to be the major gap between the justice system and substance abuse treatment 
providers, including the lack of a standard method of identifying the need for treatment. 

As a result of three years of work, the Task Force developed a Standardized Model for 
Assessing Drug Abuse Among Offenders (also referred to as the Standardized Model). Objectives 
of the model are to standardize: identification of the need for treatment, assessment of risk of re­
offense; and, reporting/sharing of information withinlbetween the justice and provider systems. 

Components of the model include: Screening, Risk Assessment, and Evaluation. Screening 
and Risk Assessment are primarily the responsibility of the justice system whereas Evaluation is the 
responsibility of treatment providers. Attention to confidentiality and cultural competency issues 
are important throughout the entire process. 

Screening clients for substance abuse is critical to early detection of a problem and the need 
for further evaluation. The Task Force chose the Simple Screening Instrument (SSI) for use by 
justice personnel statewide because of its ease of administration and scoring. Information gained 
from screening stays with the client throughout processing and is shared with providers if an 
evaluation is done. 

Risk Assessment determines the chances of re-arrest of an offender who abuses alcohol and 
other drugs (ADD). The process takes into account three kinds offactors: risk factors which increase 
an individual's probability of engaging in crime or delinquent behavior, need factors which 
compound the effects.afrisk factors, and protective factors which help counter risk factors. Agencies 
are asked to convert information from their current risk assessment forms to the Nebraska 
Standardized Risk Assessment Reporting Format for Substance Abuse Offenders. The use of a 
standard reporting format is important in maintaining consistent information on all offenders. This 
form and other information (criminal history, SSI results, and disclosure forms) are sent to providers 
of evaluation services for referred clients. 

Evaluation is the portion of the model that deals with evaluating what kind of treatment and 
level of care the ADD abuse client needs. The intent of the model is for treatment providers to 
receive standardized information for all clients referred through the justice system. This will enable 
providers to make well-informed decisions for placement. 

The key assumption of the Standardized Model is that if the steps prescribed within the 
model are followed by all justice agencies and treatment providers in the state of Nebraska, offenders 
will be better served in addressing any substance abuse problems. Cooperation of all agencies 
involved with offenders with potential ADD abuse problems is essential to collecting and sharing 
appropriate and accurate information. 
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RATIONALE FOR TRAINING ON 
USE OF THE STANDARDIZED MODEL 

In the past, persons screening offenders for substance abuse and treatment recognized that 
the system of screening, assessment, evaluation, and treatment was often fragmented and followed 
no standardized format. The result was inconsistent coordination and communication among justice 
professionals and substance abuse providers. It was extremely important that there be an appropriate 
matching of treatment settings, interventions and services to meet the individual needs of clients. 
The development of the Standardized Model for Assessing Substance Abuse Among Offenders closes 
this gap. It is important, therefore, that individuals involved in this process become familiar with 
the language, processes, and reporting formats necessary to provide the best treatment and level of 
care for offenders with problems. This manual serves as a means of meeting this need. 
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STANDARDIZED MODEL FOR ASSESSING 
SUBSTANCE ABUSE AMONG OFFENDERS 

Training Objectives 

At the end of this module participants should: 
I. Be aware of the components of the Standardized Model of Assessment. 
2. Be cognizant of the mission of the ModeL 
3. Understand the responsibilities of individuals/agencies in each component of the 

ModeL 

Description of the Model 

The Standardized Model of Assessment, consists of three components - screening, risk 
assessment, and evaluation. The screening and risk assessment components are primarily the 
responsibility of the justice system. The evaluation component is the responsibility of substance 
abuse treatment providers. 

The mission of the Standardized Model: 

• To provide a mechanism to ensure that all offenders are consistently screened and 
evaluated (when necessary) for substance abuse and/or dependency and matched to 
appropriate treatment. 

• To accurately identify substance abuse and/or dependency and access to appropriate 
treatment early in the criminal justice process in order to enhance public safety by 
reducing offender drug use and future criminal behavior. 

• To coordinate and formalize information sharing between justice agencies and 
treatment providers in order to accurately and consistently assess substance abuse 
among offenders. 

• To integrate appropriate levels of care with offender accountability. 

The Standardized Model requires justice agencies: 

• To screen all offenders for substance abuse as early in the process as possible 
• To provide risk assessments to professionals conducting substance abuse evaluations 

for offenders observed as potential substance abusers 
• To require that substance abuse professionals use a process of diagnostic impressions 

and recommendations that ensure the consistent and accurate diagnoses and 
recommendations for the appropriate level of care. 

• To formalize information sharing between justice personnel and treatment providers. 

The Standardized Model requires substance abuse professionals to evaluate offenders to 
ensure consistent and accurate diagnoses for treatment. The information and processes found in the 
following modules are necessary for the accomplishment of these factors. 
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Model Process & Requirements 

Screen Complete Risk Evaluate Integrate 
~ Assessment 

~ ------.~ 

Offenders to Provide Summary Offenders for Appropriate Levels 
Identify Who of Information Presence of of Supervision & 
Needs Further to Provider Substance Abuse Treatment in 
SA Evaluation or Dependency Disposition of 

Sentence 

j j j j 
Justice Agencies Justice Agencies SA Providers Judges, Justice 

Agencies & BH 
Systems 

j j 1 j 
Simple Screening Standardized ASIJCASI & Standardized 
Instrument Reporting Format Standardized Levels of Care & 

Reporting Format Matrix Guidelines 
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CONFIDENTIALITY 

Training Objectives 

At the end of this module, participants should: 

I. Understand the importance of keeping information confidential 
2. Be aware of the Federal and State laws regarding confidentiality 
3. Understand disclosure of information and client consent 

Importance of Confidentiality 

Confidentiality of information about alcohol and other drug abuse (AOD) abuse legally 
protects the right of privacy of the client and allows the client (rather than the program) to detennine 
when and to whom information will be disclosed. Protecting confidentiality must occur at all points 
in the process, including gathering information from clients, referring clients for assessment, making 
diagnosis, providing treatment, and/or communicating with other agencies working with clients. 
Laws and regulations regarding confidentiality are primarily Federal and are intended to attract AOD 
abusers into treatment. 

Note that while information about confidentiality laws is current as of the printing of this 
manual, laws change over time. Therefore, it is recommended that specific questions concerning 
confidentiality be discussed with an attorney or other expert in the area of confidentiality law. 

Regulations 

Advantages of Confidentiality 
Protects the client's right of privacy 

Allows client the right to detennine when and to whom disclosure 
of information is made 

A voids conflict with Federal and State confidentiality laws 

Federal statutes and regulations guarantee the strict confidentiality of information about all 
persons applying for or receiving AOD abuse prevention, screening, assessment, and treatment 
services and apply to any program that holds itself out as providing services for AOD abuse. 
Violating the regulations is punishable by a fine of up to $500 for a first offense or up to $5,000 for 
each subsequent offense. (See Appendix A, Part I) Although Federal regulations apply only to 
programs that receive Federal assistance, this includes indirect forms of Federal aid, such as tax­
exempt status or State or local government funding received (in whole or in part) from the Federal 
Government. (See glossary for full definition.) 
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Federal law takes precedence over State law and no State law may either authorize or 
compel any disclosure prohibited by the Federal regulations. If a disclosure permitted under the 
Federal regulations is prohibited under State law, neither the Federal regulations nor the authorizing 
statutes may be construed to authorize any violation of that State law. 

Nebraska has several statutes that relate to disclosure, and access and restriction to records 
(Appendix A, Parts III and IV). 

Disclosure of Information and Client Consent 

Because client information must be shared among professionals/agencies in order to provide 
good client services, Federal regulations (65 FR 53649) permit disclosure after the client has signed 
a proper consent form. This also allows disclosure without client consent in' certain situations 
discussed later in this section. 

A proper consent form must be in writing and must contain all of the following items: 
• Name or general description of the program (s) making the disclosure 

• Name or title of the individual or organization that will receive the disclosure 

• Name of the client 

• Purpose or need for the disclosure 

• How much and what kind of information will be disclosed 

• Signature of the client and, when required for a client who is a minor, the signature 
of a person authorized to give consent under §2.l4; or, when required for a client who 
is incompetent or deceased, the signature of a person authorized to sign under §2.15 
in lieu of the client. 

Note: when the client is an adult with a guardian: whether a guardian can sign for 
his ward depends on the specific language used in the legal documents that created 
the guardianship. Most guardianship documents will contain language broad enough 
to allow the guardian to sign a waiver of the ward's confidentiality rights, but "never 
say never". Never get JUST the ward's signature. Even if the language in the legal 
documents that created the guardianship does not appear broad enough to grant the' 
power to waive confidentiality, a court is likely to hesitate to find that a person who 
has a legally appointed guardian could ever be "bound" by the "ward's" signature 
alone on a waiver. So, get both if possible - if not possible, get the guardian's 
signature. 

• Date on which the consent is signed. 

• A statement that the consent is subject to revocation at any time except to the extent 
that the program or person which is to make the disclosure has already acted in 
reliance on it. Acting in reliance includes the provision of treatment services· in 
reliance on a valid consent to disclose information to a third party payer. 

• The date, event, or condition upon which the consent expires if not revoked before. 
This date, event, or condition must insure that the consent will last no longer than 
reasonably necessary to serve the purpose for which it is given. 
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The following sample consent fonn contains all required elements, but others may be added .. 

SAMPLE CONSENT FOR DISCLOSURE OF SUBSTANCE USE/ABUSE INFORMATION 

I. I (name of client) __________________ ( )" Request "( )" Authorize: 

2. (name or general designation of program which is to make the disclosure) 

3. To disclose: (kind and amount of information to be disclosed) 

A. To: (name or title of the person or organization to which disclosure is to be made) 

5. For (purpose of the disclosure) 

6. Date (on which this consent is signed) ____________________ ~_ 

7. Signature of patient ____________________________ _ 

8. Signature of parent or guardian (where required) 

9. Signature of person authorized to sign in lieu of the patient (where required) 

10. This consent is subject to revocation at any time except to the extent that the program which is to make 
the disclosure has already taken action in reliance on it. If not previously revoked, this consent will 
terminate upon: (specific date, event, or condition) 

(c) Expired, deficient, or false consent. A disclosure may not be made on the basis of aconsent which: 
(I) Has expired: 

(2) On its face substantially fails to conform to any of the requirements set forth in paragraph 
(a) of this section; 

(3) Is known to have been revoked; or 

(4) Is known, or through a reasonable effort could be known, by the person holding the records 
to be materially false. 
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Important Points Regarding Disclosure 

• Be specific about the need or purpose for information, (i.e. make an appointment for 
assessment). 

• Expiration date, event, or condition must last no longer than reasonably necessary to 
serve the purpose for which it is given. 

• The general consent form permits the client to revoke consent at any time, verbally or in 
writing. The consent form must include a statement to this effect. If the program has 
already disclosed information, it is said to have acted in reliance on the consent (relying 
on the permission given previously). The program is not required to try to retrieve the 
information it has already disclosed. 

• Examples of client-identifying disclosure: when a worker makes an appointment for a 
client's assessment or treatment for AGD abuse, or when screening programs ask a 
collateral source (family member, employer, physician, mental health professionals) to 
verify client's information. 

• Consent must be obtained before the AGD treatment program can receive screening 
results from the referring agency. 

• Consent form that permits disclosure to several entities or persons as listed on the form 
allows communication about a client between two programs 

Redisclosure 

Disclosure to other entities is prohibited unless the client signs a consent form authorizing 
such redisclosure. Those who receive the redisclosure notice (shown below) are prohibited from re­
releasing information except as permitted by the regulations. 

The fact that a client has signed a proper consent form authorizing the release of information 
does not force a program to make the proposed disclosure unless the program has also received a 
subpoena or court order. The program's only obligation is to refuse to honor a consent that is 
expired, deficient, or otherwise known to be revoked, false, or invalid. A program 
cannot be forced to disclose information, even by a subpoena, if a client has not given consent; 
however, a program can be forced to disclose by a subpoena if the client has given consent. 
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Prohibition on Redisclosing Information Concerning 
Clients Receiving Treatment for AOD Abuse 

This notice accompanies a disclosure of information concerning a clieqt in alcohoVdrug abuse 
u-eatment, made to you with the consent of such client. This infonnation has been disclosed to 

. .. you from records protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules 
prohibit you from making any further disclosure of this information unless further disclosure is 
expressly permitted by the written consent of the person to whom it pertains or is otherwise 
pemutted by 42 CFR Part 2. A general authorization for the release of medical or other 
information is NOT sufficient for this purpose. The Federal rules restrict any use of the 
infonnation to criminally j~vestigate or prosecute any alcohol or drug abuse client. 

Exceptions to Federal Confidentiality Laws 

Some exceptions to Federal exists. The following general situations allow disclosure without 
consent. 

• No client-identifying information is revealed (e.g. aggregated popUlation data) 

• Client's status as an AOD abuse patient is not revealed (e.g. health services 
information about illness but not AOD problems). Not applicable to programs that 
provide AOD services only, unless disclosure is anonymous. 

• Members of the clinical team in the same program need to share AOD information 
about clients because their work requires it. 

Court -Ordered Disclosures 

One of the most widely used exceptions is the Court-Ordered Disclosure. Issued by State or 
Federal courts, this order pennits a disclosure about a client that would otherwise be forbidden. The 
court must follow certain special procedures and makes particular detenninations required by the 
regulations before disclosures can be ordered. Subpoenas, search warrants, or arrest warrants, even 
when signed by a judge, are not sufficient, standing alone, to require or even to pennit a program to 
disclose information (§2.61). 

A court must first notify the program and the client whose records are being sought of its 
application for the order. The program and the client then have an opportunity to make a oral or 
written statement to the court. Generally, the application and any court order must use fictitious 
names for any known client, and all court proceedings in connection with the application must 
remain confidential unless the client requests otherwise (§§2.64 (a), b, 2.65,2.66). 

Before issuing an authorizing order, a court must find that there is "good cause" for the 
disclosure. A court can find good cause only if it detennines that the public interest and the need for 
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disclosure outweigh any negative effect that the disclosure will have on the client, the relationship 
between the client and his or her physician or counselor, and the effectiveness of the program's 
treatment services. Before it may issue an order, the court must also find that other ways of 
obtaining the information are not available or would be ineffective (§2.64 (d). 

Other Exceptions 

Other exceptions are found in Appendix A, Part II. These exceptions include the following: 
• Qualified Service 'Organization Agreements 
• Medical Emergencies 
• Disclosures to Elements of the Criminal Justice System which have Referred Patients 
• Crimes on Program Premises or Against Program Personnel 
• Research, Audit, or Evaluation 
• Client Notice and Access to Records 
• Records (Nebraska statutes covering restriction of access to records) (See Appendix 

A, Part IV) 

Barriers to Confidentiality 

Non-compliance with confidentiality laws 

Need to share information among agencies may inhibit compliance 
with confidentiality laws 

Not understanding or incorporating the exceptions to confidentiality 
laws 

Sources 

Herz, D.C. (2001). Substance Abuse Treatment Task Force Final Report. September. Nebraska 
Commission on Law Enforcement and Criminal Justice. Lincoln, NE. 

Winters, K.c. & Zenilman, J. M. (1994). Simple screening instruments for outreach for alcohol and 
other drug abuse and infectious diseases. U.S. Department of Health and Human Services, 
Substance abuse and Mental Health Services Administration, Treatment Improvement 
Protocol (TIP) Series # 11. Washington. This publication is used heavily within the 
confidentiality section, with written permission. 
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CULTURAL COMPETENCE 

Training Objectives 

At the end of this module participants should: 

1. Have an understanding of the importance of cultural awareness when implementing the 
Standardized Modelof Assessment 

2. Be able to define cultural competence. 
3. Understand the particular cultural factors associated with the use of the Model. 
4. Know the specific skills associated with developing cultural competency. 

Advantages of Cultural Competence 

Increased understanding factors contributing to offender's potential 
for substance abuse 

Ability to understand verbal and nonverbal communication from 
offenders 

Increased ability to communicate with offenders 

Effective Response to a Diverse Clientele 

The increased number of substance abusers coupled with the demographic changes in 
America, leads to the question of whether existing policies, programs, and services are relevant to 
the cultural values, traditions, needs, and expectations of the population served. Compounding these 
factors is the fact that "Standardized assessments are highly problematic when used with individuals 
from other than mainstream United States culture" (Bonder, et aI., 200 I). Differences in perception 
on the part of professional and clients may lead to inaccurate assessments. 

The information compiled in this module makes no assumptions regarding the abilities of 
justice professionals or the providers of substance abuse treatment to operate in a multicultural 
setting. This unit provides information on how to more effectively respond to the challenges 
associated with obtaining information from, and providing services to a culturally diverse clientele. 

Diversity 

. Diversity is defined as "a mix of people in one social system who have distinctly different, 
socially relevant group affiliations. There are many kinds of group affiliations such as gender, 
nationality, racioethnic identity, age cohort, levels or types of physiological abilities or disabilities, 
religion" (Cox and Beale, 1997). This list is by no means exhaustive. A socially relevant group 
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affiliation is one to which some strong meaning is attached when people interact together. When 
these group affiliations are socially relevant and have cultural significance, the term cultural 
diversity is used (Cox and Beale, 1997). This information contained in this module assumes all 
aspects of diversity to be relevant. 

Cultural Competence 

Cultural competency results from a sequence of actions that "leads to an ability to effectively 
respond to the challenges and opportunities posed by the presence of social-cultural diversity in a 
defined social system"(Cox and Beale, 1997). The learning process entails (1) recognizing that 
diversity has genuine effects on the behavior within an organization and the work outcomes; (2) 
understanding why cultural competency is relevant to the good performance; and (3) taking steps to 
change non-productive actions (Cox and Beale, 1997). 

Individuals and organizations have cultures. The interface of these two cultures present 
important dynamics. This is especially true when the culture of the individual and the culture of the 
organization negatively affects those to whom they deliver services (substance abusers, and those 
suspected of substance abuse). Organizational culture affects, as well as effects, the relationships 
that occur within the organization's environment. According to the Child Welfare League of 
America, "Every organization has an unwritten set of rules, or organizational culture. How the 
organization functions and what the organization values is part of the culture of the organization" 
(1999). 

Factors Affecting the Use of the Standardized Model of Assessment 

Factors of assessment that appear most objective are subject to misinterpretation. The cultural 
issues present in all standardized assessments are conceptual differences and the use of language. 

Conceptual Differences. Differences in perception can often lead to inaccurate results when 
standardized measures are used. Even when language does not appear to be a barrier, "cultural values 
and beliefs can affect the accuracy with which the client's and the clinician's messages are 
conveyed" (Bonder 200 1). Often what is assumed by professionals may not be the same assumptions 
made by clients. It is vitally important to check frequently for the level of understanding and to be 
sure that both parties are working from the same premise. Noncverbal signals such as facial 
expression, body language, and voice tone can provide an abundance of information. It is up to 
service providers to learn to read them accurately (Wright 1996). 

Language. Interacting with an individual for whom English is not the first language may 
find communication difficult because of vocabulary limitations. Often the mere use of terminology 
may lead to misunderstanding. Within the context of the justice system, additional barriers may exist 
in attempting to communicate for the" purposes of evaluation. In a multicultural. society where 
diversity goes beyond race and ethnicity, awareness.and use of the proper terms is important. While 
there is . little agreement on language, it is. important to use phrases that promote inclusiveness . - - . 

without restriction. 
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Cross· Cultural Skills 

Developing skills that promote proficiency in communicating and interacting with a diverse 
clientele can be helpful when using the Standardized Model of Assessment. The following areas of 
competency have been recommended by Green (1999) and Bonder, 'et al. (2001). 

• Develop cultural awareness 

.• Build a knowledge base 

• Determine cultural salience of presenting problems 

• Individualize clients within the context of community variations 

• Recognize power differentials between clients and professionals 

• Think comparatively 

Cultural awareness is the deliberate, cognitive process in which service providers become 
appreciative and sensitive to the values, beliefs, practices and problem solving strategies of clients' 
cultures. "This awareness process involves examination of one's own biases toward other cultures 
and in-depth exploration of one's own cultural background. This is imperative because there is a 
tendency to be ethnocentric regarding one's own values, beliefs, and cultural practices. Without 
being aware of the influence of one's own cultural values, there is a risk that service providers may 
engage in cultural imposition" (Campinha-Bacote 1999). 

Knowledge Base; A knowledge base often. begins with seeking and obtaining a sound 
educational foundation concerning the various world views of different cultures. It also involves 
understanding specific physical, biological, and physiological variations among groups. These 
variations include the "biological differences that affect the way drugs are metabolized by the body 
(Purnell 1998). 

"The word salience suggests something that is noticeable, prominent, or distinctive" (Green, 
166). What may be salient for those being treated within the justice/substance abuse treatment 
system, such as their ways of understanding, or working through problems may not always be 
obvious to justice and treatment professionals. The range of possible decisions and behavior is 
extremely wide. It is the responsibility of the professionals to be observant and nonjudgmental. 

The remainder of the cross-cultural list of skills require a literal interpretation on the part of 
. service providers. They suggest that service professionals fully understand the values, preferences, 
and cultural norms intended to be representative of specific groups. Justice and treatment 
professionals must always keep in mind that individuals moving through treatment defined in the 
Standardized Model of Assessment are not there voluntarily. Issues regarding the thin line between 
control as therapeutic guidance and control as dominance may be problematic. Cross cultural 
effectiveness is built on small "wins" and continuous learning. 
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Model for Developing Cultural Competence 

Cultural competence can be achieved on both individual and organizational levels. One of 
the more effective models of cultural competence for social service and justice providers is defined 
by Green (1999). ' 

An awareness of one's limitations. Individual service providers need to see their own 
actions and values in a comparative way so that their personal choices do not keep them from 
perceiving why others may have different choices. 

Openness to cultural differences. This requires a genuine and open appreciation of ethnic 
differences without condescension and without patronizing gestures. It means some acknowledgment 
that the substance abuser',s andjusticeandlor service provider's gender, ethnic and cultural identities 
may be different, and that the differences may be important to counseling and giving assistance. It 
is important to recognize thilt the client has more to contribute than the presentation of a problem. 

A client-oriented systemic learning style. Cultural competence assumes that individuals, 
however plagued by personal problems and uncertainties, know a great deal about what is happening 
to them. The justice professional and the social service providerneeds to know the same information 
so they can integrate it into whatever therapeutic model is to be followed (Gubrium 1991) 

Cultural competence as appropriate utilization of cultural resources. The culturally' 
competent worker should encourage substance abusers to draw on the natural strengths found in their 
own traditions and communities once they have left the justice system. "The capacity for 
individualizing the client within a specific cultural matrix is the ... challenge of effective cross­
cultural" service delivery. This means that justice and substance abuse providers must know the 
resources available, and how they can be used in planning and guiding intervention. The term 
"resources" should be understood to mean more than community agencies and referral services. It 
includes institutions, individuals, and customs for resolving problems that are indigenous to the 
individual's own community (Green 1999). 

Nash suggests that organizations may have barriers to cultural competence based on the 
culture within the organization. Because the administration of the Standardized Model bridges a 
number of organizations justice and substance abuse treatment providers must be especially aware 
that the barriers for each agency or organization may be different. 
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Barriers to Achieving Cultural Competence 

Cultural competence is hard work. 

There is no blueprint for achieving cultural compe'tence. 

Cultural competence requires the commitment of a number of 
resources. 

Cultural competence is like trying to reach infinity, we may 
come close, but there is always room for work. 

Cultural competence may require several revisions to policies, 
procedures and organizational culture. 

Organizational size and structure may complicate cultural 
competence. 

Sources 

Bonder, B.A., Martin, L., and Miracle, A. (2001). Achieving Cultural Competence:The Challenge 
for Clients and Healthcare Workers in a Multicultural Society. Generations, vol. 25, no. 1. 
San Francisco, CA, pp. 35-42. 

Campinha-Bacote, J. (1999). A Model and Instrument for Addressing Cultural Competence in 
Health Care. Journal of Nursing Education, vol. 38, no. 5, pp.203-207. 

Green, lW. (1999). Cultural Awareness in the Human Services, third edition. Boston, MA: Allyn 
and Bacon. 

Gubrium, J.F. (1991). Recognizing and Analyzing Local Cultures. In Shaffir, W.B. and Stebbins, 
R.A. (Eds.). Experiencing Fieldwork. Newbury Park, CA: Sage Publications. 

Nash, K.A. (!999). Cultural Competence:A Guide to Human Service Agencies. Washington, D.C.: 
Child Welfare League of America. 

Purnell, L. (1990). Purnell's Modelfor Cultural Competence. In Purnell, Land Paulanka, B. (eds.) 
Transcultural Health Care: A Culturally Competent Approach. Philadelphia, PA: Davis. 

Wright, L. (1996). Building Cultural Competence. The Canadian Business Review, vol.23, no. 23, 
pp.29,30. 
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SCREENING 

SCREENING 

Goal To detennine the presence of a current drug 
abuse problem and identify the need for 
further evaluation. 

Tool Simple Screening Instrument 

Responsibility Completed by all justice agencies 

Individuals Served Adult and youth offenders 

Training Objectives 

At the end of this .module participants should: 

1. Know the rationale for screening clients for substance abuse 
2. Understand the details of the process of screening 
3. Know the responsibilities of individuals/agencies involved in the screening process 

Advantages of Screening 
Can be completed in short time frame 
Enables early detection of AOD abuse 
Expedites evaluation for treatment 

Overview of the Screening Process 

Detection of alcohol and other drug (AOD) abuse is critical because abuse can lead to 
negative physical, social,and/or emotional consequences. AOD abuse disorders are defined as 
biopsychological disorders, causing impairment and dysfunction in physical, emotional, and social 
domains by the World Health Organization and the American Psychiatric Association. Certain 
cognitive and behavioral signs and symptoms are also associated with AOD abuse. Although many 
of these signs and symptoms can be the result of various medical, psychiatric, and social problems, 
individuals with an AOD abuse disorder generally exhibit several of them (Winters and Zenilman, 
1994). 
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Early identification of AOD abuse, or screening, is essential to identify the presence of a 
current alcohol or other drug (AOD) abuse problem and the need for further evaluation. Ideally, 
screening involves a standardized short interview (10-15 minutes) with the offender to identify 
inunediate safety issues, and the need for further substance abuse evaluation. 

Some important points related to screening include the following: 
• the same screening instrument will be used statewide; 
• criminal/juvenile justice personnel will administer the screening instrument; 
• screening will be completed as early in processing as possible; 
• screening information will stay with the offender throughout processing; and 
• screening information will be shared with providers in an evaluation is completed. 

(Substance Abuse Treatment Task Force Final Report, 2001). 

It is important that anyone involved in screening understand the process, with its limitations, 
so that it can be used appropriately and effectively. The AOD screening process is: 

• never diagnostic by itself, although it is often used to identify individuals at high risk 
for a diagnosis; 

• a preliminary assessment or evaluation that attempts to measure whether key or 
critical features of the target problem area are present in an individual; 

• usually a single event; and 
• based on a screening instrument that is intentionally designed to achieve high 

sensitivity to identify large numbers of persons with the condition. This means that 
individuals with a positive screening test may subsequently be found not to have the 
disorder. Conversely, a negative screening test may not necessarily rule out the 
possibility that the disorder is present. 

Barriers to Successful Screening 
Client gives untruthful answers 
Non-adjudicated clients may refuse screening 
Client tests negatively but has disorder (false negative) 
Client tests positively but does not have disorder (false positive) 

The Standardized Model for Assessing Substance Abuse Among Offenders demonstrates three 
possible outcomes of screening: (1) that AOD abuse is highly suspected, (2) the individual is 
referred for a comprehensive assessment, or (3) no problem is currently detected and no referral is 
made. Screening may also be repeated at a later time (Winters and Zenilman, 1994). The following 
Table shows where and when screening takes place, and whether it is mandatory or voluntary. 
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DETAILS OF THE SCREENING PROCESS 

WHERE WHEN COMPLETED COMPLIANCE 

Criminal Justice 
, 

lail Pre-Adjudication Voluntary 

lail Post-Adjudication Mandatory 

Diversion Programs Part of Intake Process Mandatory 

Drug Courts Part of Eligibility Determination 

Probation Part of Pre-Sentence Investigation Mandatory 

Department of Corrections Part of Intake Process Mandatory 

Juvenile Justice 

Detention Pre-Adjudication Voluntary 

Detention Post-Adjudication Mandatory 

Diversion Programs Part of Intake Process Mandatory 

Drug Courts Part of Eligibility Determination 

Probation Part of Pre-Disposition Investigation Mandatory 

Office of Juvenile Services Part of Intake Process Mandatory 

Herz, D. C. (200 I). Substance Abuse Treatment Task Force Final Report. September. Nebraska Commission 
on Law Enforcement and Criminal Justice. Lincoln, NE 

Simple Screening Instrument 

The focus of AOD screening is the Simple Screening Instrument (SSI). This instrument is 
based upon valid and reliable methodology upon which to make referral decisions. It meets the 
criteria set by the Center for Substance Abuse and Treatment (CSAT) which establishes that an 
effective screening instrument must be: 

• for adults and juveniles; 
.• highly sensitive; 

• able to detect all substances of abuse; 
.• rapidly administered (no more than 10-15 minutes), 
• relatively simple to read, administer, score, and interpret 
• user friendly to a diverse group of outreach workers, paraprofessionals, and professionals 

in the field of AOD; 

21 



• able to be easily administered by personnel without specific background or training in the 
field; 

• flexible and broadly applicable to diverse populations that vary in ethnic and cultural 
background, age, gender, and socioeconomic status, literacy level, and sexual orient:ottion; 
and 

• limited to screening for potential problems, not establishing a diagnosis. 

Training Objectives for the SSI 

At the completion of the training, individuals using the screening instrument should be able 
to do the following: 

• explain to clients the reasons for screening 
• be familiar with the categories/domains of the questions contained in the SSI 
• be comfortable in administering the SSI 
• interpret the results 
• be familiar with the appropriate referral actions that should be taken after identifying a 

person in need of further assessment 
• know the difference between screening and assessment 
• know that a negative screening does not necessarily either indicate or rule out the presence 

of AODproblems 
• know the legal issues concerning clients' confidentiality, and 
• know what kind of client information should be kept and how it should be transferred. 

Administering the SSI 

Completion of the SSI is best done through client interviews to help ensure consistent 
collection of information. Although less desirable, the instrument may also be self-administered. 
For the purposes of best practice, the following pertains to interviewing techniques. 

Interviews should be carried out in a.comfortable setting, with noise and distractions kept to 
a minimum. Remember that the screening is voluntary for offenders who have not been adjudicated 
so they have the right of refusal. The interviewer should talk with the client aboutthe·purposesof 
screening and how results will be used and then ask for permission to administer the SSI. All 
necessary consent forms must be signed. All information must be kept confidential in accordance 
with Federal and State laws (see Confidentiality section) 

Because of where interviews will take place, safety of the interviewer may be an issue. 
Remember that you cannot and should not force someone to respond if he or she refuses to answer 
questions. Interviewers should leave situations that do not feel safe and workers should provide 
backup for each other. 
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It is important to obtain the best possible results from using the SSI. Therefore, the following 
suggestions may help the Interviewer gain necessary and reliable information: 

• Interviewers should ask questions straightforwardly, without either verbal or nonverbal 
signs that may discourage the client from giving an honeSt answer. 

• Interviewers must employ the basic counseling skills of listening and empathy. 

• Under ideal circumstances, the interviewer should not rush from one question to the next, 
but should pause between questions, allowing time for discussion when it seems 
appropriate. 

• In general, it is desirable to adhere to the wording of the questions in the instruments. It 
is expected, however, that some flexibility in the wording of the questions will be needed. 

• Sometimes the interviewer may want to repeat the person's responses, particularly if the 
client appears to be denying that he or she has any problems. For example, consider 
question 7 in the SSI: "has your drinking or other drug use caused problems at school or 
at work?" If a subject answers "no" to this question, the interviewer may want to follow 
with" So you would say that your drinking or other drug use has never led to problems 
at school or at work. Is that correct? 

The next part of this section is devoted to furthering screening personnel's understanding of 
the SSI. Rationale for the questions in the instrument and explanation of terms are discussed. 

Understanding the 881 

To do a good job of screening, a thorough understanding of the SSI is important. When 
developing the instrument, five primary content categories (domains) of AOD abuse were identified 
and included in the instrument. Questions addressing the categories were adapted from existing tools 
found in the published literature and were assigned to the appropriate category. The five domains 
measured by the SSI are: 

• alcohol and other drug (AOD) consumption, 
• preoccupation and loss of control, 
• adverse consequences, 
• problem recognition, and 
• tolerance and withdrawaL 

AOD Consumption 

AOD consumption is based on a pattern of frequency, length, and amount of use of AODs. 
It is an important marker for evaluating whether an individual has an AOD abuse problem. Patterns 
of AOD consumption can vary widely among individuals or even for the same individual. Although 
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substance use disorders often consist of frequent, long-term use of AOO, addiction problems may 
also be characterized by periodic binges over shorter periods. Questions 1, 10, and 11· were 
formulated to help delineate an individual's consumption pattern. 

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

lO. Are you needing to drink or use drugs more and more to get the effect you want? 
(Yes/no) 

11. 00 you spend a lot of time thinking about or trying to get alcohol or other drugs? 
(Yes/no) 

Preoccupation 

Symptoms of preoccupation are common in persons with substance use disorders. 
Preoccupation refers to an individual spending inordinate. amounts of time concerned with matters 
pertaining to AOO use. The symptom of preoccupation is marked by an individual's tendency to 
spend a considerable amount of time thinking about, consuming, and recovering from the effects of 
the substance(s) of abuse. In some cases, the individual's behavior may be noticeably altered by his 
or her preoccupation with these matters or with obtaining more of the substance of abuse. 
The SSI question concerned with preoccupation is #11. 

11. 00 you spend a lot of time thinking about or trying to get alcohol or other drugs? 
(Yes/no) 

Loss of Control 

Loss of control over AOO use is typified by the consumption of more of the substance(s) of 
abuse than originally intended. Many persons with an AOD abuse problem feel that they have no 
direct, conscious control over how much and how often they use AOO. Such an individual may, for 
example, initially intend to have only one drink but then be unable to keep from drinking more. He 
or she may find it difficult or impossible to stop drinking once started. The same is true with drugs. 
Questions 2 and 3 of the SSI pertain to the loss of control 

2. Have you felt that you use too much alcohol or other drugs? (YeslNo) 
3. Have you tried to cut down or quite drinking or using drugs? (YesINo) 

Loss of Behavioral Control 

Loss of behavioral control.is typified by loss of inhibitions and by behaviors that are often 
destructiveto oneself or others. In many cases, these behaviors do not occur when the individual is 
not using AODs. Apersonwith an AOD problem may begin taking unnecessary risks and may act 
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in an impulsive, dangerous manner. Individuals who are intoxicated from AGO abuse may, for 
example, have sex with someone in whom they ordinarily would not have a sexual interest, or they 
may start an argument or fight. SSI questions 9 and 12 deal with the issue ofloss of behavior control. 

9. Have you lost your temper or gotten into arguments or'fights while drinking or using 
drugs? (YeslNo). 

12. When drinking or using drugs, are you more likely to do something you wouldn't 
normally do, such as break rules, break the law, sell things that are important to you, or 
have unprotected sex with someone? (YeslNo) 

Adverse Consequences 

Adverse consequences include several areas of an individual's life, including physical, 
psychological, and social domains. These areas of places where adverse consequences can occur are 
delineated separately in the following narrative. It is important to mention that as an individual's use 
continues over time and addiction takes hold, adverse consequences tend to worsen. Thus, people 
in the very early stages of addiction may have fewer adverse consequences than those in the later 
stages. Individuals in the early stages of addiction may therefore not make the connection between 
their AGO abuse and the onset of negative consequences. For this reason, some ofthe items directed 
at identifying AGO-related adverse consequences in the screening instrument attempt to obtain this 
information without making an overt association with AGO abuse. 

Physical Consequences 

Examples of adverse physical consequences resulting from AGO abuse include experiencing 
blackouts, injury and trauma, or withdrawal symptoms. Question 5 of the SSI addresses the issue of 
physical consequences. 

5. Have you had any of the following? 
• Blackouts or other periods of memory loss 
• Injury to your head after drinking or using drugs 
• Convulsions or delirium tremens (''DT's) 
• Hepatitis or other liver problems 
• Feeling sick, shaky, or depressed when you stopped drinking or using drugs 
• Feeling "coke bugs" or a crawling feeling under the skin, after you stopped using 

drugs 
• Injury after drinking or using drugs 
• Using needles to shoot drugs. 
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Psychological Consequences 

Adverse psychological consequences arising from AOD abuse include depression, anxiety, 
mood changes, delusions, paranoia, and psychosis. Question 13 of the SSI addresses the 
psychological consequences. 

13. Do you feel bad or guilty about your drinking or drug use? (YeslNo) 

Social Consequences 

Negative social consequences include involvement in arguments or fights; loss of 
employment, intimate relationships, and friends; and legal problems such as civil lawsuits or arrests 
for abuse, possession, or selling illicit drugs. SSI questions 6, 7, 8, 9, and 12 arerelated to negative 
social consequences. 

6. Has drinking or other drug use caused problems between you and your family or 
friends? (Y eslN 0) 

7. Has your drinking or other drug use caused problems at school or at work? (YeslNo) 
8. Have you been arrested or had other legal problems? (Such as bouncing bad checks, 

driving while intoxicated, theft, or drug possession.) (YeslNo) 
9. Have you lost your temper or gotten into arguments or fights while drinking or using 

drugs? (YeslNo) 
12. When drinking or using drugs, are you more likely to do something you wouldn't 

normally do, such as break rules, break the law, sell things that are important to you, or 
have unprotected sex with someone? (YeslNo) 

Problem Recognition 

Making a mental link between one's use of AOD and the probk:ms that result from it - such 
as difficulties in personal relationships or at work is an important step in recognizing one's own 
AOD abuse problem. Questions 2, 3, 4, 13, 14, 15, and 16 are problem recognition items. Some of 
these items ask about past contacts with intervention and treatment services, because both research 
and clinical experience indicate that a history of such contacts can be a valid indicator of AOD abuse 
problems. 

Some individuals who have experienced negative consequences resulting from their AOD 
abuse will report these problems during a screening assessment. Clients who show insight about the 
relationship between these negative consequences and their use of AODs should be encouraged to 
seek help. 

Many, if not most, people who abuse AODs, however, do not consciously recognize that they 
have a problem. Other reasons why a person may not disclose an AOD abuse problem include denial, 
lack of insight, and mistrust of the interviewer. These individuals cannot be expected to respond 
affirml\!ively to "transparent" problem recognition items- those in the form of direct questions, such 
as "Do you have an AOD problem? - during a screening interview. For these individuals, questions 
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must be worded indirectly in order to ascertain whether negative experiences have ensued from the 
use of AODs. 

2. Have you felt that you use too much alcohol or other drugs? (YeslNo) 
3. Have you tried to cut down or quit drinking or using drugs? (YesINo) 
4. Have you gone to anyone for help because of your drinking or drug use (such as 

Alcoholics Anonymous, Narcotics Anonymous, Cocaine Anonymous, counselors, or a 
treatment program)? (YeslNo) 

13. Do you feel bad or guilty about your drinking or drug use? (YeslNo) 
14. Have you ever had a drinking or other drug problem? (YeslNo) 
15. Have any of your family members ever had a drinking or drug problem? (YeslNo) 
16. Do you feel that you have a drinking or drug problem now? (Y eslNo) 

Tolerance and Withdrawal 

AOD abuse, particularly prolonged abuse, can cause a variety of physiological problems that 
are related to the development of tolerance and withdrawal. Tolerance is defined as the need to use 
increasing amounts of a substance in order to create the same effect. If tolerance has developed and 
the individual stops using the substance of abuse, it is common for withdrawal effects to emerge. 
Withdrawal from stimulants and related drugs often includes symptoms of depression, agitation and 
lethargy; withdrawal from depressants (including alcohol) often includes symptoms of anxiety, 
agitation, insomnia, and panic attacks; and withdrawal from opiates produces agitation, anxiety, and 
physical symptoms such as abdominal pain, increased heart rate, and sweating. Question lOis aimed 
at determining whether an individual has experienced any of the signs of tolerance. Question 5 is 
concerned with withdrawal. 

10. Are you needing to drink or use drugs more and more to get the effect you want? 
(YeslNo) 

5. Have you had any of the following? 
• Blackouts or other periods of memory loss 
• Injury to your head after drinking or using drugs 
• Convulsions or delirium tremens ("DT's) 
• Hepatitis or other liver problems 
• Feeling sick, shaking, or depressed when you stopped drinking or using drugs 
• Feeling "coke bugs" or a crawling feeling under the skin, after you stopped using 

drugs 
• Injury after drinking or using drugs 
• Using needles to shoot drugs 
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Scoring and Interpretation 

Questions I and 15 are not scored. While affirmative responses to these questions may 
provide important background information about the respondent, they are too general for use in 
scoring. Questions 17 and 18, related to gambling, are also not scoreQ. Observational items are not 
intended to be scored, although the presence of most of these signs and symptoms may indicate an 
AOD problem. 

It is expected that people with an AOD problem will probably score 4 or more on the SSI. 
A score of less than 4, however, does not necessarily indicate the absence of an AOD problem. A 
low score may reflect a high degree of denial or lack of truthfulness in the subject's responses. 
Persons who score 4 or higher will be referred. 

Referral Issues 

The SSI, as a first step in the process of assessment for AOD abuse problems, can help 
service providers detennine whether an individual should be referred for a more thorough 
assessment. When an individual with a potential AOD problem is identified through the instrument, 
the interviewer has the further responsibility of linking the individual to resources for further 
assessment and treatment. Agencies and providers should be prepared to make an appropriate referral 
when the screening identifies a person with a possible AOD problem. 

Some of the items in the screening instrument may triggereniotional distress or a crisis. 
Reactions may sometimes include anxiety or depression, which may be accompanied by suicidal 
thoughts and behaviors. Agencies should therefore develop specific protocols to manage such crises. 
These protocols should include in-house management and appropriate referrals and followup. 

Sources 

Herz, D.C. (2001). Substance Abuse Treatment Task Force Final Report. September. Nebraska 
Commission on Law Enforcement and Criminal Justice. Lincoln, NE. 

Wintefs, K.C. & Zenilman, J. M. (1994). Simple screening instruments for outreach for alcohol and 
other drug abuse and infectious diseases. U.S. Department of Health and Human Services, 
Substance abuse and Mental Health Services Administration, Treatment Improvement 
Protocol (TIP) Series # 11. Washington. 
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RISK ASSESSMENT 

RISK ASSESSMENT , 

Goal To ensure that justice agencies consistently provide 
. relevant information on offenders' risk factors to 

evaluators. 

Tools Nebraska Standardized Risk Assessment Reporting 
Format for Substance Abuse Offenders 

Responsibility Completed by all justice agencies 

Individuals Served Adult and youth offenders 

Training Objectives 

At the end of this module participants should: 

L Understand the difference between risk assessment and evaluation 
2. Understand risk and need assessments 
3. Know the factors that increase the probability that an individual will engage in crime 

or delinquent behavior. . 
4. Understand the characteristics that compound the effects of risk factors. 
5. Understand the characteristics that counter the effects of risk factors. 
6. Be cognizant of the protocol for using the Nebraska Standardized Risk Assessment 

Reporting Format for Substance Abuse Offenders. 

Advantages of Risk Assessment 

Helps plan interventions 
Provides a means of monitoring progress 
Assists in updating risk status judgments 
Serves as a foundation for management and tennination 
decisions 
Increases the justice system's ability to effectively address 
public safety and rehabilitation 
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Difference Between Risk Assessment and Evaluation 

It is important to understand that risk assessment and evaluation should not be used 
interchangeably. Assessments are management tools that help justice and behavior health 
professionals determine the appropriate types and levels of care. Risk assessment is a process to 
determine the chances of re-arrest of an AOD offender. Evaluation is concerned with determining 
the types and levels of client substance abuse and referral to the appropriate treatment. However, the 
two areas of the Standardized Model are interrelated. The goal is that ultimately this information will 
be formally incorporated into recommendations for levels of treatment across a system of care. 

Risk Factors Defined 

Risk factors are characteristics that increase the probability that an individual will engage in 
crime or delinquent behavior. There are five domains of risk factors, the first two will be combined 
in the explanation below. 

Individual and Peer Factors 

These factors include early antisocial behavior, low self-control, withdrawal from 
conventional social norms, rebelliousness against conventional social norms, association with peers 
involved in delinquency or other problem behaviors, attitudes favorable toward problem behaviors, 
early onset of negative behaviors, and an offense history. 

Family Factors 

This category is characterized by multigenerational involvement in crime, substance abuse, 
and dropping out of school; poor parenting practices, inconsistent or overly punitive disciplinary 
practices; high levels. of family conflict, and parental attitudes that condone substance use andlor 
delinquent behavior. 

School Factors 

Early antisocial and/or aggressive behavior, continued disruptive behavior, truancy in the 
early adolescent years, academic failure, lack of commitment to learning, and lack of attachment to 
the school setting may contribute to the probability of engaging in crime or delinquent behavior. 

Community Factors 

This domain includes extreme economic deprivation, high rates of mobility, disorganized 
neighborhoods, high levels of violence, lack of positive role models availability of firearms, 
availability of alcohol and other drugs, media portrayals, norms favorable to drug use andlor crime, 
low attachment and commitment to traditional neighborhood institutions. 
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Need Factors Defined 

Need factors are characteristics that compound the effects of risk factors. These factors 
include: 

• Substance use 
• Mental health problems 
• Financial need 
• Learning disabilities 

Protective Factors Defined 

Protective factors are conditions that counter risk factors or increase resistance to them; thus 
inhibiting the development of problems. Protective factors fall into three areas: 

• Individual characteristics such as temperament and intelligence 
• Attachment/commitment to pro-social persons institutions and values 
• Healthy beliefs and clear standards for behavior. 

Response of the Justice System to Risk 

Justice professionals must realize that risk, need and protective factors vary in importance 
across the stages of life. To be effective the justice system response should integrate interventions 
that address risk, need, and protective factors simultaneously. These factors can playa critical role 
in planning interventions, monitoring progress, updating risk status judgments and making case 
management and termination decisions. Recognizing that risk factors are both dynamic (substance 
abuse, peer relationships, school performance, etc.) and static (age, number of prior arrests and 
referrals, age at first referral, etc.) enhances the probability of effectively and efficiently assessing 
the risk of clients. It also contributes to the justice system more proficiently rehabilitating clients. 
while increasing public safety. 

The major purposes of the risk assessment process include the ability to: 

• Identify risk, need and. protective factors present in an individual's life 

• Identify the appropriate level of supervision needed to ensure public safety 
• Identify the appropriate levels of interventions and treatment to address dynamic risk 

factors and need factors 
• Produce a case plan that integrates appropriate levels of supervision, intervention, and 

treatment in order to decrease risk and need factors and increase protective factors; 
thereby increasing an offender's resiliency and reducinghislher probability fOf future 
crime or delinquency. . 
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The process and instrument that will be used for assessing risk of recidivism of AOD 
offenders is the Nebraska Standardized Risk Assessment Reporting Format for Substance Abusing 
Offenders. The instrument is intended to summarize the information currently collected by justice 
agencies, thus giving providers consistent, relevant information on offender risk factors. This 
instrument assesses risk based on the following facts or observatio~s about the offender: 

• ,age 
• prior record 
• types of offenses 
• attitude ' 
• personal relationships 
• schooUemployment 
• maltreatment 
• and overall impression by the assessor. 

Protocol for Use oftheNebraska Standardized Risk Assessment Reporting F ormatfor Substance 
Abuse Offenders 

1. Administer the risk assessment form that is currently in use by individual agencies. 
2. Convert the information from the agency form to the Nebraska Standardized Risk 

Assessment Reporting Format for Substance Abuse Offenders. 
3. Send the following information to providers of evaluation services for referred clients: 

• Nebraska Standardized Risk Assessment Reporting Format for Substance Abuse 
Offenders, 

• Criminal history and other information 
• Simple Screening Instrument results 
• Disclosure forms (release of information) 

Barriers to Risk Assessment 

Failure to gather sufficient information 
Erroneous identification of risk, need, or protective factors 
Not using the Standardized Risk Assessment Reporting Format 

Sources 

Herz, D.C. (2001). Substance Abuse Treatment Task Force Final Report. September. Nebraska 
Commission on Law Enforcement and Criminal Justice. Lincoln, NE. 

Herz, D.C. (2002). Overview of Risk Assessment in the Justice System. 
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Model Process & Requirements 

Screen --- Complete Risk ------~ Evaluate ---.~ Integrate 
Assessment 

Offenders to Provide Summary Offenders for Appropriate Levels 
Identify Who of Information Presence of of Supervision & 
Needs Further to Provider Substance Abuse Treatment iri 
SA Evaluation or Dependency Disposition of 

Sentence 

1 j j 
Justice Agencies Justice Agencies SA Providers Judges, Justice 

Agencies & BH 

j j 
Systems 
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Simple Screening Standardized ASIICASI & Standardized 
Instrument Reporting Format Standardized Levels of Care & 

Reporting Format Matrix Guidelines 



EVALUATION 

EVALUATION , 

Goal To ensure consistent and accurate diagnoses and 
recommendations 

Tool I. Adult Severity Index (ASI)' in conjunction with a 
second tool of the providers' choice. 

2. Comprehensive Adolescent Severity Inventory 
(CASI)' in conjunction with a second tool of the 
providers' choice. 

3. Required Reporting Formatfor Nebraska 
Standardized Substance Abuse Evaluation for 
Adult Justice Referrals 

4. Required Reporting Formatfor Nebraska 
Standardized Substance Abuse Evaluationfor 
Youth Justice Referrals 

Responsibility Completed by Certified AlcohollDrug Abuse 
Counselors (CADACs) and Certified Provisional Drug 
Abuse Counselors (CPDACs) 

Individuals Served Adult offenders (ASI) 
Youth offenders (CASI) 

Training Objectives 

At the end of this module participants should: 

I. Understand the type and extent of a client's AOD problems 
2. Be familiar with instruments used for evaluating adults and juveniles 
3. Understand the Substance Abuse Services for adults and children/youth in Nebraska by 

levels of care. 
4. Understand the Required Reporting Format for Nebraska Standardized Substance Abuse 

Evaluation for Adult Justice Referrals and the Required Reporting Format for Nebraska 
Standardized Substance Abuse Evaluationfor Youth Justice Referrals. 

5. Be aware of the Substance AbUse Services for Adult Criminal Justice Clients and the 
Substance Abuse Services for ChildrenIYouth Criminal Justice Clients in Nebraska. 

, Training on the use of the ASI and CASI is available for approved providers. 
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Advantages of Evaluation 

Evaluation is performed by qualified providers of alcohol 
and other drug abuse counseling 
Accurate evaluations ensure the recommendation of 
appropriate levels of care 

Purpose of Evaluation 

Evaluation is the process of determining the type and extent of a client's AOD problems and 
making referrals to appropriate treatment. The purpose of evaluation is to consistently pursue the 
information elicited in the offender screening, and risk assessment interviews. It is also used to 
consistently deliver the kind of information on offenders appropriate for their treatment needs. 

Criterial for Approval of Evaluators 

A critical part of the success of the Standardized Model is having qualified providers of 
AOD abuse evaluation and treatment. To be recognized as an approved provider, a substance abuse 
treatment provider must meet all of the following criteria: 

Evaluation for justice clients must be completed by a certified alcohql and drug abuse 
counselor (CADAC) or a provisional CADAC (CP ADAC) who is supervised by a 
CADAC, supervised by a licensed psychologist, or supervised by a licensed physician 
with an addictions specialty. 

Attend training and achieve competency on the ASI and/or CAS! 

Attend training and achieve competency on the Standardized Model 

Formal agreement with justice agencies with regard to collateral contacts· and the 
exchange of information within the rules of confidentiality 

Compliance with the Standardized Model evaluation and reporting process 

Successful completion of twelve (12) hours of continuing education credits ill 

criminal behaviors and the crimina! and juvenile justice systems 

Explanation of Instruments Used for Evaluation 

The Substance Abuse and Standardization Task Forces chose the use of two instruments for 
the purpose of evaluation: the Addiction Severity Index (AS!) for adults and the Comprehensive 
Adolescent Severity Inventory (CASI) for juveniles. These instruments were chosen by the 
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Substance Abuse Task Force to ensure consistent and accurate 
diagnoses and recommendations for treatment and to formalize information sharing. The AS! and 
CAS! wilt be administered only by persons who have been adequately trained in their use. These 
tools are to be used by providers across the state. 

The proper use of the recommended tools for evaluation by certified treatment providers 
assures the appropriate levels of supervision and treatment in the disposition of sentencing. This also 
leads to the care at the appropriate treatment level (see diagram following this page). 

Barriers to Sueeessful Evaluation 

Lack of training on use of the AS! and CAS! 
Failure to use the Standardized Reporting 
Forma( 

Source 

Herz. D.C. (200!). Substance Abuse Treatment Task Force Final Report. September. Nebraska 
Conunission on Law Enforcement and Criminal Justice. Lincoln. NE. 
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GLOSSARY OF TERMS 

Admitted: a person can be admitted to any service whether that admission is voluntary, or 
involuntary through a commitment. Persons admitted to a service are determined to meet admission 
criteria to ensure the service is appropriate to meet their specific needs. 

Agitation: a restless inability to keep still. Agitation is most often psychomotor agitation, that is, 
having emotional and physical components. Agitation can be caused by anxiety, overstimulation, 
or withdrawal from depressants and stimulants. 

Alcohol abuse: the use of an alcoholic beverage which impairs the physical, mental, emotional, or 
social well-being of the user. * . 

Blackouts: a type of memory impairment that occurs when a person is conscious but cannot 
remember the blackout period. In general, blackouts consist of periods of amnesia or memory loss, 
typically caused by chronic, high-dose AOD abuse. Blackouts are most often caused by sedative­
hypnotics, such as alcohol and the benzodiazepines. 

Chemically Dependent (CD): a maladaptive pattern of repeated substance use that usually results 
in tolerance, withdrawal, and compulsive substance-taking behavior. The essential feature of 
dependence is a cluster of cognitive, behavioral, and physiological symptoms indicating continued 
use despite significant substance-related problems. Term used interchangeably with substance 
dependence. 

Coke bugs: tactile hallucinations (also called formications) that feel like bugs crawling on or under 
the skin. Chronic and high-dose stimulant abuse can cause various types of hallucinations. 

Committed or Court Ordered: when the Mental Health Board (adults) or a Judge (adolescents) 
upon recommendation from an appropriately licensed or certified professional finds that the 
individual has a mental illness and is dangerous, OR has a chemical dependency and is dangerous, 
they will commit or court order to involuntary treatment. A person under committed or court 
ordered (involuntary) status must comply with the commitment or court order, no matter where they 
are committed or ordered to inpatient or a community based provider). 

Constricted pupils (pinpoint pupils): pupils that are temporarily narrowed or closed. This is 
usually a sign of opiate abuse. 

Convulsions: a seizure is a sudden episode of uncontrolled electrical activity in the brain. If the 
abnormal electrical activity spreads throughout the brain, the result may be a loss of consciousness 
and a grand mal seizure. One symptom of a seizure is convulsions or twitching and jerking of the 
limbs. Seizures may occur as the result of head injury, infection , cerebrovascular accidents, 
withdrawal from sedative-hypnotic drugs, or high does of stimulants. 

* Denotes Federal definition 
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CPC: Civil Protective Custody. An involuntary hold that law enforcement can use to hold an 
intoxicated adult (age 19 and over) for 24 hours in a social detoxification facility with the capability 
of locking the doors. 

Crack: cocaine (cocain hydrochloride) that has been chemically modified so that it will become a 
gas vapor when heated at relatively low temperatures; also called "r~ck" cocaine. 

Crisis Center: once an involuntary hold is placed on an adult, the holding facility has 72 hours to 
have a licensed professional forward an evaluation to the county attorney to determine if the person 
is mentally ill or chemically dependent. Crisis centers are medical facilities that are funded through 
the Regions to serve adults with a mental illness and/or substance abuse crisis in the counties of that 
region. 

Developmental Disability (DD): a person with a developmental disability has an Intelligence 
Quotient (IQ) of 69 or lower, is considered mentally retarded (MR), The intelligence level.does not 
change during the person's lifetime. The service system serving persons with a developmental 
disability is often referred to as the "DO" system. Adults or children with development disabilities 
are NOT considered mentally ill. 

Diagnosis: any reference to an individual's alcohol or drug abuse or to a condition which is 
identified as having been caused by that abuse which is made for the purpose of treatment or referral 
for treatment. * 

Dilated pupils: pupils that have become temporarily enlarged. 

Disclose or disclosure: a communication of patient identifying information, the affirmative 
verification of another person's communication of patient identifying information, or the 
communication of any information from the record of a patient who has been identified. * 

Division of Behavioral Health: a division within the Department of Health and Human Services 
that oversees the administration of services for mental health, substance abuse, and special 
populations such as aged and developmental disabilities to people in Nebraska. This includes (1) 
community based services under the management of the Office of Mental Health, Substance Abuse 
and Addiction Services and (2) state operated services provided at the State Regional Centers. 

Downers: slang term for drugs that exert a depressant effect on the central nervous system. In 
general, downers are sedative-hypnotic drugs, such as benzodiazepines, and barbiturates. 

Drug abuse: the use of a psychoactive substance for other than medicinal purposes which impairs 
the physical, mental, emotional, or social well-being of the user. * 

DTS: delirium tremens; a state of confusion accompanied by trembling and vivid hallucinations. 
Symptoms may include restlessness, agitation, trembling, sleeplessness, rapid heartbeat, and possibly 
convulsions. Delirium tremens often occurs in chronic alcoholics after withdrawal or abstinence 
from alcohol. 
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Dual Disorder: an adult with a primary severe and persistent mental illness AND a primary 
chemical dependency disorder. An adolescent with a primary serious emotional disturbance AND 
a primary chemical dependency (or diagnosed entrenched dependency pattern). 

Dual Disorder Treatment: dual disorder services provide Arimary integrated treatment 
simultaneously to persons with an Axis I chemical dependency AND an Axis I major mental illness. 
Clients served exhibit more unstable or disabling co-occurring substance dependence and serious 
and persistent mental illness disorders. The typical client is unstable or disabled to such a degree 
that specific psychiatric and mental health support, monitoring and accommodation are necessary 
in order to participate in addictions treatment. Providers of Dual Disorder Treatment programs 
demonstrate a philosophy of integrate treatment in treatment plans, program plans, staffing, and 
services provided. Both disorders are treated as equally primary. Appropriate licensed and certified 
staff including staff with addiction certification is required to provide treatment. 

DuaLEnhanced Treatment: a service for persons whose mental illness or substance disorder is less 
active than the primary diagnosis. Providers of these treatment services may elect to enhance their 
primary service to address the client's other relatively stable diagnostic or sub--diagnostic co­
occurring disorder. The primary focus of such programs is mental health or addictions treatment 
rather than dual diagnosis concerns and is not a primary, integrated dual disorder treatment. 

Ecstasy: slang term for methylenedioxymethamphetamine (MDMA), a member ofthe amphetamine 
family (for example, s~ed). At lower doses, MDMA causes distortions of emotional perceptions. 
At higher doses, it causes potent stimulation typical of the amphetamines. 

EPC: Emergency Protective Custody. An involuntary hold that law enforcement can use to hold 
an adult (age 19 and over) they determine to be mentally ill and dangerous, or chemically dependent 
and dangerous. 

Federally Assisted Program: includes any alcohol abuse or drug abuse program that "is supported 
by funds provided by any department or agency of the United States "by being either a recipient of 
Federal financial assistance in any form, including financial assistance which does not directly pay 
for the alcohol or drug abuse diagnosis, treatment, or referral activities"', or by being a State or local 
government unit which, through general or special revenue sharing or other forms of assistance, 
receives Federal funds which could be (but are not necessarily) spent for the alcohol or drug abuse 
program." (Code of Federal Regulations, Title 42, Chapter I, Subchapter A, Part 2) 

Hallucinogens: a broad group of drugs that cause distortions of sensory perception. The prototype 
hallucinogen is lysergic acid diethylamide(LSD). LSD can cause potent sensory perceptions, such 
as visual, auditory, and tactile hallucinations. Related hallucinogens include peyote and mescaline. 

Hepatitis: an inflammation of the liver, with accompanying liver cell damage and risk of death. 
Hepatitis may be of limited duration or a chronic condition. It may be caused by viral infection, as 
well,as, chronic exposure to poisons, chemicals, or drugs of abuse, such as alcohol. 

Ice: slang term for smokeable methamphetamine. Much as cocaine can be modified into a smoke­
able state (crack cocaine), methamphetamine can be prepared so that it will produce a gas vapor 
when heated at relatively low temperatures. When smoked, ice methamphetamine produces an 
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extremely potent and long-lasting euphoria, an extended period of high energy and possible agitation, 
followed by an extended period of deep depression. 

Involuntary: a person is placed in a service and loses certain rights until the involuntary order is 
lifted. 

Legal problems: AOD abusers are at a higher risk of engaging in behaviors that are high risk and 
illegal. These behaviors may result in arrest and other problems with the criminal justice system. 
Examples of +legal problems include driving while intoxicated, writing bad checks to obtain money 
for drugs, failure to pay bills and credit card debts, being arrested for possession or sale of drugs, 
evictions, and arrest for drug-related violence. 

Marijuana: the dried leaves and flowering tops of the Indian hemp plant cannabis sativa, also called 
"pot" or "weed". It can be smoked or prepared in a tea or food. Marijuana has two significant 
effects. In the non tolerant user, marijuana can produce distortions of sensory perception , 
sometimes including hallucinations. Marijuana also has depressant effects and is partially cross -
tolerant with sedative-hypnotic drugs such as alcohol. Hashish .. (or hash) is a combination of the 
dried resins and compressed flowers from the female plant. 

Medicaid: Federal and State funding available to persons who meet Medicaid eligibility criteria: 
children, adults with children who meet poverty guidelines, certain adults with a disability, and the 
elderly. Medicaid is a financing system, not a service system. 

Medical emergency: a situation that poses an immediate treat to health and requires immediate 
medical intervention. 

Mental Health Board: if the evaluation at a Crisis Center finds that there is a mental illness and/or 
chemical dependency and the County Attorney agrees, a Mental Health Board hearing is set for 
adults within seven days of the EPC hold to have a neutral board of three individuals determine if 
there is mental illness, or chemical dependency and if there is dangerousness 

Mental Illness (MI): persons with mental illness have a normal range of intelligence, but also have 
a brain disease. The most common brain diseases fall within the category of major mental illness 
and are sometimes referred to as severe and persistent mental illness (SPMI). The diagnoses for 
SPMI include schizophrenia or schizoaffective, bi-polar, and major depression. These diseases are 
controllable within limitations, but not curable. 

NBHS: Nebraska Behavioral Health System is the publicly funded community based mental health 
and substance abuse service system in Nebraska administered by the Office of Mental Health, 
Substance Abuse and Addiction Services with funding going through the Mental Health and 
Substance Abuse Regions to provider networks. 

Needle tracks: bruising, collapsed veins, ora series of small holes on the surface of the skin caused 
by chronic injection of drugs into the veins (intravenous injection) or muscle (intramuscular 
injection) or under the skin (subcutaneous injection). 

Nodding.out: slang term for the early stages of depressant-induced.sleep. Opioids and sedativec 

hypnotics induce depression of the central nervous system activity. Prescription opiates include 
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morphine, meperidine (Demerol), methadone, codeine, and various opioid drugs for coughing and 
pain. Illicit opioids include heroin, also called "smack", "horse", and "boy". 

Paranoia: a type of delusion, or a false idea, that is unchanged by reasoned arguments or proof to 
the contrary. Clinical paranoia involves the delusion that people or events are in some way specially 
related to oneself. People who are paranoid may believe that others are talking about them, plotting 
devious plans about them, or planning to hurt them. Paranoia often occurs during episodes of high­
dose chronic stimulant use and may occur during withdrawal from sedative-hypnotics such as 
alcohol. 

Paraphernalia: a broad term that describes objects used during the chemical preparation or use of 
drugs. These include syringes, syringe needles, roach clips, and marijuana or crack pipes. 

Patient: any indi vidual who has applied for or been given diagnosis or treatment for alcohol or drug 
abuse at a federally assisted program and includes any individual who, after arrest on a criminal 
charge, is identified as an alcohol or drug abuser in ordeno determine that individual's eligibility 
to participate in a program ... 

Patient identifying information: name, address, social security number, fingerprints, photograph, 
or similar information by which the identity of a patient can be determined with reasonable accuracy 
and speed either directly or by reference to other publicly available information. The term does not 
include a number assigned to a patient by a program, if that number does not consist of, or contain 
numbers (such asa social security, or driver's license number) which could be used to identify a 
patient with reasonable accuracy and speed from sources external to the program. * 

Person: an individual, partnership, corporation, Federal, State or local government agency, or any 
other legal entity. * 

Program: (a) An individual or entity (other than a general medical care facility) who holds itself 
out as providing, and provides, alcohol or drug abuse diagnosis, treatment or referral for treatment; 
or (b) An identified unit within a general medical facility which holds itself out as providing, and 
provides, alcohol or drug abuse diagnosis, treatment or referral for treatment; or (c) Medical 
personnel or other stafHn a general medical care facility whose primary function is the provision of 
alcohol or drug abuse diagnosis, treatment or referral for treatment and who are identified as such 

. providers. (See S 2.12(e)(I) for examples.)* 

Program director: (a) In the case of a program which is an individual, that individual: (b) In the 
case of a program which is an organization, the individual designated as director, managing director, 
or otherwise vested with authority to act as chief executive of the organization. * 

Qualified service organization: a person which: (a) provides services to a program, such as data 
processing, bill collecting, dosage preparation, laboratory analyses, or legal, medical, accounting, 
or other professional services, or services to prevent or treat child abuse or neglect, including training 
Qn nutrition and child care and individual and group therapy, and (b ) has entered into a written 
agreement with a program under which that person: (I) acknowledges that in receiving, storing, 
processing or otherwise dealing with any patient records from the programs, it is fully bound by these 
regulations; and (2) if necessary, will resist in judicial proceedings any efforts to obtain access to 
patient records except as permitted by these regulations. * 
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Records: any information, whether recorded or not, relating to a patient received or acquired by a 
federally assisted alcohol or drug program. * 

Regional Center: a state operated 24-hour psychiatric facility for persons with mental illness. The 
state currently operates three Regional Centers: Hastings Regional Cent er, Lincoln Regional Center, 
and Norfolk Regional Center. Within the NBHS, the Regional Centers provide inpatient and secure 
residential services for adults of the state (EXCEPTION: HRC has an adolescent alcohol/drug 
treatment program for boys referred from the Youth Treatment Center in Kearney). HRC primarily 
serves residents from Regions I, 2, and 3. LRC primarily serves residents from Region 5. NRC 
primarily serves residents from Regions 4 and 6. 

Regional Governing Boards: the public mental health and substance abuse community service 
system is divided into six geographic regions. A county commissioner from each county in the 
region serves on a governing board to plan, develop, and implement services,.and hires staff to fulfill 
the administrative duties. Region 1 includes 11 counties with the Regional Office in Scottsbluff. 
Region 2 includes 17 counties with the Regional Office in North Platte. Region 3 includes 22 
counties with the Regional Office in Kearney. Region 4 includes 22 counties with the Regional 
Office in Norfolk. Region 5 includes 16 counties with the Regional Office in Lincoln. Region 6 
includes 6 counties with the Regional- Office in Omaha. 

Self-help groups: self-help groups differ from therapy groups in that self-help groups are not led 
by professional therapists. 

Severe Emotional Disturbance (SED): Severe Emotional Disturbance is an Axis I diagnosable 
mental disorder in children and adolescents that is persistent and results in functional impairment 
in two or more life domains. 

Skin abscesses: a collection of pus formed as a result of bacterial infection. Abscesses close to the 
skin usually cause inflammation, with redness, increased skin temperature, and tenderness. 
Abscesses may be caused by injecting drugs and impurities into the body. 

Slurred speech: a sign of depressant intoxication. When people consume significant amounts of 
sedative-hypnotics and opioids, their speech may become garbled, mumbled, and slow. 

Substance Use: the taking of any substance whether alcohol, drugs and/or tobacco; includes both 
legal and illegal substances. 

Substance Abuse: a maladaptive pattern of substance use manifested by recurrent and significant 
adverse consequences related to the repeated use of substances. The criterion does not include tolerance, 
withdrawal, or a pattern of compUlsive use. 

Third party payer: a person who pays, or agrees to pay, for diagnosis or treatment furnished to a 
patient on the basis of a contractual relationship with the patient or a member of his family or on the 
basis of the patient's eligibility for Federal, State, or local governmental benefits. 
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Treatment: the management and care of a patient suffering from alcohol or drug abuse, a condition 
which is identified as having been caused by that abuse, or both, in order to reduce or eliminate the 
adverse effects upon the patient. * 

Tremors: an involuntary and rhythmic movement in the muscles o{ parts of the body, most often 
the hands, feet, jaw, tongue, or head. Tremors may be caused by stimulants such as amphetamines 
and caffeine, .as well as withdrawal from depressants. 

Unsteady gait: unsteady, crooked, meandering, and uncoordinated walk, typical of alcohol-impaired 
individuals. 

Uppers: slang term to describe drugs that have a stimulating effect on the central nervous system. 
Examples include cocaine, caffeine, and amphetamines. 

Voluntary: the ability of any person to chose.a service they would like to participate in. 

Sources 

Herz, D.C. (2001). Substance Abuse Treatment Task Force Final Report. September. Nebraska 
Commission on Law Enforcement and Criminal Justice. Lincoln, NE. 

Nebraska Department of Health and Human Services, Office of Mental Health/Substance 
Abuse! Addiction Services 

Winters, K.c. & Zenilman, J. M. (1994). Simple screening instruments for outreach for alcohol and 
other drug abuse and infectious diseases. U.S. Department of Health and Human Services, 
Substance abuse and Mental Health Services Administration, Treatment Improvement 
Protocol (TIP) Series # 11. Washington. 
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APPENDIX A 

Confidentiality Laws and Regulations Pertinent to AOD Abuse 

I. Federal Confidentiality Laws and Regulations 

Federal Regulation 42 U.S.c. §§290dd·2 

"Records of the identity, diagnosis, prognosis, or treatment of any patient which are 
maintained in connection with the performance of any program or activity relating to substance abuse 
education, prevention, training, treatment, rehabilitation, or research, which is conducted, regulated, 
or directly or indirectly assisted by any department or agency of the United States shall ... be 
confidential and be disclosed only for the purposes and under the circumstances expressly 
authorized .. .' by the statute or by regulations promulgated under that statute's authority. 

Title 42 Code of Federal Regulations Chapter 1, Subchapter A, Part 2 

The regulations are authorized to contain such definitions and may provide for such 
safeguards and procedures, including procedures and criteria for the issuance and scope of court 
orders, as in the judgment of the Secretary are necessary or proper to effectuate the purposes of the 
statute, to prevent circumvention or evasion thereof, or to facilitate compliance therewith. 

II. Exceptions to Federal Confidentiality Laws and Regulations 

Qualified Service Organization Agreements 

Qualified service organization agreements (QSOA) are permitted when programs need to 
share information about clients with outside agencies that provide services to the program (e.g., 
clinical laboratory performing AOD analyses). These written agreements are between a program and 
a person providing services to the program, in which that person: (1) acknowledges that in recei ving, 
storing, processing, or otherwise dealing with any patient records from the program, he or she is fully 
bound by the Federal confidentiality regulations; and (2) promises that, if necessary, he or she will 
resist in judicial proceedings any efforts to obtain access to patient records except as permitted by 
these regulations ( 2.11,2.12 (c) (4)). Not to be substituted for individual consent in other situations, 
QSOA may not be between two AOD abuse service programs. 

Medical Emergencies 

A program may make disclosures to public or private medical personnel "who have a need 
for information about a client for the purpose of treating a condition which poses an immediate threat 
to the health of the client or any other individual" (not as a basis for a disclosure to family or the 
police or other nonmedical personnel). 
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The following must be documented in client's records: (a) name and affiliation of the 
recipient of the information, (b) name of the individual making the disclosure, (c) date and time of 
the disclosure, (d) nature of the emergency. 

Disclosures to Elements of the Criminal Justice System which have Referred Patients 

A program may disclose information about a patient to those persons within the criminal 
justice system who have made participation in the program a condition of the disposition of any 
criminal proceedings against the-patient or of the patient's parole or other release from custody under 
special circumstances_ (See Appendix A, Part II). 

Crimes on Program Premises or Against Program Personnel 

If a client has committed or threatened to commit a crime on program premises or against 
program personnel, the program can report the crime orthreat to a law enforcement agency or to seek 
its assistance. Without special authorization, the program can disclose the circumstances of the 
incident, including the suspect's name, address, last known whereabouts, and status as a client at the 
program (§2.12(c)5». -

Research, Audit, orEvaluation 

Client-identifying information can be provided to researchers, auditors, and evaluators 
without client consent, provided that certain safeguards are met (§§2.52, 2.53). 

Client Notice and Access to Records 

Clients must be notified of their right to confidentiality and given a written summary of the 
regulations' requirements early in participation in the program. ( §2.22 (a». The regulations also 
contain a sample notice. Clients can see their own records without obtaining written consent. 

Records 

Several Nebraska statutes and regulations cover the restriction of access to records (see 
Appendix A, Part IV). . 

III. Nebraska Disclosure Laws and Regulations 

Patient's privilege to refuse disclosure 

Nebraska evidentiary Rule 504(2)(a) states that a patient has a privilege ~orefuse to disclose 
and to prevent any other person from disclosing confidential communications made for the purposes 
of diagnosis or treatment of his or her physical, mental, or emotional condition among himself or 
herself, his or her physician, or persons who are participating in the diagnosis or treatment under the 
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direction of the physician, including members of the patient's family. It also states that a client has 
a privilege to refuse to disclose and to prevent any other person from disclosing confidential 
communications made during counseling between himself or herself, his or her professional 
counselor, or persons who are participating in the counseling under the direction of the professional 
counselor, including members of the client's family. However, there is no privilege under this rule 
for communications relevant to an issue in proceedings to hospitalize the patient for physical, 
mental, or emotional illness if the physician, in the course of diagnosis or treatment, has determined 
that the patient is in need of hospitalization or if a professional counselor deems it necessary to refer 
a client to determine if there is need for hospitalization. 

Nebraska statute 71-1,206.29 puts psychologists and their clients and patients on an equal 
footing with physicians under Rule 504. 

Prohibition of disclosure by professional counselors 

71-1,335, R. R. S. Ne, states "No person licensed or certified pursuant to sections 71-1,295 
to 71- 1,338 shall disclose any information he or she may have acquired from any person consulting 
him or her in his or her professional capacity .... " 

Disclosures to elements of the criminal justice system who have referred patients 

42CFR, Chap. I, Subchap A, Part 2, 2.35 states that (a) a program may disclose information 
about a patient to those persons within the criminal justice system which have made participation 
in the program a condition of the disposition of any criminal proceedings against the patient or of 
the patient's parole or other release from custody if: 

(1) The disclosure is made only to those individuals within the criminal justice system who 
have a need for the information in connection with their duty to monitor the patient's progress (e.g. 
a prosecuting attorney who is withholding charges against the patient, a court granting pretrial or 
posttrial release, probation or parole officers responsible for supervision of the patient); and (2) The 
patient has signed a written consent meeting the requirements of S 2.31 (except paragraph (a)(8) 
which is inconsistent with the revocation provisions of paragraph (c) of this section) and the 
requirements of paragraphs (b) and (c) of this section. 

(b) Duration of consent. The written consent must state the period during which it remains 
in effect. This period must be reasonable, taking into account: 

(I) the anticipated length of the treatment; 
(2) the type of criminal proceeding involved, the need for the information in 

connection with the final disposition of that proceeding, and when the final 
disposition will occur; and 

(3) such other factors as the program, the patient, and the person(s) who will receive 
the disclosure consider pertinent. 
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(c) Revocation of consent. The written consent must state that it is revocable upon the 
passage of a specified amount of time or the occurrence of a specified, ascertainable event. The time 
or occurrence upon which consent becomes revocable may be no later than the final disposition of 
the conditional release or other action in connection with which consent was given. 

(d) Restrictions on redisclosure and use. A person who receives patient information under 
this section may redisclose and use it only to carry out that person's official duties with regard to the 
patient's conditional release or other action in connection with which the consent is given. 

IV. Nebraska Statutes RegardingAOD Records 

Restriction ofAOD abuse records in mental health system 

83-1068 R. R. S.Ne, states "(I) All records kept on any subject of a petition shall remain 
confidential except as may be provided otherwise by law. Such records shall be accessible to (a) the 
subject except as provided in subsection (2) of this section, (b) the subject's counsel, (c) the subject's 
guardian if the subject is legally incompetent, (d) the mental health board having jurisdiction over 
the subject, (e) persons authorized by an order of ajudge or court, (f) persons authorized by written 
permission of the subject, or (g) the Nebraska State Patrol or the Department of Health and Human 
Services pursuant to section 69-2409.01." 

Access to Records by Office of Juvenile Services 

Neb.Rev. St. § 43-409. Infants; Article 4 Office of luvenile Services 

The Office of luvenile Services shall have access to and may obtain copies of all records 
pertaining to a juvenile committed to it or placed with it, including, but not limited to, school 
records, medical records, juvenile court records, probation records, test results, treatment records, 
evaluations,. and examination reports. Any person who, in good faith, furnishes any records or 
information to the Office of luvenile Services shall be immune from any liability, civil or criminal, 
that might otherwise be incurred or imposed. The owners, officers, directors, employees, or agents 
of such medical office, school, court, office, corporation, partnership, or other such entity shall not 
be liable for furnishing such records or information. 

Restriction of juvenile records 

Neb. Rev. St §43 -3001 Chapter 43. Infants; Article 30 Access to Information and Records 

(1) Not withstanding any other provision of law regarding the confidentiality of records and 
when not prohibited by the federal Privacy Act of 1974, as amended,juvenile court records and any 
other pertinent information that may be in the possession of school districts, county attorneys, law 
enforcement agencies, state probation personnel, state parole personnel, youth detention facilities, 
medical personnel, treatment or placement programs, the Department of Health and Human Services, 
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the Department of Correction al Services, the State Foster Care Review Board, child abuse and 
neglect investigationteams, child abuse and neglect treatment teams or other multidisciplinary teams 
for abuse, neglect, or delinquency concerning a child who is in the custody of the state may be shared 
with individuals and agencies who have been identified in a court order authorized by this section 

(2) In any judicial proceeding concerning a child who is currently, or who may become at 
the conclusion of the proceeding, a ward of the court or state or under the supervision of the court, 
an order may be issued which identifies individuals and agencies who shall be allowed to receive 
otherwise confidential information concerning the juvenile for legitimate and official purposes. The 
indi viduals and agencies who may be identified in the court order are the child's attorney or guardian 
ad litem, the parents' attorney, foster parents, appropriate school personnel, county attorneys, 
authorized court personnel, law enforcement agencies, state probation personnel, state parole 
personnel, youth detention facilities, medical personnel, treatment or placement programs, the 
Department of Health and Human Services, the Office of Juvenile Services, the Department of 
Correctional Services, the State Foster Care Review Board, child abuse and neglect investigation 
teams, child abuse and neglect treatment teams, and other multidisciplinary teams for abuse, neglect, 

. or delinquency. Unless the order otherwise states, the order shall be effective until the child leaves 
the custody of the state or until a new order is issued. 

(3) All information acquired by an individual or agency pursuant to this section shall be 
confidential and shall not be disclosed except to other persons who have a legitimate and official 
interest in the information and are identified in the court order issued pursuant to this section with 
respect to the child in question. A person who receives such information or who cooperates in good 
faith with other individuals and agencies identified in the appropriate court order by providing 
information or records about a child shall be immune from any civil or criminal liability. The 
provisions of this section granting immunity from liability shall not be extend to any person alleged 
to have committed an act of child abuse or neglect. 

(4) Any person who publicly discloses information received pursuant to this section shall 
be guilty of a Class III misdemeanor. 
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_ .. - .. ---. --. ----
Interviewer !D: ___ _ 

Nebraska Standardized Model: Simple Screening Instrument 
The questions that follow are about your use of alcohol and other drugs. Mark the response that best fits for you. 
A th f' t f h t6 th I h 6 th nswer e ques Ion In erms 0 your experiences In t e pas mon s. nt epast mon s. 

I. Have you used alcohol or other drugs? (Such as wine, beer, hard liquor, pot, coke, heroin, or Yes No 
other opiates, uppers, downers, hallucinogens or inhalants.) 

la. When did you first use alcohol or other drugs (excluding tobacco)? _I_l-

Ib. When did you last use alcohol or other drugs (excluding tobacco)? , _1-'-
2. Have you felt that you use too much alcohol or other drugs? Yes No 

3. Have you tried to cut down or quit using a1cohol or other drugs? Yes No 

4. Have you gone to anyone for help because of your drinking or drug use? (Such as Alcoholics Yes No 
Anonymous, Narcotics Anonymous, Cocaine Anonymous. counselors, or a treatment program) 

5. Have you had any of the following? Yes No 

a. Blackouts or other periods of memory loss? Yes No 

b. Injured your head after drinking or using drugs? Yes No 

c. Had convulsions delirium tremens ("DT's")? Yes No 

d. Hepatitis or other liver problems Yes No 

e. Felt sick, shaky or depressed when you stopped? Yes No 

f. Felt a crawling feeling under the skin when you stopped using drugs? Yes No 

g .. Been injured after drinking or using? Yes No 

h. Used needles to shoot drugs? Yes No 

6. Has drinking or using drugs caused problems between you and your family or friends? Yes No 

7. Has drinking or drug use caused problems at school or at work? (Including attendance.) Yes No 

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

9. Have you lost your temper or gotten into arguments or fights while using alcohol or drugs? Yes No 

10. Have you needed to drink or use drugs more and more to get the effect you want? Yes No 

II. Have you spent a lot of time thinking about or trying to get alcohol or drugs? Yes No 

12. When drinking or using drugs, are you more likely to do something you wouldn't normally do, Yes No 
such as break rules, break the law, sell things that are important to you, or have unprotected sex with 
someone? 

13. Have you felt bad or guilty about your alcohol or drug use? Yes No 

The next questions are about your lifetime experiences. Yes No 

14. Have you ever had a drinking or drug problem? Yes No 

15. Have any of your family members ever had a drinking or drug problem? Yes No 

16. Do you feel that you have a drinking or drug problem now? Yes No 

The next questions are about yonr experience with gambling. Yes No 

17. Have you ever had to lie to people important to you about how much you gambled? Yes No 

18. Have you ever felt the need to bet more and more money? Yes No 



Individual!D: ____ _ 

Interviewer !D: ____ _ 

Nebraska Standardized Model: Simple Screening~nstrument (cont'd) 

Scoring for SSI (For official use only) 
Individual!D: ____________ Date: _________ ...,.-__ _ 

Location: ____________ ~------------------

Items 1 and 15; 17 and 18 are not scored. 
2 
3 
4 

_ 5 (any items listed) 
6 

The following items are scored as a 1 (yes and 0 (no): 
7 12 
8 13 
9 14 
10 16 
1l 

Total Score_ Score Range: 0 -14 
Preliminary interpretation of responses: 

Score Degree of Risk for AOD Abuse 
0-1 .......................................................... None to low 

Observation Checklist for Interviewer: Did you observe any of the following while screening this 

indi vidual? 

a. Needle track marks Yes No 
b. Skin abscesses, cigarette bums, or nicotine stains Yes No 
c. Tremors (shaking and twitching of hands and eyelids Yes No 
d. U ndear speech: slurred, incoherent, or too rapid Yes No 
e. Unsteady gait: staggering, offbalance Yes No 
f. Dilated (enlarged or constricted (pinpoint) pupils Yes No 
g. Scratching Yes No 
h. Swollen hands or feet Yes No 
i. Smell of alcohol or marijuana on breath Yes No 
j. Drug paraphernalia such as pipes, paper, needles, or roach clips Yes No 
k. "Nodding out" (dozing or falling asleep) Yes No 
l. Agitation Yes No 
rn. Inability to focus Yes No 
n. B urns on the inside of the lips Yes No 

Interviewer Comments: 
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Client's Name _______________ _ Today's Date _________ _ 
Rater's Name _______________ _ Date of Birth _________ _ 

NEBRASKA STANDARDIZED RISK ASSESSMENT REPORTING FORMAT 
FOR SUBSTANCE ABUSING OFFENDERS 

Purpose: This instrument is used to give treatment providers an indication of the offender's risk of 
rearrest. Please indicate whether, in your professional judgement, the offender's 
circumstances in each of the following areas indicate an'increased likelihood of rearrest. 

. Yes No 

1. Age 
Examples: 

2. Prior Record 
Examples: 

The offender was relatively young at the time of first arresUconviction. 
The offender is currently 12 or younger. 

The offender'S arrest record causes concern. 
The offender has had prior terms of probation/parole. 
The offender has absconded or been revoked. 

3. Offense Types 
Examples: The offender has prior arrests for theWauto theWburglary/robbery. 

The offender has an arrest for assault, sexual assault or weapons. 

4. Attitude 
Examples: The 'offender does not accept responsibility/rationalizes behavior. 

The offender is unwilling to change. 

5. Personal Relations 
Examples: The offender'S personal relationships are unstable or disorganized. 

The offender has gang associations. 

6. Substance Use 
Examples: The offender is involved in occasional or frequent use of alcohol/drugs. 

The use of alcohol/drugs causes any disruption of functioning. 

For Juveniles Only: For Adults Only: 
Yes No 

o 0 

o o 

o o 

o o 

o o 

o o 

Yes No 
7. SchoollEmployment 0 0 7. Employment 0 0 

(Check "Yes" if offender has dropped out and 
is not employed.) 
Examples: The offender has behavior or 
attendance problems at school or work. 
The offender is placed below expected grade. 

8. Maltreatment o o 
Examples: The offender has been reported to be 
The victim of either neglect or abuse (emotional, 
physical or sexnal) . 

. Overall Impression: 

(Check "No" iffull-time student) 
Examples: The offender has unsatisfactory 
employment or is unemployed. 
The offender has not been regularly employed 
or in school for the last year. 

In your professional judgement, indicate the relative level of risk of rearrest posed by this offender. 

Low 0 Medium 0 High 0 



Comments/Concerns/Complicating Factors (e.g., trauma, victim, mental health, other identified needs): 
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Required Reporting Format For 
Nebraska Standardized Substance Abuse Evaluation 
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A. 

B. 

1. 
2. 
3. 

C. 

D. 

E. 

1. 
2. 
3. 
4. 
5. 

6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 

F. 

1. 
2. 
3. 
4. 

REQUIRED REPORTING FORMAT FOR NEBRASKA 
STANDARDIZED SUBSTANCE ABUSE EVALUATION 

FOR ADULT JUSTICE REFERRALS 

DEMOGRAPHICS 

PRESENTING PROBLEM I PRIMARY COMPLAINT 

External leverage to seeK evaluation 
When was client first recommended to obtain an evaluation 
Synopsis of what led client to schedule this evaluation 

MEDICAL HISTORY 

SCHOOL I WORK I MILITARY HISTORY 

ALCOHOL I DRUG HISTORY SUMMARY 

Frequency and amount 
Drug and alcohol of choice 
History of all substance use I misuse I abuse 
Use patterns 
Consequences of use (physiological, legal, interpersonal, familial, 
vocational, etc.) 
Periods of abstinence / when and why 
Tolerance level 
Withdrawal history and potential 
Influence of living situation on use 
Other addictive behaviors (e.g. gambling) 
IV drug use 
Prior SA evaluations and findings 
Prior SA treatment 

LEGAL HISTORY (Information from Criminal Justice System) 

Criminal History & Other Information: 
Drug Testing Results: 
Simple Screening Instrument Results 
Nebraska Standardized Risk Assessment Reporting Format for Substance Abusing 
Offenders 

G. FAMILY I SOCIAL! PEER HISTORY 

H. PSYCHIATRIC I BEHAVIORAL HISTORY 

1. Previous mental health diagnoses 
2. Prior mental health treatment 

I. COLLATERAL INFORMATION (Family I Friends I Criminal Justice) 
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J. 

K. 

L. 

Report any information about the client's use history, pattern, and/or consequences learned from 
other sources. 

OTHER DIAGNOSTIC I SCREENING TOOLS - SCORE & RESULTS 

-~ 

CLINICAL IMPRESSION: i 

1. Summary of Evaluation: 
a. Behavior during evaluation (agitated, mood, cooperative) 
b. Motivation to change 
c. Level of denial or defensiveness 
d. Personal agenda 
e. Discrepancies of information provided 

2. Diagnostic Impression (including justification): (May include Axis I-V) 
3. Strengths Identified (client and family) 
4. Problems Identified 

RECOMMENDATIONS 

1. Primary / Ideal Level of Care Recommendation: 
2. Available level of Care / Barriers to Ideal Recommendation 
3. Client / Family Response to Recommendation: 
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ATIACHMENT A: PERTINENT BIOPSYCHOSOCIAL INFORMATION 

Notes 

1. MEDICAL! HEALTH STATUS YES NO 

a. Eating disorders issues 

b. Infectious diseases present 

c. Head Trauma history 

d. Organ Disease (liver. heart. other) 

e. Pregnancy 

f. Medication status and history I g. Other pertinent medical problems 

h. Nutritional 

2. EMPLOYMENT I SCHOOL I MILITARY I YES NO I 
a. Employment history 

b. Financial responsibility problems 

c. Work ethic /goal setting problems 

d. Military history 

e. Attendance issues 

f. Performance / goal setting problems 

g. Learning disabilities present 

h. Cognitive functioning difficulties 

3. FAMILY I SOCIAL DESCRIPTION I YES NO I 
a. History of use / treatment 

b. Family communication issues 

c. Family conflict evident 

d. Abuse / trauma issues present 
(domestic~sexual.phvsical, neQlect, etc.) 

4. DEVELOPMENTAL I YES NO 

a. Abandonment issues 

b. Significant childhood experiences 

5. SOCIAL COMPETENCY / PEER 
RELATIONSHIPS YES' NO 

a. Authority issues present 

b. Assertiveness issues present 

c. Submissiveness issues present 

d. Social Support network 

e. Substance using peers prominent 
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t Isolation issues 

g. Use of free time / hobbies 

h. Group v. individual activities 

I. Gang membership / affiliation 

6. PSYCHIATRIC / BEHAVIORAL I YES I NO I , 
a. Need for mental health treatment evident 

b. Danger to self or others present 

c. Legal issues past or present 

d. Violence by history 

e. Impulsivity by history 

t High risk behaviors by history 

7. INDIVIDUALIZED NEEDS I YES I NO I 
a. Spirituality 

b. Cultural.issues impacting ADD use 

c. Anti·social values / beliefs 
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REQUIRED REPORTING FORMAT FOR NEBRASKA 
STANDARDIZED SUBSTANCE ABUSE EVALUATION 

FOR JUVENILE JUSTICE REFERRALS 

A. DEMOGRAPHICS 

B. PRESENTING PROBLEM I PRIMARY COMPLAINT 

1. External leverage to seek evaluation 
2. When was client first recommended to obtain an evaluation 
3. Synopsis of what led client to schedule this evaluation 

C. MEDICAL HISTORY 

D. 

E. 

F. 

1. 
2. 
3. 
4. 
5. 

6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 

SCHOOL I WORK I MILITARY HISTORY 

ALCOHOL I DRUG HISTORY SUMMARY 

Frequency and amount 
Drug and alcohol of choice 
History of all substance use I misuse I abuse 
Use patterns 
Consequences of use (physiological, legal, interpersonal, familial, 
vocational, etc.) 
Periods of abstinence I when and why 
Tolerance level 
Withdrawal history and potential 
Influence of living situation on use 
Other addictive behaviors (e.g. gambling) 
IV drug use 
Prior SA evaluations and findings 
Prior SA treatment 

LEGAL HISTORY (Information from Criminal Justice System) 

1. Criminal History & Other Information: 
2. Drug Testing Results: 
3. Simple Screening Instrument Results 
4. Nebraska Standardized Risk Assessment Reporting Format for Substance Abusing 

Offenders 

G. FAMILY I SOCIAL I PEER HISTORY 

H. PSYCHIATRIC I BEHAVIORAL HISTORY 

1. Previous mental health diagnoses 
2. Prior mental health treatment 

I. COLLATERAL INFORMATION (Family I Friends I Criminal Justice) 
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Report any information about the client's use history, pattern, andlorconsequences learned from 
other sources. 

J. CLINICAL IMPRESSION: 

1. Summary of Evaluation: 
a. Behavior during evaluation (agitated, mood, cooperative) 
b. Motivation to change 
c. Level of denial or defensiveness 
d. Personal agenda 
e. Discrepancies of information provided 

2. Diagnostic Impression (including justification): (May include Axis I-V) 
3. Strengths Identified (client and family) 
4. Problems Identified 

K. RECOMMENDATIONS 

1. Primary / Ideal Level of Care Recommendation: 
2. Available level of Care / Barriers to Ideal Recommendation 
3. Client / Family Response to Recommendation: 
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ATTACHMENT A: PERTINENT BIOPSYCHOSOCIAL INFORMATION 

Notes 

1. MEDICAL! HEALTH STATUS I YES NO I 
a. Eating disorders issues , 
b. Infectious diseases present 

c. Head Trauma history 

d. Organ Disease (liver, heart, other) 

e. Pregnancy 

I. Medication status and history I g. Other pertinent medical problems 

h. Nutritional 

2. EMPLOYMENT / SCHOOL / MILITARY YES NO 

a. Employment history 

b. Financial responsibility problems 

c. Work ethic /goal setting problems 

d. Military history 

e. Attendance issues 

f. Performance I goal setting problems 

g. Learning disabilities present 

h. Cognitive functioning difficulties 

3. FAMILY I SOCIAL DESCRIPTION I YES NO I 
a. History of use I treatment 

b. Family communication issues 

c. Family conflict evident 

d. Abuse I trauma issues present 

(domestic,sexual,ohvsical, neolect, etc.l 

4. DEVELOPMENTAL I YES NO 1 
a. Abandonment issues 

b. Significant childhood experiences 

5. SOCIAL COMPETENCY I PEER 
RELATIONSHIPS YES NO 

a. Authority issues present 

b. Assertiveness issues present, 

c. Submissiveness issues present 

d. Social Support network 

e. Substance using peers prominent 

71 



f. Isolation issues 

g. Use of free time I hobbies 

h. Group v. individual activities 

I. Gang membership I affiliation 

6. PSYCHIATRIC I BEHAVIORAL I YES I NO I , 
a. Need for mental health treatment evident 

b. Danger to self or others present 

c. Legal issues past or present 

d. Violence by histo/y 

e. Impulsivity by history 

f. High risk behaviors by history 

7. INDIVIDUALIZED NEEDS I YES I NO I 
a. Spirituality 

b. Cultural issues impacting AOD use 

c. Anti-social values I beliefs 
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) 

) 

Client 10 # 

Select The Modules You Wish To Administer 

Confidential: Cannot be reproduced or distributed without written permission of: 

Kathleen Meyers 

. University of Pennsylvania 
PVAMC Bldg 7 
University and Woodland Ave 
Philadelphia, PA 

Phone: 215 823 4674 
Email: meyershaganra>.erols.com 

Copyright © 1996, by K Meyers Version 1.1 

CASI-l 



r 
7_ CateQorv 

1. Site 10 #: 1) Intake 2) Follow-up 0 , 

2.SS#: 
"foIlow,up. specify mon!h (e.g .. recoof February '02') I I I 
8. SoeciaJ 

3. Date of Adm: Mill 001 yy 
1) Subj. misrepresentation 3) Subj. terminated 0 2) Subj. not able to respond 

4. Date of Int: 001 yy 9, Standardized Test Scores . '. 

Test~.· . TestName: 
a) 

5. TIme Int. Began: HR: MN b) 

c) 

6. TIme Int. Ended: . HR: MN 
d) 

. Drug <:mgory . RIesuIt· 
. Urine Drug Screening Results .... 

.. .. .:'Dni9~,"" .:"<Resalt 

10, Opiates II Coding Key 

0) Neg .... for drug metJt>oljtes 
/

14, BarbsiSedsiHypnotics I 
PhenoIPen1DI>artlilal. ChIOIaI HVdlate 

Ill, Hallucinogens , ., 1)?OS1Iivelordrugme",_ /15, Benzodiazepines 
1.... ________ -....L... __ .,.---'. 2) Quantity..." insuffiOen. tor test L... "'Ox"'az"'e""oa"'m"".O"'_=oa:m::...... ___ -'-____ -' 

/
12. Amphetamines I I 
~IDhetamine/ Metnamohetamme 

/13. Cocaine 
Anyfomt I I 
18. Alcohol Breathalyzer Reading 

3) Was not tested 

4) Pt refused to submit sample /16. Inhalants 

117. Marijuana 
THe in any loon . 

Emer blood level from bteathalyzer report (e.g .•. 00, .09, .10). . IT1 
REASON FOR INTAKE: __________________ _ 

CASI-2 



Medicaid - "X' caIegoty . __ Yes . __ . No: .<- Pending ~Ineligible ' I COMMENTS:' 0, • . > 

Medicaid #: Anniv. Date: 001 MM/ __ "_YY 
Include question # with each comment 

Restrictions: 

Case Worker #: 

Other Insurance - _Yes No Carrier. 

Policy Number: . Policy Holder: 

Group: Plan: 

Contact #: 

Restrictions: 

Disability - SSUSSDI: Yes No 

Case#: 

Case Worker. Telephone #: 

Supervisor: Branch Officer. 

Designated Payee: Amount: 

Known to Foster Care: Yes ·Nol ' . Pt. . Pts. Child . Both 

Agency: 

Phone #: 

Caseworker: 

Supervisor: 

Known to the Juvenile/Criminal Justice System: Yes . No 

Probation Officer: Telephone #: 

Judge: 
. 

-:-
Agency/County: 

Other Agency- Other Agency -
Address: Address: 

. 

Phone #: Phone#: 

Program Contact: Program Contact: 

CASI-3 



) 
1. Name: ____________________________ __ 

2. Nickname: ____________________ _ 

3. Address: ________ -'-_________ _ 

4. Phone#: ( 

5. Geographic type of primary residence: 

DUrban 0 Suburban 0 Rural 

6. Age: __ 7. Birth Date: __ oo/ __ Mw ____ YV 

8. Gender: 0 Mole 0 Female 

9. Race 
1) CaUCilSlan 
2) Afrian.Amencan 
3)laliool. 
')Asoan 

S) Native Ame.rian 
6) PaOIIc lsIaoder 
7) Other. specify 
I) _ast Asian 

9)Fi6pino 0 
10) Asaan Indian 

10. Spoken languages· ~~ .. . Ot/Mr. 
x;.,· .... 

Englioll 

Spanis/! 

Chinese 

Frondl 

VIetn.mese: 

Ponugvese 
0tIIer: __ 

11. Marital Status 
1) Single (never married) 'IOivorced 
2) Mamed 5) Widowed o 
3) Separated 

12. Referral Source: 
. 

[ 1) Sen 51 Child Proleel .. " Serllices 
2) Family 6)C<lun 
31 School , 7) Olhe, specify 
41 ProfeSSional 

. 

1 J. Have you been in a controlled environment C in the past month? 
1) No 5)Med. Ix 
21 JaillY outh Oelention 6) Psych. Tx 
3 I You/I1 Sheher 1) O1he, SpecIfy 
'I O&A Tx 

14. Number of days during past month in IT a controlled environment: 

. PASTYEAR 
Have tIIent eve<" been Ever ·Past . 0GI0r1l 
significant periods'during Month .. IIaaIbs 
wbichyou __ ? ,,1<0- I'~~ "'" '<iy. Y .. I)Y .. 

15. Had a belief in a 
"God" ora "Higher 
Power"? 

16. Prayed or meditated 
in line with your 
spirituality/beliefs? 

17. Do you want to learn more 01 No D about a particular religion? 1) Yes 
Which one? 

1S.Religion Currently Practicing D 1) Protestant ,) Islam 1) Mormon 
2) Catholic 5) None 8) Buddist 

. 3)Jewish 6) Other: specify 9) Hindu 

COMMENTS:.~ ________________________ _ 

CAS I -~ 



LEGAl GUARDIAN(S) 

Name: ____________________________ _ Name: _____________________ _ 

Relationship: ______________________ _ Relationship: ____________________ _ 

Address: _____________________ _ Address:' ------------

Phone#: ___ ~------------------
Phone#: _____________________ ___ 

Highest grade completed: __ _ Highest grade completed: __ __ 

Oc;c;upation: ___________________ _ Occupation: _____________________ _ 

Does this adult receive ? Yes No Does this adult receive ? Yes No 

General public assistance? General public assistance? 

Medicaid? Medicaid? 

Food stamps? Food stamps? 
WIC? WIC? 
SSI/SSOI? SSIISSDI? 

~~ 

I OTHER INVOLVED~ADULTS 

Name:~------------------------
Name:_~ _______________ _ 

Relationship: __________________ _ Relationship: ___________ _ 

Address: ____________________ _ Address: ______________ _ 

Phone#: _____________________ _ Phone#: __________________ _ 

Name: ________________________ _ Name: ______________________ _ 

Relationship: ___________________ _ Relationship: _________________ _ 

Address: ________________________ _ Address: _____ ~ ___________ _ 

Phone#: ______________________ ~ Phone#: ______________ _ 

CASI-5 



) Do you have_? - Yes No . Don, . Other Illnesses _-
know please specify 

- - Surgical Procedures DatA 
please specify 

Asthma? 
- ' 

Diabetes? 
- -

Epilepsy? 

A heart murmur? 

-Prescribed Medications OTC Medications Mecfrc:alion Allergies -Food Allelgies 

TIme since last ? -TIme rill montIIs) Doctor's Name or Medical Care Provider Pbone# 

Comprehensive physical exam 
(nor a SPOIlS physical)? 
~ ~ -4' Gynecological 
exam? 
Dental exam? 

Eye exam? 

Hearing exam? 

COMMENTS: ____________________________________________ __ 
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\ 
I 

/1 

~e~~~~·~~:.::;<~j2.I?i~~!;,~ii; ~~i ~i~ :$~ 
1. Changed schools a 101 or moved a lot? 

2. Experienced a serious, disabling or life 
threatening illness /injury (e.g., hal bums, cancer)? 

3. Watched someone close to you experience 
a serious, disabling or life threatening illness 
or iniury ie.a., bad bums, cancer)? 

4. Experienced a major community disaster 
I (e.g., flood, hurricane)? 

5. Experienced a family crisis (e.g., loss of 
home in fire, divorce)? 

6. Experienced serious family financial 
problems? 

17. Had someone close to you reject you? 

Is. Had someone close to you die? 

9. Witnessed shootings, stabbings> 
muggings, or other forms of severe violence 
or abuse? 

10. Witnessed the murder or attempted 
murder of someone? 

11. Witnessed the arrest of a relative, 
neighbor or friend? 

112. Been the victim of a crime? 

13. Experienced discrimination due to race, 
religion, ethnicity, sexual orientation or 
Qender? 

1-14.;.Other: spedfy in comments 

I 

~!~~ti~i~~.COMMENTS::~~;~~~A 
Indude Question :t With each comment. 
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II 
f 

Are you currently enrolled in school and attending school? 0 Yes. complete section l. 

o No. complete section II. 

SECTION I 

1. Type of school: I} Publ.c 3}SpeoalEd 5} AUemative 7}Othec_ 0 I "COMMENTS: 
2} Pnvate 4} Vocatiooal 6} Boarding Indude question # with each comment 

2. Current grade level: Please cin:Je grade currently enrolled in or entering. 

1 2 3 4 5 6 7 8 9 10 11 12 

3. # of grade(s) repeated: Please circle totol number of times the youth has been held back. 

I 2 3 4 5 6 7 8 9 10 11 12 

14. Grade(s) repeated: 0 0 0 0 I 
5. Reason(s) repeated: 

0 0 0 0 1) ,\cadem.1: 3)801/1 
2) ADendance .) OItIec soedfy 

~YEAR 
Have ~ ever been significant periods ,. :.,. "Ever Age ~"/·"Othart1 

1 during Which you _"_' _7 " " 1st " "Month:. Months " 
0)110 CII~ 0)110 

"- 1)Yes 1) Yes " 1) Yes " 

6. Attended remedial" class/school? 
-00 not indude gifted dass/schooL 

7. Academic Problems Had failing grades or had 
difficulty learning, paying attention or 
comllrehending material? 

8. Attendance Problems Cut class/school or 
arrived lateJleftearfy (unauthorized) on a 
consistent basis? 

9. Disciplinary Problems Were suspended, 
expelled, had numerous detentions, violated 
school rules, or your parent(s)/guardian(s) were 
contacted about your behavior? 

10. Mo/ivation/Attitude Problems Had little or no 
interest in schoOl, refused to complete " 

assignmentsihomework, seriously thought 
about dropping out of school? 

11. Educationa/lntelVention Met regularfy with a 
school psychologist, guidance counselor or 
social workerfor reasons other than career 
counselinQ ? 

GRID CONTINUES ON NEXT PAGE •• _ •• _ 
" 
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PAST YEAR I COMMENTS: ... 
.. 

Have there ever been significant periods Ever Age Past Other 11 Include ~tion # with each comment 

during which you __ 1 1st Month Montbs 
G) No 01 No 0) No -

) tlYes f) Yes flYes 
12. Had security guards, police or metal 
detectors at school? 

. 

.113. Wentto prepared? 

14. Felt like you belonged in school? I I 

15. Felt safe at I I 

16. Approximately how many minutes do you typically . 
spend doing homework or studying each day? I I I I 
17. High school education plans: 1) Graduate wi diploma 3) Do not plan to finish 0 2) Graduate wi GEl 4) Unsure 

18. Future plans: 1) College .4) Military 

0 2) Trade school 5) Undecided 
3) War\( 6i Other. sceciIy 

19. 00 you think you have any problems with education G) No D t or school? 1) Maybe 
21 Definitely 

20. In the past month, how often have you 0) Never 
experienced things about school that 1) Sometimes 0 bothered you? 2) Almost always 

. 

3) Always 

For items 21" ancI22 please use the following youth rating.scaIe; . . . 
. .. OJ Not at all 1) A it1Ie bit 2) A lot 

21. During the past month have you been troubled or bothered 0 by anything about school. and if you have. how much? 

22. Is counseling/treatment in this area important to you, and if it is, 0 how much? 

INTERVIEWER CONFIDENCE RATINGS 01 No f) Yes 

23. Is the above information significantly distorted by the youth's D misrepresentation? 

24. Is the above information significantly distorted by the youth's 

I inability to understand? D 

CASI -9 



'SEcnON II 
Youth currenfiy not enrolled" in school or not attending school. (Do not mude summer ""calioll) . _ . 

'. 

1. Highest level of education completed: Please cirde last grade completed. II COMMENTS; 
1 2 3 4 5 6 7 8 9 10 11 12 Jndude Question:: wrth each corrimer 

2. Type of school 1) PUb/IC 3) Speoal Ed S) Altematiye 7)Omer =tr 0 . 

last attended: .2) Pnvate 4) Voca~onal 6) 80atding 

3. Number of months since last attended school: I I I I 
4. Reason not in school? 1) Graduated 4, Medical reason 7J Legal reasen 0 2) Dropped oot S) "'Yell. reason I) Refuses 10 anend 

3) Expelled 6) D & A reason 9) 01l1er $IH!Ofy 

5. Are you interested in getting back into school? 01 0) No 1) Yes 2) Don't know 

6. #of grade(s) repeated: Girde 101111 # of limes 1he youth has been held bacI< 

1 2 J 4 5 6 7 8 9 10 11 12 

17. Grade(s) repeated: D 0 D 01 
8. Reason(s) repeated: D 0 0 0 1) Academe 3lBclh 

2lAI1endance '10!ller:~ 

TEAR PRIOR TO 
DISEII!OIIIoENT ID£I 

Have there ever been significant periods . Ever Age Past 0tIt1S11 

during which you __ 7 1st Month . Months 
O)No. .0) NCi '.' 

. 
' .. , . 

.OfNo- .• 
. . 

1}Ves . ..' . 1}Ves . 1),(es 

9. Attended remedial'class/school? 
-00 not indude gifted dasslschool. 

10. Academic Problems Had failing grades or 
had difficulty learning, paying attention or 
comprehending material? 

I 
11. Attendance Problems Cut clasS/school or 
arrived latellett early (unauthorized) on a 
consistent basis? 

12. Disciplinary Problems Were suspended, 
expelled, had numerous detentions, violated 
school rules, or your parent(sVguardian(s) were 
contacted about your behavior? 

GRID CONTINUES ON NEXT PAGE •••••• _ 
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- 'lEAR PRIOR TO I COMMENTS: oiosamwEHr !D.E.! 

" Have there ever been significant periods Ever Age Past Other 11 Induce ,=!ueslion # .wilt! eaCh comment 

) during which you __ ? 1st Month Months 
01 No 01 No 0) No 
1) Yes 11 Yes 11 Yes 

13. Motivation/Altitude Problems Had little or no J 

interest in school, refused to complete 
, 

assignments/homework, seriously thought about 
droP-Dino out of school? ' 

14. Educational Intervention Met regularly _with a 
school psychologist, guidance counselor or 
social worker for reasons other than career 
counseling? 

15. Had security guards, police or metal 
detectors at school? 

16. Went to schoo,l prepared? • I 
" 17. Felt like you belonged in school? 

I 
I 18. Felt safe at school? 

19. High school education plans: 1) Graduate wi diploma 31 00 not plan to finish D 
) 2) Graduate wi GED 4) Unsure 

120. Future plans: 11 Co/lege 4) Military D 2) Trade school 5) Unde<:ided 
3) Wcr1< 6) Other: spedfy 

21. 00 you think you have any problems with 0) No 

D education or school? 1) Maybe 
21 Defindely 

22. In the past month, how often have you 0) Never 
experienced things about school that 1) Sometimes D bothered you? 2) Almcist always 

3) Always 

For items 23 and 24 please use the foUowing youth rating scale:, ' " 
- ' " . O)Notatall 1)A6tflebit 21 A 101 

23. During the past month have you been troubled or bothered by D anything about school, and if you have, how much? 

24. Is counselingltreatment in this area important to you, and D if it is, how much? 

INTERVIEWER CONFlDEN9E RATINGS O)No ,- I)VES 

25. Is the above information significantly distorted by the youth's D mis representation? 

26. Is the above information significantly distorted by the youth's 0 inability to understand? 
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Have you ever ,. 
used_7 

• Pleasedrdo SIC! 
-.::e ..... 0ied; 
..... , SIbsIanca 
_asedtny .... 
Iino. 

1. Tobacco 

/
2. OTC drugs: I 

_ specify In comments _ 

13.~COhOI I 
14. Cannabis I 
15. Cocaine I 
I )6. Amphetamines I 
7. BarbituatesJ I 

Seda1ives . 

8. Inhalants 

9. Hallucinogens I 
10. Opiates 

11. Other: I 
specify HI comments 

COMMENTS: 

Howold ~:oId.i~·;~i~_W2I~~:~Youiise·· 
went __ ::M!!ef-'~prll2nrafuse? : withwhom 
YOUYouwlieri':~:'~i=- . _. . ~ yOu 
when you 1st . .. 1)Epimc- tyP.ica/ly use? 
you 
1st tried 
_7 

. started 3) 1!<1ge .... tny . 

. using 
-.- .. on 

a regular 
basis?· 

I 

41 Onco per_ 11 Alone 
.: .. 51:r .... ar~_perlllllill:· 21FrieJ1d(s)···' 

6)Onceper_ . • JISI*Jg(s, 
71r .... ar ..... timoSper_ 4)~). 

.: 8)Oncoperdoy .c.·.· 51~s) 
.:. " MIn than ""'" per clay 6) 5r.Inge«s) 

'TYPI:AL 
. PAlTBIN 

PEAl( 

PATlBlN 

71a...r.~ 

I 

I 

: . 

-.' '"' -:. : _.-
. :: -. :.. ..-
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12 What was the first substance you ever tried? 
1) Tob2:C:::O 5)CX2¥le 9) HaHudnogens 

0 . 
2) eTC drugs 6)Ampheta_ 10) Opiates 

3) AIco/IoI 7) BatbitualeSlSedatNes 11) ()t;er. spec.;y 
) 4) Cannabis I) Inhalants 

13. With whom did you use the first substance? 

0 1} Alone 3) Sibling(s) S) AoltJail1l3nce(s) 1) Ot/le[ speoly 

2) Friend{s) 4)Pa..,,~s) 6)S .. nge~s) 

14. If tobacco was the first substance you ever tried, what was the second? 
5) Cocaine 9} HaUudnogens 

2) OTC dn;gs 6) Ampheranvnes 101 Opiates 

3) Alec"'" 1) ea_aleSlSedatNes 111 OtI1ec spec.;y 

4) Cannabis 8) Inhalants 

15. With whom did you use the second substance? 
1)AIone 31 SibIing(SI 5) ACII .. 'ntlnce(S) 1) OtI1ec specify 

2) Friend(s) 41 Pa""~SI 6lSnng~sl 

163. First drug used IV? 1JCocaine 3) Opiates 

2) AmphetJmines .. ) Other: specify 

16b. Age when you first injected a drug (i.e., ·shot·up")? 

17. How many days In the past month did you use anythlOg? 

18. OVerall, how long have you used 
drugs and/or drank alcohol? .m years 

0 

0 
0 

OJ 
da 

mos. 

PAST YEAR 

Have there ever been significant periods 
during whiCh yoU _'_7 

• 
19. High fisk behaviors Continued to use while in situations 
that were phYSi;':!y dangerous or hazardous (e.g .• driving. 
swimmina. boatin ? 

20. SaciaVInterpersOllal Consequences Had repeated 
arguments with family. friends, or authority figures 
because of substance use? 

21. PhysicaVPsychological Consequences Had accidents or 
Jeen injured Wh~~tUsing s~~nces, or had psychological 
lroblems worsen or develo due to substance use? ' 

. u. flreoccrpim Spent a great deal of time in activities nec:essaty I 
o obIain 'ngest or recover from using drugs 01 alcohol? .1 . 
!3. Interference/Neglect Attended activities (e.g., school) 
tnder the influence, missed activities due to use, or did not 
uticioate in familv/social activities due to substance use? 

Ever Age Past 
1st Month 

OJ No OJ No 
11 Yes 11 Yes 

,GRID CONTINUES ON NEXT PAGE ....... 

Other 11 
Motiihs, 

-0) No 
11 Yes 

: 'COMMENTS~ . ',. 
Jndude question :t with each comment. 

Substances used 
1)OTCcIrugs 61-
~~-. _-~:':'I ,~. 
4)Coc:aOle .,." 0pia2s.' , 
5}ADipI_II;'''' '. 10,0....:.;,..;". 
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I r~1 r~' ----- ... - , 
I Have there·ever been significant periods 
during which you __ 7 

.. 

24.1.c~iv!ties Given Up Consistently used instead of going 
to school or doing things you used to do with your family , . 

I or fr.erods? 

/
' 25. TOlerance Had 10 do more ct a substance than in the 

I 
past to teel the same effect or used the same amount 
without feeling the effect? 

20. With.drawal Experienced withdrawal symptoms wh~~ r 
YOU cut down or tried to control your use of substance s ? 

27. Reiief from Withdrawal Used substance(s) to avoid 
withdrawal svmDtoms? I 

I Ever T Age Past 
. 11st Monti! 

D)~ i O)~ 
j 1) Yes 11 Yes 

I I 

! i 
I ! 

I I I 

i i 
28. Control Wanted to cut down, stop using or control your I , f T use ot sUbstancel~1 but were unsuccessful? i I i 
29. Larger Amounts Have taken substance(s) in larger 

, 
I 

r 
amounts or over a longer period of time than you originally ! intend~? 

30. legal Issues Experienced recurrent substance-related I 
, 

1 

I legal issues (e.g .. driving under the infiuence, suostance , 
I related dlsonieriv conduc:)? 

~·V1:AR 
Ev .... Have you ever had significant periods Age. Past . 

duringwhiclT yOu _. __ ·iltorderto obtain 1st Monti! 
D)ND 

~:. 
D)~ . 

s:.:bst:ances? . liyes 11 Yes i 31. Siole Stole substances, stole mor.ey to buy I , , 
~~es::!:ce~. or ~~?ed money from stolen goods to 

l r 32. Exchanged Sex for Drugs Had sex with 

I I , , 
someone because you knew they would share I ! 

. their drugslalcohol with you, obtained i 
substances in eXChanr?~ tor sex or used money I I i I from Daid sexuatactivi to buv druaslalcohol? i 
33. Dealt Drugs Dealt drugs for drugs,skimmed I ; ! 

I I I off dealt drugs for own use or used money from , 
deatinQ to !IlJV substances? i i I 

~11 Have you ever __ ? . Ever Total • Age 
ofTanes 1st Month -.~ 

O)ND .. OccuIl1ld O}ND f)No 
11 Yes 11 Yes llYes·~ 

, , 

:3:4:. B:I:aC:k:ed=O:ut=fr:om=a:ICO=ho:I:?==::::==::!:======::::==::::=~I! 
I I 

i 

35. Overdosed on drugs? 

0Iher11 1)OTCdrugs ~'6}8arbSl5 1 "litiS 

Months 21- ·1)1rmIaits 
3)C- .I)~ 

f)No 
4) Coaine " ClpiatI!s 

11 Yes si"'''I ...... ' ... ·fOIOther. ,.,.ofy 

I 

j 

i 
1 
I i 
, 
, 
; 
I 

I COMMENTS: 
'lndude question :I w1lh eac::l'\ comment. 

. 

. 
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. PAl; ;ffilL: I . , ' COMMENTS: •. ' '.' I 
I Have you eyeroeen I for 'Ever . . 'ofTx . Age'.' i-Past '.VU'"'' . . Include question # with each comment 

, 

drug and/or alcohol use ina(n l - 1st ,.Month Months 
, 

__ setting? 0) No . 
~: ~: \ ljVes 

I %. Outpatient? 
. 

j37, Partial Hospital? I I I I I , I ! 38, Inpatient or Residential? I 1 I I I I 
139, Other? 
, Prease specify: I I I I I I 

40. Do you think you have any problems U)Na 0 with drugs or alcohol? 1) Maybe 

2\ Definitelv 

41. In the past month, how often have you 0) Never 
experienced things about drugs or alcohol 1) Sometimes 0 which bothered you? 2) Almost always 

3) Always 

For items 42 and 43 please use the fofIowingyouth rating scale: 
. 0) Nota! aU 11 A i1l!e bit 21 A lot 

42. During the past month have you been troubled 

0 or bothered by any problems with drugs or alcohol, 
and if YOU haye, how much? 

1I3. Is treatment or counseling in this area important 0 to you, and if it is, how much? 

INTERVIEWER CONFIDENCE RATINGS OJ No 11 Yes 
44, Is the above information significantly distorted by the youth's 0 misrepresentation? 

45. Is the above information signifi.cantly distorted by the youth's 0 inability to understand? 

eASI-IS 



. Are you currently enrolled in school and attending scheol? o Yes, Complete sections I and III 

o N ~., Complete sections I, Hand 1II 

Section J - EMPLOYMENT _-' 

r=-------::----------r::.,.~.er--r-A:-fte.-+-=Pas....lP2tA~..,:~ . ..,.· Yi=-'::!other~:,An..R,...". I COMMEHTS~ • 
Have you ever __ ? ~ .." 

1st·, ···IIofdb: ·.Months . Indude question # with each axnment. 

. 

1. Been employed? 

/2 Been fired? 
If ever fired. total # of times: 

-GINo 
11 Yes 

I 

IJfNo .. -0} No··· 
1jeres·· 11 Yes·:· 

If !lQ!..employed during the past year, please skip to question # 10: 

IN THE PAST YEAR: 
3. Typical work pattem: 1) Summernonly 'I Evenings 

2) Weekends 
31 Weekdays 

S) Evenings and weekends 
51 Otl1e~ specif, 

u 
~ 4. Typicat # of hours worked per week: 

15. Approximate weekly take home pay: 

6. Has there been on-site adult supervision at your job? 

7. Have there been job training programs, apprenticeship 
programs, or other skill building programs at your place of 
employment? 

8. Have there been opportunities tor advancement or promotions at 
your place of employment? 

9. Has your job interfered with school, family, friends or 
other free tim~}ctivities (e.g., there wasn't enough time to do 
your homeworiq? 

110.00 you wantto work? 0) No 1) Yes 
I 

11. 00 you have a valid 
driver's license? 

OINo 
l)pr.vile!;e to obtain revoked 

21 License_ 
31 Yes, valid ia!nse 

m 
I I I 
MNn 11Y ... 

o 
o 
o 
D 
01 
o 

. 

. 

. 

. 
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) 

1/ P2rerU(s~) - 3/1IIEgaI-m .. ' . .. .. . .5) BoytriendIGlIffriend I '.', COMMENTS:'<-, ':;.::" 
2) E1npIoymenI . . ~ PuIlIi: Assistn::e. : &) OIhet:s~ '.- . Indude question # w;lh each comment. 

12. Major source of support: ( e:g., housing, clothes. etc.): D 
/13. Major source of spending money: D I 

-Complete only if youth is currently not enrolled in school or not atteriding' school.·. -

WHEN YOU STOPPED GOING TO SCHOOL: 
14. Were you working? OINo 0 11 Yes 

15. Were you self·supportive, that is, did you make 01 No D! enough money to eat and to live in a safe place? 1) Yes 

Complete items .16 andfl7 only ifunemployed and nolin school. 
16. Reason for not working: 1) Dolfi wanllo wall< 5) Medical reasons 

0 21 Unable 10 find a job 6) Psychiatric reasons !: Not actively seeking 7) D<ugla:cohol reasons 
~ Not old enouall 81 Ot~er. soecifv 

17. Are you actively seeking employment (e.g., completing 01 No 0 applications. answering advertisements, etc.)? 11 Yes 

Section III -LEISURE ACTIVITIES· 
'.~f. youth shouJdcomp!etethis section. 

In the past year, how often haveyqu __ .? O)Hewer . .~Once-per_ . 
. . - . 1/.1 ID 10 lima . 5J~21bes"",,_ 

.. - - . '-. 2) Once per maaIIt- .. , .. ·6100iy .. 
3»Ztims_.-itb. - . -

18. Worked (i.e., a job, paid employment)? D 
19. Played team sports or participated in athletic activities? 0 
20. Participated in academic, leadership or 0 career clubs (e.g., school newspaper, debate club)? 

21. Been involved in music (bands, chorus), theater. 0 dance. or art clUbs/activities? 

22. Volunteered or done community service or civic work? D 
23. Done homework or studied? D 

GRID CONTINUES ON NEXT PAGE ...••. 

I 
I 
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~thepastyear"howoften haveyou_': '_f,OIHewer, ' ",' , ~"IOnce ..... _ .-'' 
" ',': .:" , ." ,', ·':1It,tD-10t!ines" :·::5r~21imes ..... week 

. ", , ' , . 2) Once po ... nontb 61 Daily .. ,',' 
31 >21lmes per month 

) 24. Watched TV? o 

) 

125. Exercised or "worked out"? 

/26. Hung out with peers? 

27. "Partied", did drugs or drank .. Icohol? 

/28. Other things: please specify-

29. Most of free time is spent with: 
1) Drug using peet(s) 
2) Non-ustng pee~s) 
3) Drug using girlfriendlboyfriend 
4) Non,using gll1friendlboylriend 
5i DlIlo usino family member 

. 

6) Non-<Jsing family member 
1) Drug using O>-WOf1<e«s) 
8) Noo-using co-wori<e~s) 
9) Alone 

10i Other soecifv 

30. Are you satisfied with the way in which you 
use your free time? 

0) No 

1) Yes 

31, Is there anything that you would rather be doing during your free time? 

01 
01 
o 

o 
o 

~==================~ 32. Do you think you have any problems with 
the way in which you spend your free time? 

33. In the past month, how often have you . 
experienced things about the way in which you 
spend your free time that bothered you? 

0) No 
1) Maybe 
21 Defini!elv 

0) Never 
1) Sometimes 
2) Almost always 
31 Always 

o 
o 

For items: 34 and 35 please use the following youtfuatingscale:" .. ' ',.'". '. ., 
... ' , '" ," , '-' OlNotifaJ"--1lAliI1Iebit21Aiot;-

34. During the past month have you been troubled or bothered 'by D 
how you use your free time, and if you have, how much? 

35. Is counseling, recreational. therapy or leaming new ways D 
to spend your free time important to you, and if it is, how much ? 

INTERVIEWER CONfiDENCE RATINGS , .,' ,'" ' - UlNo 

36. Is the above information significanUy distorted by the youth's 
misrepresentation? 

37. Is the above information significanUy distorted by the youth's 
inability to understand? 

1) Yes 

D 
D 

" COMMENTS:c," ,: 
Indude question # Wiltl each mmmefT 

. 

. , 
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) 
Have you ever had significant periods 
during which you __ 1 

1. Had difficulty making or keeping friends? 

12. Had no friends? 

3. Preferred to be alone rather than with others? 

4. Fel! that your friends were not loyal, not 
trustworthy, talked behind your back or were 
two-faced? 

S. Found it hard to (or could not) talk about important 
issues, would not "ope!HIp" to your friends, or were 
unable to tell them how you really feel? 

6. Were dissatisfied with the quality of your 
friendships? 

1 

7. Were consistently teased or bullied by your 
peers, were humiliated? 

8. Consistently initiated physical fights or bullied 
your peers? 

Ever 

0) No 
1) Yes 

I 
J 

/9. Carned guns, knives or other weapons? 

10. Felt that your friends provided you with 
protection or status? 

11. Had difficulty establishing "romantic" 
relationships or were upset about not having 
that kind of relationship? 

12. Had feelings toward a member of the same 
sex that you did not understand; were attracted 
to someone of the same sex? 

13. Have you ever known someone who you could really trust, 
depend on,or count on to support you? 

If yes,· whom have you trusted the most during the past year? 
0) Noone 3} Orug .... ing gi!tlboyfnend 6) Non-using family_ 

1) Otvg .... ng peer 4) Non-using girtlboyfriend 7) OttIer.specify 

21 Non.using peer 5} Orug...smg family meml>er 

Age 
1st 

, 

0) No 

Past 
Month 
0) No 

. 

1) Yes 

Past Month 

Oth ... " 
Months 

0) No 
1 Yes 

. 

D 
D 

Other 11 MonthsD 

I COMMENTS: 
Include questfon # with each commenl 

. 

I 
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14. Have you ever felt that someone believed in you? 

) If yes, who has believed in you the most during the past year? 
0) No one J) Drug.<Jsing g'M>oy<rlend 6} Non-using family memoer 

7) Other. sped/y 

O)No 1) Yes 

Past Month 

o 
D 

Other 11 Months [] 
1) DtUg u""9 peer <) Non.<JS<ng gll1lboyfnend 
2) NOfHJSlng f)eef 5) Orug.using lamlty member 

. Have you ever hung around people .. 
who_._·? . 

15. Used drugs or got drunk regularly? 

16. Committed illegal acts or got into trouble 
with the policeJjuvenile justice sy~tem? 
Mosl selious act committed: 

117. Were members of gangs? 

18. Dropped out of school or did not attend 
school regularly? 

) 119. Used drugs or drank alcohol but stopped? 

20. Supported not using drugs or drinking 
alcohol? 

Ever . 
.' 

. 

GINo . 
. 1) Yes 

21. Do you think you have any problems with your friends? 

22. In the past month, how often have you 
experienced things about your friends that 

.PAS] 'YI'AR 

• Past '. Other11 
o.lst . 

MOnth Months 
OJ No 0) No 
1jYes 11 Yes 

I 

0) No 

D 1) Maybe 
2) Definnelv 

0) Never 
1) Sometimes 

bothered you? . 2) Almost always. D 
3)AIways 

For items 23. and 2411'ease use the following youth mingsc:ale: . ,', , . . .' 

. . ,. -"" , .' .. ,' "QtNOt3fall'1)A6tIIe1iit 2)AIot 

23. During the past month have you been troubled or bothered by D anything about your friends, and if you have, how much? 

24. Is counselingltreatment in this area important to you, and if it is, 0 .howmuch? . 

INTERVIEWER CONFIDENCE RATINGS .... 0} No lIVes 

25. Is the above infonnation Significantly distorted by the youth's D misrepresentation? 

26. Is the above infonnation significantly distorted by the youth's D inability to understand? 

I 

I 

'. . COMMENTS~' '. 
Indude question # with each comment. 

. 

. 

. 
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) Have you ever _. _._? ,. 

1. Had oral sex? 

/2.Had vaginal sex? 

3. Had anal 

4. How many male sexual partners have you had? 
Please reccxrJ IoIaI number in eacll box. 

many different female sexual partners have you had? 
Please tecotri trial number in each box. 

6. Been forced to be sexual with someone outside of your 
family when you did not want to, engaged in sexual activity 

to engage in sexual activity when they 

I la. Had sex when you were high or drunk? 

9. Had sex in exchange for food or a place to stay 
h.e., survival sex)? 

10. Had sex with someone who has or might have AlDS 
(e.g., prostitute, IV drug user, men who have sex with men)? 

0\ No 1\ Yes 2\ Don't know 

Ever 

'Vi:.... I . COMMENTS: .', 
Have you· ever beentestedfor._· _.1 : EYer.>.·'.· .. T .... ' .• : Past ',0Iher11. L':'---'tnd"-ude---~questJo'::":·~n=#:::'"'=th::ea:h':'=':'axnme----'nt-. .:.. 
0) No· .. ZI Yes; posiIiveresdi .. ., .. . 1st .- PosiCIve ·,Month· Months 
1\ Yes, ~tesuI 3JYes,·don' m. result '. ' .. ~ ··ResuIts .-

11. A sexually transmitted disease 
(STD)? 

12. AIDS? 
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.13. Have you ever been pregnant or gotten Ever.:: Age-;- Past- Other 11·' 
-' 1st··:~ -~ Mo. someone pregnant? _ .. 

.-0- -... - -

.,,- -'. ,cOMMENTs:':·'" . 
Indude queslioo # with each CX>mrne 

) 
OINo 11 Yes 21 OonHnow 

14. If you were ever pregnant or got someone pregnant, total # of: 

OJ Pregnancies OJ live Births 

Abortions OJ Miscarriages rn 
15. If you have given birth to or fathered a child: 

Total # of children OJ Total # put up for adoption OJ 
Total # you are caring for OJ Total # in toster care OJ 

Total # being raised 

I I I Total # raised by family OJ 
by other parent andlor friends 

16. Do you think you have any problems 0) No 0 with your sexual behavior? 1) Maybe 
2) Definilely 

17. In the past month, how often have you experienced 0) Never 0 
things about sex that bothered you? 1) Sometimes 

2) Almosl always 
3) Always , , 

For items 18 ancl19 please,usetefollowingyoutli I<!Iin9 scaIe:. ~-.- . 
2) A lot . .' - , OJ Not at an 1\ Atillle bit 

18. During the past month have you been troubled or bothered by D any1hing about sex, and it you have, how much? 

19. Is counseling/treatment in this area important to you, and it 0 it is, how much? . 

INTERVIEWER CONADENCE RATINGS .•. ~- :' -.' .- . - -- OJ No 1) Yes 

20. Is the above information Significantly distorted by the youth's 
misrepresentation? . 0 
21. Is the above intormation Significantly distorted by the youth's 0 inability to understand? 
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) 1. Who lives with you? ·x· all boosehold members. 
o 1) S,ologi:ai mother o S) Mothers boyfriend 0 9) Adoptive molller o 13) Grandparent(s) 

., COMMENTS: ' . 
Indude question # WIt/! each comment 

o 2) S,ologlcai falller o 6) Falhers girtfriend o 10) Adoptive father o 14) Friend(s) 

o 3) Step·molller o 7) Brot/!e«s~'SIster(s) o 11) Foster mother o 15) Sexual panner 

o 4) Step-falller o 8) AunlSi1.JndesiCOUSInS o 12) Foster father o 16) Other: specify 

2. If you lived in this situation for less than 1 month, record DOD who typically lives with you: 
Use number codes found in question #1. DOD 

3. Where do you live? 
1) Hoose 5) Shelter 9) On !he street 

0 2) Apartment 6) Group homeIHalfway hO<.Jse 10) Controlled enVironment 
3) Room 7) Abandoned building 11) Othec specify 
4) Public housing 8) Car 

4. Do you have your own personal space? 0) No 01 1) Yes 

5. Total # of people who OJ 6. How many of them use IT] live in vour house: drugs or get drunk? 

Foqouth who h3ve not COiitiIiaousIvliwed with both of their Mother - Father 
bio'''''icaI • DleaSe"ansW· 17 - tl1. . . -... 

7. Age first separated from __ ? 

\ 8. Reason separated from __ ? 
1) Parents never mamed 3) Parents divorced 5) Foster care 7) Jait 
21 Parents separated 4) Adoption 6)Dealll 81 Olller: sp«ify 

9. Length oftotal separation (in months) from __ ? 

10. Past year contact with __ ? 

01 No contact 1) tndifferent contact 2) Positive contact 3) Negative contact 

11. What type of contact have your bio. parents had in the past year? 
0\ No contact tllndifferent contact 2\ Pas. contact 3\ Nea. contact 4\ Don' know 

For adopted youthwho.h3v8:notcontiliuous/y Jived wltlrboUl of- :Adoptive_ -Adoptive 
theiradoplive parents, pleaseaaswer questions 112-0 116. -. : . :Mother Father 

12. Age first separated from __ ? 

13. Reason separated from __ ? 
1) Adopl parents never mamed 4) Foster care 7) Other specify 
~! A~~: ~are1ts separated 5) DeaIh 
3 Ado . arents divorced 61 Jail 

14. length of total separation (in months) from __ ? 

15. Past year contact with __ ? 
0) No contact 1) Indifferent contact 2) Positive contae: 3) Negative contact 

16. What type of contact have your adoptive parents had in the past year? 
0\ No contact 11 Indifferent ccntac1 2) Pas. contact 3\ Neo_ contact 4) Don't know 
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IF EVER IN FOSTER CARE 

17. Total # of different foster care placements: OJ )'--------'--------------' 

) 

NUMBER OF SIBUNGS 

18. Sisters (biolOgcaJ. acop"'.): o=J 20. Brothers (bioIogQI. adop1lYej: CD 
CD 19. Stepsisters: CTI 21. Stepbrothers: 

PAs"~R 
Have you (or.any olher household member! ever had . Ever Age .. Past Other 11 

significant periOds during which you __ . _1 1st Month- Months . ",., . 
.. at'" .,,., 

'Iv. t)v ... . t)YteS 
. 21: 2IDoa' . 2I0ca'-..... ..... 

22a. Were repeatedly insulted or criticized by 
someone in your household (e.g., "wish youwere 
never born", 'you can't do anything right")? 

b. Has any other member of your household 
ever been? 
/fyes. who? 

23a. Got so angry that you threw objects, 
punched walls, destroyed furniture? 

b, Has any other member of your household 
ever done that? 
If yes. who? 

243. Were hit so hard that you had bruises, 
broken. bones or had to be taken ·to the hospital 
(i.e .. were physically abused)? 

b. Has this ever happened to any other 
member of your household? 
/fyes, who? 

25a. Engaged in sexual activity against your will . 

(i.e., were sexually abused)? 

b. Has any other member of your household 
ever been sexually abused? 
If yes. who' 

26a, Could not get along with another household . 
member for an extended period of time (e.g .. 
conflict. excessive verbal fighting, chaos. namecalfing)? 

b. Has any other member of your household 
not been able to? 
/fyes. who? 

GRID CONTINUES ON NEXT PAGE-..... 

. -

I . .. COMMENTS::,.': . 
.. 

Indude question # wi'" each rommeo 
. 

-

. . 

-
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PA~ YFAR . COMMENTS:- . 
Have you (or any other hOuseboId member) ever had Ever· . Age -- Past .... . :Other11 

significant periods during which you _. _1 '. 1st. . . Month Months 

I)"". .' -' .. -. I)'" 
t)yes" 1)Y .. flY., 

) 
Indude Question :I With each commenl 

21000l ZjOll1l 1)01111 
. - - -27 a. Found it hard to (or could not) talk with your 

parent(syguardian(s) about important issues, were , 

unable to coofide in them or tel! them how you really 
teer? 

b. Has any other member of your household had 
trouble talking about important things? 
II yes. who? 

28a. Were ignored or were given the "silent 
treatment"? 

b. Has any other member of your household ever? 
If yes, who? 

29a.Ran away from home or were placed in an 
alternative living arrangement? 

b. Has any other member of your household ever? 
If yes. who? 

. 

.. . &R 

. Has~ eve~been a significant period of. "'. &-: .... . Age-;,"': ~; cother11 

~:Wilell .. '_~~'l,~:;::,::' .;~: :h:~:~·:~· :i.~ Oi;t~~:; :·~~~~f. 
·.··Months 

~~::.~ . OJ No: . .- , ...•.. . , - 1;Y~'" '1}Yes . - . . 

30. You lived without heat/electricity/running water, 
er lived in a place infested with rodents or insects? 

/31. You went without food or were hungry? 

32. Your familylhousehold was contacted by the 
police or an outside agency (e.g., child welfare 
deotl about any family/household disputes? 

33. Yourparent(s)/guardian(s) did not listen to 
what you had to say, what you said was 
unimportant, your opinion did not matter or you 
were never taken seriouslv? 

34. You felt that your parent(sVguardian(s) were 
unavailable to you, that they were not there when 

I you needed them? 

35. You contributed to or took responsibility for 
your family (e.g., provided income, consistently 
suoervised/raised a siblin!l)? 

36. There were no rules, structure, or supervision 
. (e.g .. you were given as much freedom as you 

wanted, allowed to go out as often as you wanted), 
your parent(s)/guardian(s) weren't home a lot 
andlor didn't know where you were? 

GRID CONTINUES ON NEXT PAGE. •• _ .. 

CASI-25 



) 

Has there ever been a significant periocfof;,,-' ~ Ever 
timevmen_"_? ,: <,';"~,,, 

,O)Na 
1) Yes 

37, Your parent(s)/guardian(s) covered for you 
(e,g,. made excuses to school so thaI you would not 
gel into trouble), did not tell your other parenti 
uardian about somethin that ou did? 

38. Rules were not consistently enforced, there 
was generally no follow through or 

, consequences if you broke the rules, you 
received "mixed messa es"? 

39. Your parent(s)/guardian(s) disagreed on how 
to handle you, disagreed on limits, disagreed on 
cons uences? 

40. You could notstand, really hated or loathed 
someone in our household? 

41. Your family received SCOH, Wrap-Around, or 
other child rotective services? 

Age" ,f'ast ',,' 0tI1er f1 
1st ",-,- 'Month, ' lIontI1s 

O)Na, OPb 

\~~~~==========~== / 

in your household 

-, 
46. Parenting Style - Present scenarios (Parenting Appendix) and a) AutMritarian 

have the adolescent choose the description which best describes hislher b) Pl!III1issive 

Darent! s lIouardian! sl, c) T roubl .... a!<ina 

Has anyone in yourlamilylilouseholcf ever. ' '.- ' , 1, ,IIW g' ai, ,1IioIogicaI_ Legald' ' 
IIoIber ' ": . ,Gudila - , F3Iber . "_. 

I ' COMMENTS:' ' 
Indude question # with each romtnE 

d) AuthontabveiDemocratic I 
e) UnengagedlRejecting L 

, 

1IIaIIIe<s." C,' Qbcr- 11 
_Me 

SistJen " IIoeIotift ~ 

'OlNo, 1) Yes, ive-in Yes. 1IQn'five.in 
47. Used drugs or drank alcohol regularly? 

48: Successfully stopped using drugs, drinking 
alcohol? 

49. Had emotional, mental health, or psychiatric 
problems? , 

50. Engaged in illegal activities, were in trouble with 
the law? 

.151. Kept guns, other weapons around? 
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) 

) 52. Used drugs or drank alcohol regularly? 

53. Successfully stopped using drugs, drinking 
alcohol? 

54. Ha.d emotional, mental health, or psychiatric 
oroblems? 

55. Engaged in illegal activities, were in trouble with 
the laW? 

156. Kept guns, other weapons around? 

57. 00 you think you have any problems with yourfamily? 

58. In the past month, how often have you 
experienced things about your family that 
bothered you? 

0) No 

D 1) Maybe 
2i Oefinrtelv 

0) Never 

D 1) Sometimes 
2) Almost always 
3) Always 

For items 59 and 60 pleaseuse1hefoIlClWingyoutltrating.sC:aIe:. _. :_', ... . 
. --.. .- . . :..' . '- ... ".: :·O\Not3t8l··._11AlitIlebit-21AIot 

59. During the past month have you been troubled or bothered by 0 anything about your family, and if you have, how much? 

60, Is counseling/treatment in this area important to you, and if it is. D how much? 

INTERVIEWER CONFlDENCERATlNGS . . - GlNe lIVes -- ".-. 

61, Is the above information significantly distorted by the youth's D misrepresentation? 

62. 15 the. above information significantly distorted by the youth's D inability to understand? 

I .' COMMENTS: 
Include question # with each commenL 

. 

. 

. 
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) , PAS1 'YEAR 

Have you ever _? Ever Age Past 'Other 11 

-- ,. 1st Month . Months 

COMMENTS: 
Indude question ;I with each commer 

01 No 01 No OlNo 
- 11 Yes . ,llYes lIYes . 

1, Committed a crime? 

/2. Been picked up by the police? I I I I 
/3, Been charged with a crime? I I I I 
/4. Been convicted of a crime? I I I I 

5. Spent time in a juvenile detention 
facility or jail? 

16. Been on probation? 

7. Filed or obtained a restraining order against 
someone else? 

\ 8. Had a restraining order filed or obtained I 

against you? 

9. Have you ever committed, been. .. •. '".. ·c.."m .. ~r: ;'.ChaIged ;·Coft¥lded 

chargedWitfiOr been convicted of ' 'lc:. '.; G)'No " ,: OINo ". • ,,'OJNo" . 
1iYes '1i Yes' ijyes 

Running away 

I Incorrigibility I I 
I Truancy I I 
I Driving violations (including DWUOUI) I I 
I LOitering, Vagrancy I' 1 

I Disorderly Conduct, Public Drun keilness I I 
I Vandalism, Criminal Mischief I I 
I Terroristic Threats/Harassment I I 

Drug charges (not drug dealing) 

GRID CONTINUES ON NEXT PAGL._ 
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Have you ever ccimmnted, beeiT -,: :.-:: ~/ .... ' 
chargedwithorbeen·Convictecfo,-': . 1'"'" 

.. CIIorged.' • COI1¥idJ!d 

. D}No· .,. 
1 Yes . I 

) 
Drug dealing 

-~~~~======~===*==~~ I Shoplifting, Petty theft 

I Receiving Stolen Goods or Property 

Breaking & Entering, Burglary, Larceny, Theft 

I Robbery-

I Auto Theft, Possession of a Stolen Auto 

I Carjacking 

I Simple Assault 

I Aggravated Assault 

-I Weapons Violation 

I Prostitution 

I Arson 

) I Rape 

I Homicide 

Other: specify in comments 

Total. oftimes'youth has been: 

10. Are you currently awaiting charges, a trial 
or sentencing? 

11. 00 you think you have any problems 
with the law? 

12. In the past month, how often have 
you experienced issues with the law 
that bothered you? 

I 

I 
Charged COI1¥idJ!d 

0) No 

1) Yes o 
0) No 0 1) Maybe 
2) Definitely 

0) Never 
1) Some!imes D 2) Almost always 
3) Always 

I COMMENTS: ,- • 
Indude Question # with each comment 

-
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For items 13 ancf1~ please use the following_ youtft rating scale~ --. ., . .. ~ . I -. . -. :COMMENTS:··' 
. . .- - -- - - . . - 0) Not atal!- J- 1JA lillie bi( 2)Atoi . Indude question # with each commec 

) 13. Have you been troubled or bothered during the past month by 0 any legal issues, and if so, how much? 

14. Is counselingltreatment in this area important to you, and 0 if it is, how much? 

INTERVIEWER CONRDENCE RATINGS - -, --- - 0) No 1) Yes 

15. Is the above information Significantly distorted by the you1h's 0 misrepresentation? 

16. Is the above information Significantly distorted by the you1h's 0 inability to understand? 
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1. Outpatient? 

12. Partial Program? I I 
j 3. Inpatient or Residential? I I 

4. Have you ever been prescribed 
medication for a psychological, . 
emotional or behavioral problem? 
List medication(s1 in c:onunenI sectJott 

confidence, were dissatisfied with yourself, felt 
you could not do anything right or felt inferior to 

6. Were extremely intimidated, shy, felt 
withdrawn, self·conscious or were afraid of new 
situations? 

7. Were restless, fidgety, had excessive activity, 
could not sit still or were extr~m~ly distractible? 

8. Were extremely anxious, keyed-up, tense, 
unable to relax, worried a lot, felt panicky, had 
sweaty/cold or dammy hands; your heart 
raced/pounded or you felt sick to your stomach 
when you were not physically sick? 

9. Acted too quickly without thinking things 
through, were impulsive, did dangerous things 
for the thrill of it or were often said to be hot· 
headed? 

11. Consistently lost your temper, argued with 
adults" were angry or resentful? 

.. GRID CONTINUES ON NEXT PAGE..;:;'.>" " 

1':-~o:};;k'£O~~ 
Indude question -: with each corr, 

I 
I 
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~iI~' . ~~~~~~~. . .... '~,' ..... . ...• 
) "''''''''';;''''~;:.:;;,-~;~ '""'';.-' .... 

. 5'.-~", . . '. ....~::~.::.:~.,>" ."",C_g, '_: _. _.,.=- ". '1) Yes'''' ;~y~-: .. , 

'-~~i~ ::~~-=~i~cbMMEH'r$~4~¥3 
Inolude question # with eacIt <XXM>enl 

~i:e:S diflic~i~ if not ;:;';~~ible to' control, , 
or had sudden and excessive outbu~ts? 

13_ Deliberately set fires or destroyed property 
with the intention of causing damage? 

14. Were physically cruel to animals or 
hurt animals? 

1 S. Were constantly preoccupied with food, your 
weight, how your body looks, purposely made 
vou~elf vomit or abused laxatives? 

16. Had thoughts you could not get rid of, had to 
do the same things over and over again? 

17. Felt sad, hopeless, "bummed out", or 
cried a lot? 

18. Lost interest in things that were once . 
important, were extremely tired or had little 

) 
enerQV? 

19. Experienced serious thoughts of suicide? 
Record information even if youth reports experiencing 
suicidal thoughts only one time. 

20. Attempted suicide? 
Record information even if youth reports attempting 
su.cide only one time. . 

21. Intentionally did things to physically hurt 
you~e1f (e.g .• intentionally bumed you~elf with a 
cioafene)'? 

22. Had a tremendous amount of energy or 
engaged in significantly more activity than is 
usual for you, felt euphoric or were extremely 
talkative? 

23. Heard voices other people did not hear, saw 
or smelled things other people did not see or 
smell, had delusions or hallucinations, felt 
Daranoid or extremelv suspicious? 

24_ Liked you~e1f, felt good about yourself? 

• I 25. Felt like you had a purpose in liie? 

)lJ;c.. ',- .-GRID "UNII II~C;; ON NE)(T I), 
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\ 

27. Had more "good days" than "bad days"? 

28. Do you think you have any psychological, 
behavioral or emotional problems? 

29. In the past month, how often have you experienced 
psychological, behavioral or emotional 
issues which bothered you? 

01 No 
llMaybe 
2\ Definitelv 

0) Never 
I) Sometimes 
2) Almost always 
3) Always 

o 
o 

,~~~~~~!tt~~~~:;;;;~~~;'~:~' 
30. During the past month have you been troubled or bothered by 
any psychological, emotional, or behavioral issues, and if you have, 
how much? 

31. Is counselingltreatment in this area important to you, and if 
it is, how much? 

o 
o 

·1~~ENCE~".0)1~~?~:;;::-i~;:··-:7;~·:.·O).No'-';~"':1l '(es:/ 

J2. Is the above information significantly distorted by the youth's 0 misrepresentation? 

33. Is the above information significantly distorted by the youth's 0 inability to understand? 

I"dude question # with eC!Ch wmmen 
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The following items are to be completed 
based upon the interviewer's observations: 

At tfJe:time of the interview, was the youth'· 1 .. . O)No 
. .. ·1) Yes 

,. Obviously depressedlwithdrawn? 

/2. ObvIously hostile/angry? 

1.3. Obviously unc;ooperative? 

/4. Obviously disinterested? 

5. Having trouble comprehending or understanding? 

6. Having trouble concentrating or remembering? 

) 18. Having suicidal thoughts? 

19. Making eye contact with the interviewer? 

/' O. Displaying appropriate affect? 

/'" Well-groomed? 

/'2. Wearing clean clothes? 

. 

I COMMENTS: I 
Indude Question it with each comment. 

, 

. 
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A. My parents try to control everything I do; I sometimes feel as though I am on a 
leash. They tell me where I can go, what I can do, and who I can have as friends. 
They expect me to do everything they say without an explanation. They think they are 

. always right. 

B. My parents seem to have a difficult time saying "NO" to me. If I get upset, sad, or 
angry with them, my parents usually let me do what I want. They rarely set limits on 
what I can dei, where I can go, or who I can hang around with. They seem to avoid 
arguments or trouble at all costs. My parents just want life to go on smoothly and 
quietly without conflict. Although they seem to try, they just do not know how to handle 
me nor how to understand me. They do not seem to feel competent as parents. 

C. My parents think that order and routine at home is boring. To them, life is only 
bearable when something out of the ordinary is happening. They do not care if they 
disrupt the routine at home, even if it results in arguments or fighting. My parents 
sometimes forget birthdays, and holidays are not always celebrated. I never know 
what to expect when I am at home. 

D. Although there are rules at home, I have some say in what those rules are and the 
. reasons for them are usually explained to me. Discipline for breaking rules is almost 
always fair and appropriate. As I grow older, my parents give me more responsibility 
and personal freedom. They seem to know and trust that I try to make good decisions. 
They encourage discussions and usually ask for my opinion. Although I don't always 
like it, my parents try to be somewhat involved in my life. They truly seem to be 
interested in what I do, what I think, and how I feel. 

E. My parents give little support to me, even when I am hurting. They are usually 
unavailable to me. They are sometimes cold and harsh. They usually do not know, 
and do not care to know, what I do, where I go, or who I hang around with. I often feel 
that they do not care about me, 'that they try to avoid me, and that they wished that I 
was not around. We have never been close. 
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) Began K at Age 4 
Grade Age 

Ii: 4 

1 5 
2 " 3 7 
~ 8 
5 9 
6 10 
7 11 
8 I~ 

9 13. 
10 14 
11 15 
12 16 

Began K at Age 5 
Grade Age RepK RepGl RepG2 RepG3 RepG4 

K 5 5&6 5 5 5 5 
I 6 7 6&7 6 6 6 
2 7 8 8 7&8 7 7 
3 8 9 9 9 8&9 8 
4 9 10 10 10 10 9&10 
5 10 II II 11 11 II 
6 II 12 12 12 12 12 
7 12 13 13 13 13 13 
8 IJ 14 14 14 14 14 

) 9 14 15 15 15 15 15 
10 15 16 16 16 16 16 
11 16 17 17 17 17 .~ 

" 
12 17 18 18 18 18 IS 

Began K at Age 6 
Grade Age RepK RepGl RepG2 RepG3 RepG4 

K 6 6&7 6 6 6 6 
I 7 8 7&8 7 7 7 
Z 8 9 9 8&9 8 8 
3 9 10 10 10 9&10 9 
4 10 II II II Ii 10&11 
5 II 12 12 12 12 12 
6 12 13 13 13 13 13 
7 13 14 14 14 14 14 
8 14 15 15 15 15 15 
9 15 16 16 16 16 16 
10 16 17 17 17 17 \7 
11 17 18 IS 18 18 18 
12 18 19 19 19 19 19 
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I Module: Ewr~ First :- PastMonll(~:- -'Olherl1-MonIhs I 
OINo l1Yes. 'O}No llYeS O}NollYeS ---' - . - --. - ",- .... 

StressfuJ life Events 
- - -, 

Been homeless? I 
Peer 
Could say no to your friends, would only do --

- -- c 

what you wanted to do, did not do 
somethina that you did not want to do? . -:~':.."-';?~: ' 

Could work out issues/problems with your 
friends in a non-hostile/non-violent manner? 

Did not always need cr seek out the - :: :. : .. : 
~: ;.." . 

aooroval of your friends? .. :-: --

Claimed a gang (e,g" wore certain clothes, .-. --c 

had certain tattoos)? • 0
0
'--- .~:-:.--- ... > 

FailiIvlHousehold-ReJationships .. -. - . ..... - - -' - -.. .- __ ." 4' 

Felt close to someone in your family/ --';h~"~: .. .~-~~~?::tl~ . :~,: ... ' household (i_eo, bonded with someone, were •• ~-:.c·.;_"'_·1··:· 

attached to someone)? ..... : .:-:--:: --.--
Were reinforced, given credit or praised for i'~;~2 ~~{.~~".'~. 
doina the riaht thing, for good behavior? . -~'h~$~:·~~,;-. 
Your familylhousehold members could work 

-1~1~: out issues/problems with you in a non-
hostile/non-violent manner? 

Your parent(s)/guardian(s) really knew \·~:~~-:e;.;M-:'·~- . 
where you went at nighllafter school, who .-."h -.. ~:.(~::~: :-~- ... 

you hung out with and how you got or spent "~~~.:::, .<,": ." ,-
-

vourmoney? - .' 

Have you ever hit someone who lived with 
you so hard that they had bruises, broken 
bones, or had to be taken to the hospital? 
Mental Health -

--~:- - . -- - -- ,'.' . -- - -
e_ • - . 

Had recurrent distressing thoughts, dreams 
or perceptions of a traumatic event? . 

Had persistent or recurrent experiences of 
feeling detached from or outside of your 
body or thouahts? 

Had the urge or thoughts to beat kill or 
seriously injure someone? 

T ned to beat kill or seriously injure 
someone? 

Felt like you had control over daily events, 
over what hapoens in your life? . 

AlcohOUDrua .- .- .- -- - - --
. -.~ . -

Date otlast use? 
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) 
1. Number of pregnancies? Record total # of times pregnant Include 
births, miscarriages, and aboned pregnancies, 

12. Age first pregnant? 

13. Number of live births? 

/4. Age o/first live birth? 

15. Number of abortions? 

16. Age of first abortion? 

17. Number of miscarriages? 

18. Age of first miscarriage? 

:Orcle c:hiIa " .. 
ii~'ect= 

9. Prenatal en began ill tfmeI1&? 
OINlA 11 Firs1 21 Second 3) Third 

1

10. TotaltprenataldoctorvlSits? I 
_ "IT f no IJ'!f1aIaI care was~, 

11. Did you take prescription 
drugs during pregnancy? 

0) No 1) Yes 

12. Did you smoke during 
pregnancy'? G) No II Yes 

13. Did you drink alcohol during 
pregnancy? 0) No 1) Yes 

14. Did you take non- prescription 
drugs during pregnancy? 

0) No 1) Ves 

1

1 S. Did you expenence domestic: I 
abus6violence during pregnancy~ 

. G) No l)Yes . 

,I 16. Was the,' baby born premature? I 
01 No or _ #rJ months. 

17. Was the baby born with a low 
birht weight? (Full-term births only.) 

OJ No lJYes HI Nolfull·term 

18. Did you have a drug 
screening at delivery? 
0) No 1) Yes, neqative 2) Yes. oositive 

~fSf,·,/.' . 2nd,. 3rt! , ,4th . 

OJ I .. COMMMENTS: 
Indude Question -; with each commen 

ITII 
ITII 
COl 
ITI/ 
D~I 
[1J I 
col 

5th., , I· 6th ' 

I 
i 

I 

. 
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Addiction Severity Index, 5th Edition 
Clinicalffraining Version 

A. Thomas McLeUan, Ph.D. 
Deni Carise, Ph.D 

INTRODUCING THE ASI: Seven potential problem areas: 
Medical. Employment/Support Status. Alcohol. Drug, Legal. 
FamilylSocial, and Psychological. All clients receive the 
same. standard interview. All information gathered is 
confidential. 

We will discuss two time periods: 

1. The past 30 days 
2. Lifetime data 

Patient Rati~g Scale: Patient input is important. For each 
area, 
I will ask you to use this scale to let me know how bothered 
you have been by any problems in each section. I will also 
ask you how important treatment is for you in the area 
being discussed. 
The scale is: O-Not at all 

1-Slightly 
2-Moderately 
J-.Considerably 
4-Extremely 

If you are uncomfortable giving an answer, then don't 
answer. 

Please do not give inaccurate information! 
Remember: This is an interview, not a test. 

INTERVIEWER INSTRUCTIONS: 
1. Leave no blanks. 
2. Make plenty of comments and include the question num­

ber before each comment. If another person reads this 
ASI, that person should have a relatively complete pic­
ture of the client's perceptions of his or her problems. 

3. X -= Question not answered. 
N -= Question not applicable. 

4. Stop the interview if the client misrepresents two or 
more sections. 

5. Tutorial and coding notes are preceded by'. 

tNTERVIEWER SCALE: (H; No problem 
2-3 ; Slight problem 
4--5; Moderate problem 
6-7 ; Severe problem 
6-9 ; Extreme problem 

HALF TIME RULE: If a Question asks for the number of 
months, round up periods of 14 days or more to 1 month. 
Round up 6 months or more to 1 year. 

CONFIDENCE RATINGS: 
last two items in each section. 
i)o not overinterpret. 
Denial does not warrant misrepresentation. 
Misrepresentation ~s overt contradiction in information. 

PROBE AND MAKE PLENTY OF COMMENTSI 

LIST OF COMMONLY USED DRUGS: 

Alcohol: 

Methadone: 

Opiates: 

Barbiturates: 

Sedativesl 
Hypnoticsl 
Tranquilizers 

Cocaine: 

Amphetamines: 

Cannabis 

Hallucinogens: 

Inhalants: 

Beer, wine, liquor 

Dolophine, lAAM 

,Painkillers = Morphine; Dilaudid; Demerol; 
Percocet; Darvan; Talwin; 
Codeine; Tylenol 2. 3. 4 

Nembutal, Seconal, Tuinol, Amytal, Pentobarbital, 
Secobarbital, Phenobarbital. Fiorinol 

Benzodiazepines, Valium, librium, Ativan, Serax 
Tranxene, Dalmane, Haldan, Xanax, Miltown 
Chloral Hydrate (Noelex). Quaaludes 

Cocaine Crystal, Freebase Cocaine or ·Crack," 
and "Rock Cocaine-

Monster, Crank. Benzedrine. Dexedrine. 
Ritalin, Preludin, Methamphetamine. Speed, 
Ice, ClYstal 

Marijuana, Hashish 

LSD (Acid). Mescaline, Mushrooms 
(Psilocybin). Peyote, Green, PCP 
(Phencyclidine), Angel Dust. Ecstasy 

Nitrous Oxide, Amyl Nitrate (Whippets, 
Poppers), Glue, Solvents, Gasoline. Toluene. 
etc. 

Just note if these are used: 
Antidepressants 
Ulcer· Medications-Zantac. T agamet 
Asthma Medications-Ventaline Inhaler, Thea-Our 
Other Medications-Antipsychotics. Lithium 

ALCOHOUDRUG USE INSTRUCTIONS, 
This section looks at two time periods: the past 30 days and 
years of regular use. or lifetime use. Lifetime use refers to the 
time prior to the past 30 days. 

3D-day questions require only the number of days used. 

Lifetime use is asked to determine extended periods of 
regular use. tt refers to the time prior to the past 30 days. 

Regular use = 3+ times per week, 2+ day binges, or 
problematic. irregular use in which normal activities are 
compromised. 

Alcohol to intoxi~tion does not necessarily mean "drunk-; 
use the words "felt the effects: "got a buzz: "high: etc. 
instead of "intoxication. - As a rule of thumb, 5+ drinks in 
one day, or 3+ drinks in a sitting defines intoxication. 

How to ask these questions: 

", How many days in the past 30 days have you used ... ? 

./ How many years in your 1ife have you regularly used ... ? 
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Addiction Severity Index, 5tb Edition 
GENERAL INFORMATION 

Gl. !DNo.: I I I I I I 
G2. Soc. Sec. No.:1 I I-DJ-I 
G4. Date of Admission:IT] I m (I 

I 
I 
I 

GS. Date of Interview: 

(MonthlDaylYear) 

IT] 1m (r'-'-I In ,,-,,,-,, 
(Month/DayfYear) 

G6. Time Begun: (Hour:Minutes) , I LITJ 
G7. Time Ended: (Hour.Minutes) 

GS. Class: I. Inuke 2. Follow-up 

ITLITJ 
o 

G9. Contact Code: I. In peC1iOn 2. Telephone 
(Intake ASI must be in person) 

G I o. Gender: I. Male 2. Female 

GIl. Interviewer Code No.llnitials: 

G 12. Special: 1. Patient tenninated 
2. 
3. 
N. 

Patient refused 
Patient unable to respond 
Not applicable 

Name 

Address 1 

Address 2 

o 
o 
I , 
o 

City Slate Zip Code 

G14. How long have you lived at this 
address? 

[TI/ITJ 
(YearsIMonlhs) 

GIS. Is this residence owned by you or your family? 
()"'No I-Yes 

G 16. Date of birth: 

(MonthiDaylYear) 

G 17. Of what race do you consider yourself? 

o 

o 
I. White (not Hispanic) 4. Alaskan Native 7. Hispanic·Pueno Ri~ 
2. Black (not Hispanic) S. Asian/Pacific Islander 8. Hispanic..cuban 
3. American Indian 6. Hispanic·Mexican 9. Other Hispanic 

G 18. Do you have a religious preference? 
1. Protestant 3. Jewish 5. Other 

o 
2. Catholic 4. Islamic 6. None 

G 19 .-Have you been in a controlled environrnent in the 0 
past 30 days? 
I. No 4. Medical Treatment 
2. Jail 5. Psychiatric Treatment 
3. AlcohollDrug Treatment 6. Other: --:----:-:--:-c:-

A place. theoretically, without access 10 drugs/alcohol. 

G20. How many days? ITJ 
• uNN" if Question G 19 is No. Refers to total 

number of days detained in the past 30 days. 

(Clinicalffraining Version) 

ADDITIONAL TEST RESULTS 

G21. I II I 
G22. . I I I I 
G23. I 1 

G24. 
, I 

G25. I 
G26. I 
G27. I 
G28. I 

SEVERITY PROFILE 

PROBLEMS 0 J 2 J 4 5 6 7 8 9 

MEDICAL 

EMP/SUPPORT 

ALCOHOL 

DRUGS 

LEGAL 

FAMlLY/SOCIAL 

PSYCH. 

GENERAL INFORMATION COMMENTS 
(Include the question number with your notes) 

. 

. . 
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MEDICAL STATUS 

MI. How many-times in your life have you been ITJ Confidence Rating 

hospitalized for medical problems? Is the above information significantly distorted by: 
.. Include ODs and DTs. Exclude delox, a!cohoVdrug. psychiatric 

Mto.Patient's misrepresentation? O-No I-Yes 0 treatment. and childbirth (if no complications). Enler the numbc:r 
of overnight hospitalizations for medical problems. 

MII.Patien!'s inability to understand? O-No I-Yes 0 
M2. How long ago was your last [TI/ITJ hospitalization for a physical problem? 

· lfno hospitalizations in Question MI, then (YeatSlMonths) 
MEDICAL COMMENTS 

this should be "NN." (Include question number with your notes) 

M3. 00 you have any chronic medical problems that 0 continue to interfere with your lif~? O-No I-Yes 
.. If Yes, specify in comments. 
• A chronic medical condition is a serious physical condition that 

requires regular care (i.e .• medication, dietary restriction), pre· 
venting full advantage of the 'person's abilities. 

MlS.<OPTIONAL> Number of months pregnant: 0 
• "N" for males, "'0" for not pregnant. (Months) 

M4. Are you taking any prescribed medication on a 0 regular basis for a physical problem? O-No I-Yes 
• If Yes. specify in comments. 

. • Medication prescribed by an M.D. for medical conditions; not 
psychiatric medicines. Include medicines prescribed whether or 
not the patient is currently taking them. The intent is to verify 
chronic medical problems. 

MS. Do you receive a pension for a physical disability? 0 O-No I-Yes 

· If Yes. specify in comments. 
• Indude worker's compensation; exclude psychiatric disabiJity. 

M6. How many days have you experienced rn medical problems in the past 30 days? 
• Include flu, colds. etc. Include serious ailments related to 

drugs/alcohol, which would continue even if the patient were 
abstinent (e.g., cirrhosis of liver, abscesses from needles). 

for. Questions M7 & MS. ask the patient to use the Patient's Rating Scale. 
. 

M7. How troubled or bothered have you been by D these medical problems in the past 30 days? 
(Restrict response to problem days of Question M6.) 

M8. How important to you now is treatment for 0 these medical problems? 

· If client is currently receiving medical treatment, refer to the need 
for additional medical treatment by the patient 

.... 

Interviewer Severity Rating 
M9. How would you rate the patient's need for D medical treatment? 

.. Refers to the patient's need for odditional medical treatment. 
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EMPLOYMENTfSUPPORT STATUS 

El. Education completed: [TIll I I EMPLOYMENT/SUPPORT COMMENTS 
(Include question nwnber with your notes) 

0 GED = 12 years, note in comments. (YearslMonths) 
• Include fannal education only_ 

E2. Training or technical education completed: I I I 
0 FonnaVorganized training only. For military training, (Months) 

include only training that can be used in civilian life 
(e.g .• electronics. artiJ1ery). 

, 

E3. Do you have a profession. trade, or 0 skill? O--No I-Yes 
0 Employable. transferable' skill acquired through training. 

0 If Yes, specify 

E4. Do you have a valid driver's license? 0 
• Valid license; not suspendedlrevoked. O-No I-Yes 

E5. Do you have an automobile available for use? 0 
0 If answer to E4 is No, then E5 must be No. O-No I-Yes 

Does not require ownership, requires only availability on a 
regular basis. 

E6. How long was your longest full-time job? [TIll I I 
• Full time = 40+ hours weekly; 

(YearsIMonths) 
does not necessarily mean most recent job. 

E7. Usual (or last) occupation? 0 (specify) 
(Use Hollingshead Categories Reference Sheet) 

. 

E8. Does someone contribute to your support in any way? 0 
O--No I-Yes 
• Is patient receiving any regular support (i.e'" cash, food. housing) 

from family/friend? Include spouse's contribution; exclude 
support by an Institution. 

E9. Does this constitute the majority of your support? 0 
O--No I-Yes 
• If ES is No, then E9 is N. 

E I O. Usual employment pattern, past 3 years? 0 
I. Full time (40 hrslweek) 5. ServiceIMilitary 
2. Part time (regular hours) 6. RetiredIDisability . 

3. Part time (irregular hours) 7. Unemployed . 

4. Student S. In controlled environment 
0 Answer should represent the majority of the last 3 years, 

not just the most recent selection. If there are equal rimes for 
more t~an one category, select that which best represents the 
current situation. . 
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~ .. -~ ........... -~, ......... . _- ............... ,,-... , 
. 

Ell. How many days were you paid for working OJ Interviewer Severity Rating 
in the past 30 days? E22. How would you rate the patient's need for 0 • Include "under the table" work. paid sick days, and vacatioll. employment counseling? 

For Questions EIl-17: 
Confidence Rating 

How much money did you receive from the following sources Is the abo-ve information significantly distorted by: 

in the past 30 days? 

0 E12. Employment I I I I I E23. Patient's misrepresentation? O-No I-Yes 

• Net or "take home" pay; include any E24. Patient's inability to understand? I}-No I-Yes 0 "under the table" money. 

EI)' Unemployment compensation I I I I I 
E 14. Welfare I I I I I EMPLOYMENT/SUPPORT COMMENTS (cont.) 

(Include question nwnber with your notes) 
Include food stamps, transportation money 
provided by an agency to go to and from treatment. 

E15. Pensions, benefits, or Social Security I I I I I 
· Include disability, pensions, retirement. 

veteran's benefits. SSI, and worker's compensation. 

E16. Mate, family, or friends I I I I I 
· Money for personal expenses (e.g., clothing); 

include unreliable-sources of income. Record 
cash payments only; include windfalls 
(unexpected), money from loans. legal 
gambling. inheritance, tax returns, etc. 

E17. Illegal I I I I I 
· Casb obtained from drug dealing, stealing, 

fencing stolen 'goods, illegal gambling, prostitution, etc. 
Do not attempt to convert drugs exch~nged to a 
dollar value. 

E18. How many people depend on you for the rn majority of their food, shelter, etc.? 
• Must be regularly depending on patient; do include 

alimony/child support; do not include the patient or 
self~support:ing spouse. etc. 

E 19. How many days have you experienced rn employment problems in the past 30 days? 

· Include i~bility to find work, if actively looking for work, 
or problems with present job in which that job is jeopardized. 

For Questions E20 &: nt, ask the patient to use the Patient's Rating Scale. 

E20. How troubled or bothered have you been by these 0 employment problems in the past 30 days? 

· I f the patient has been incarcerated or detained during the 
past 30 days, he or she cannot have employment problems. 
In that case, an N response is indicated. 

E21. How important to you now is counseling for 0 these employment problems? 

· Stress help in finding or preparing for a job, not giving the 
patient a job. 
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Route of administration: ALCOHOUDRUGS COMMENTS 
l. Oral (Include question nwnber with your notes) , Nasal 
3. Smoking 
4. Non·IV injection 
5. IV injection . Note the usual or most recent rou.le. For more than one roule, choose 

the mosr severe. The routes are listed from least severe to most severe. 
Yeao;cf Route of 

Past 30 Oays Regular Use Admin. 
~- [I] CD D 01. Alcohol (any use at all) 

02. Alcohol (to intoxicati~n) [I] CD D 
03. Heroin [I] IT] D 
04. Methadone [I] CD D 
05. Other Opiate51 Analgesics [I] CD D 
06. Barbiturates rn CD D 
07. SedativesIHypnoticsllranquilizers [I] CD D 
08. Cocaine [I] CD D 
09. Amphetamines [I] CD D 
010. Cannabis rn IT] D 
OIL Hallucinogens rn I I I D 
012. Inhalants [I] CD D 
OIJ. More than one substance rn CD D 

per day (including alcohol) 

014. According to the interviewer, which I I I substance(s) is/are the major problem? 
. 

· Interviewer should detennine the major drug of abuse. 
Code the number next to the drug in Questions 01-12. 
or "00" :;;; no problem. "15" :;;; alcohol and one or more 
drugs. "16" = more than one drug but no alcohol. Ask 
patient when not clear. 

015. How long was yourlast period of voluntary OJ abstinence from this major substance? 
• Last attempt of at least I month, not necessarily (Months) 

the longest Periods of hospitalization/incarceration 
do not count Periods of Antabuse, methadone, or 
naltrexone use during abstinence do count. 

.. "00" = never abstinent 

016. How many months ago did this abstinence end? OJ · If 015 -"00," then DI6 -"NN." 
• "00" = still -abstinent. 

. 

. 

How many times have you: 

OJ 017. Had alcohol DTs? 

· Delirium Tremens (DTs): Occur 24...48 haul'S after last 
drink or significant decrease in alcohol intake; includes 
shaking, severe disorientation, fever, hallucinations. ·DTs 
usually require medical attention. 

Dl8. Overdosed on drugs? I I I · Overdoses (00): Requires intervenrion by someone 
10 recover, not simply sleeping it off; include: suicide 
attempts by 00. 
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ALCOHOLIDRUGS (CODt.) 

How many-times in your life have you been tr~ated for: Interviewer Severity Rating 

D 19. Alcohol abuse? I I I How would you rate the patient's need for 
treatment for: 

D20. Drug abuse? m D32. Alcohol problems? - 0 
• Include detoxification; halfway houses, in/outpatient 

033. Drug problems? 0 counseling. and AA or NA (if3+ meetings within 
I-month period). 

How many of these were detox only? Confidence Rating 
D21. Alcohol m Is the above information significantly distorted by: 

D22. Drugs I I I D34. Patient's misrepresentation? 6-No J-Yes 0 · If 019 ~ 0000:' then Question 021 is OONN:' 0 If 020 = .. 00 .... then Question 022 is uNN:' D35. Patient's inability to understand? ()-No I-Yes 

How much money would you say you spent during the past ALCOHOUDRUGS COMMENTS (cont.) 
30 days on: (Include question number with your notes) 

D23. Alcohol? I I I I I 
D24. Drugs? I I I I I 

• Count only actual money spent What is the . 

financiaJ burden caused by drugs/alcohol? 

D25. How many days have you been treated in an I I I outpatient setting for alcohol or drugs in the past 
30 days? 
• Include AAlNA 

D99. <OPTIONAL> How many days have you been m treated in an inpatient setting for alcohol or drugs 
in the past 30 days? 

How many- days in the past 30 days have you experienced: 

D26. Alcohol problems? I I I 
D27. Drug problems? m 

• Include: Craving. withdrawal symptoms. disturbing 
effects of use. or wanting to stop and being unable to. 

For Questions 028-D31. ask the patient to use the Patient's Rating Scale. 
The patient is rating the need for additional substance abuse treatment. 

'How troubled or bothered have you been in tbe 
past 30 days by these: 

D28. Alcohol problems? 0 
D29. Drug problems? 0 
How important to you now is treatment for: 

D30. Alcohol problems? 0 
031. Drug problems? 0 
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LEGAL STATUS 

Ll. Was this admission prompted Or suggested by the 0 L24. Are you presently awaiting charges, trial, 0 criminal justice system? O-No I-Yes or sentencing? G-No I-Yes 
• Judge, probation/parole officer, etc. 

L2S. What for? OJ 
0 Use the number of the type of crime 

L2. Are you on parole or probation'? O-No I-Yes 0 committed: L3-16 and L18-20. 
0 Refeno to Question L24. If more than one charge, 

• Note duration and level in comments. 
choose the most severe. 

How many times in your life have you been arrested and 
charged with the following: , 

U. ShopliftinglVandalism rn LlO. Assault rn L26. How many days in the past 30 days OJ were you detained or incarcerated? 

L4. Parole/Probation OJ Lll. Arson rn 0 Include being arrested and released 

Violations on the same day. 

U. Drug Charges rn Ll2. Rape rn 
OJ rn LEGAL COMMENTS 

L6. Forgery L 13. Homicide! (Include question nwnber with your notes) 
Manslaughter 

L7. Weapons Offense OJ Ll4. Prostitution rn 
L8. Burglary/Larceny/ OJ LIS. Contempt rn 

Breaking and Entering of Court 

L9. Robbery OJ L16.0ther: ___ rn 
0 Include total number of counts, not just convictions. 

Do not include juvenile (pre age 18) crimes, unless 
client was charged as an adult. 

0 Include fonnal charges only. 

Ll7. How many of these charges resulted rn 
in convictions? 
0 IfL3-16 ~ 00, then question L17 ~ "NN." 
0 Do not include misdemeanor offenses from 

questions Ll8-20 below. 
0 Convictions include fines, probation. incarcerations. 

suspended sentences. guilty pleas, and plea bargaining. 

How many times in your life have you been charged with the 
following: 

L 18. Disorderly conduct, vagrancy. public intoxication? rn 
Ll9. Dri ving while intoxicated? rn 
L20. Major driving violations? rn . 

0 Moving violations: speeding, reckJcss driving. 
no license. etc. 

. 

rn L21. How many months have you been incarcerated 
in your life? 
• If incarcerated 2 weeks or more, round this up 

to 1 month. list total number of months incarcerated. 

L22. How long was your last incarceration? rn 
• Enter "NN" if never incarcerated. (Months) .. 

L23. What was it for? rn 
• Use codes L3-16, LtS-20. Ifmultiple charges, choose 

the most severe. Enter "NN" if never incarcerated. 
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LEGAL STATUS (cont.) 

L27. How many days in the past 30 days have you IT] LEGAL COMMENTS (cont.) 

engaged in illegal activities for profit? (Include question number with your notes) 
. Exclude simple drug possession. Indude drug dealing, 

prostitution, selling stolcn goods, etc. May be cross-checked 
with Question E 17 under EmploymenuSupport Section. 

For Questions L28-29. ask the patient to use the Patient's Rating Scale. 

L28. How serious do you feel your present legal D problems are? 
.. Exclude ci"jl problems 

L29. How important to you now is counseling or D referral for these legal problems? . Patient is rating a need for additional referral to legal counsel 
for defense against criminal charges. 

Interviewer Severity Rating 

D LJO. How would you rate the patient's need for 
legal services or counseling? 

Confidence Rating 
Is the above inrormation significantly distorted by: 

D L3L Patient's misrepresentation? O-No I-Yes 

LJ2. Patient's inability to understand? {)-No I-Yes D 
. 

FAMILY HISTORY 

Have any of your blood-related relatives had what you would call a significant drinking, drug use, or psychiatric problem? 
Specifically, was there a problem that did or should have led to treatment? 

Mother's Side Alcohol Drug .Psych. Father's Side Alcohol Drug Psych. Siblings Alcohol Drug Psych. 

HI. Grandmother 0 D D H6. Grandmother D D D HI\, Brother D D D 
H2. Grandfather 0 0 D H7. Grandfather 0 D D H12. Sister D D D 
H3. Mother 0 D D H8. Father D 0 D 
H4. Aunt 0 D D H9. Aunt DO D 
H5. Uncle 0 0 D HIO. Uncle D 0 D 
0= Clearly No for any relatives in that category X = Uncenain or don't know 
I = Clearly Yes for any relatives in that category N =- Never had a relative in that category . In cases in which there is more than one person for a category, report the most severe. Accept the patient's judgment on these questions . 

FAMILY HISTORY COMMENTS 
(Include question number with your Dotes) 

. 
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FAMILY/SOCIAL RELATIONSHIPS 

FI. Marital Status: 0 Would you say you have had a close, long-lasting, 

I-Married 3-Widowed 5-Divorced 
personal relationship with any of Ihe following people 

2-Remarried 4-Separated 6--Never Married in your life: 

• Code common-law marriage as "I" and specify in comments. F12. Mother 0 F 15. Sexual partnerl 0 
F2. How long have you been in this OJ/OJ spouse 

marital staluS (Question FI)? (Years/Months) FI3. Father 0 F16. Children 0 
• If never married. then since age 18. p 0 0 

F14. Brothers! F17. Friends 
F3. Are you satisfied with this situation? sisters 

O-No I-Indifferent 2-Yes 

· Satisfied = generally liking the situation. 0= Clearly No for al1 in class X = Uncertain or 
• Refers to Questions F I and F2. "I don't know" 

1 = Clearly Yes for any in class N = Never had a relative 
in. category 

F4. Usual living arrangements (past 3 years): 0 
I-With sexual partner and children 6--With friends 
2-With sexual partner alone 7-Alone FAMILY/SOCIAL COMMENTS 
3-With children alone 8-ControUed environment (Include question number with your notes) 

4-With parents 9-No stable arrangement 
5-With family 
• Choose arrangements most representative of the past 3 years. 

I~ there is an even split in rime between these anangernents. 
choose the most recent arrangement. 

F5. How long have you lived in these OJ/OJ 
arrangements? (YearslMonths) 

· If with parents or family. since age 18. 
• Code years and months living in arrangements from Question F4. 

F6. Are you satisfied with these arrangements? 0 
O-No I-lndiffe~nt 2-Yes 

Do you live with anyone who: 

0 F7. Has a current alcohol problem? O-No I-Yes 

F8. Uses nonprescribed drugs, or abuses prescribed 0 drugs? O-No I-Yes 

. 

F9. With whom do you spend most of your free time? 0 
I-Family 2-Friends 3-Alone 

· If a girifriendlboyfriend is considered as family by patient, then 
the patient must refer to that person as "family" throughout this 
section, not as a friend. 

-

FlO. Are you satisfied with spending your free time this way? 0 
O-No I-Indifferent 2-Yes 
• A satisfied response must indicate that the person generally likes 

the situation. Refers to Question F9. 

FII. How many close friends do you have? 0 
• Stress that you mean close. Exclude family members. 

These are "reciprocal" relationships or mutUally supportive 
relationships. 

ASI-l0 



FAMILY/SOCIAL (cont) . 
Have you had slgnlfica.nt periods In which you have Interviewer Severity Rating 
experienced serious problems getting along with: 

F36. How would you rate the patien!"s need 0 II-No I-Yes Past 30 days In Your Life 

FIS. Mother 0 0 for family-and/or social counseling? 

F19. Father 0 0 Confidence Rating 

F20. Brotherlsister 0 0 Is the above information significantly distorted by: 

0 0 
F37. Patient's misrepresentation? O-No I-Yes 0 

F2 L Sexual partnerlspouse 
F3S. Patien!"s inability to understand? II-No I-Yes 0 

F22. Children 0 0 
F23. Other significant family 0 0 FAMILYISOCIAL COMMENTS (cont.) 

(specify) (Indude question number with yOW" notes) 

F24. Close liieods 0 0 
F25. Neighbors 0 0 
F26 . Coworkers 

.. "Serious problems" mean those that 
0 0 

endangered the relationship. 

· A "problem" requires contact of some 
sort, either by telephone or in person. 

Has anyone ever abused you? O-No I-Yes 
Past 30 days In Your Life 

F27. Emotionally 
• Made you feel bad through 

0 0 
harsh words. 

F2S. Physically 0 0 . 

.. Caused yOll physical harm. 

F29. Sexually 0 0 
• Forced sexual advances/acts. 

How many days in the past 30 days have you had serious 
conflicts with: 

F30. Your family? 0 
F3 L Other people (excluding family)? 0 . 

For Questions FJ2-lS. ask the patient to use the Patient's Rating Scale. 

How troubled or bothered have you been in the past 30 days by: 

F32. Family problems? 0 
F33. Social problems? 0 
How important to you now-is treatment or counseling for: 

F34. Family problems 
.... Patient is rating his or her need for counseling for family 

0 
problems, not whether the patient would be willing to attend. 

F35. Social problems 
.. Include patient's need to seek treatment for such social 

0 
problems as loneliness, inability to socialize, and dissatisfaction 
with friends. Patient rating should refer to dissatisfaction, 
conflicts, or other serious problems. 

AS I -11 



PSYCHIATRIC STATUS 

How many times have you been treated for any psychological For Questions P13,...P14~ ask the patient to use the Patient's 

or emotional problems: Rating Scale. 

P!. In a hospital or inpatient setting? CD PI3. How much have you been troubled or 0 
Outpatient/private patient? CD bothered by these psychological or emotional 

P2. problems in the past 30 days? 
• Do not include substance abuse. employment. or family -

counseling. Treatment episode"" a series of more or less - Patient should be rating the problem days from 

continuous visits or treatment days, not the number of 
Question P 12. 

visits or treatment days. , 
0 - Enter diagnosis in comments if known. P14. How important to you now is treatment for 

these psychological or emotional problems? 

P3. Do you receive a pension for a psychiatric 4isability? 0 PSYCHIATRIC STATUS COMMENTS 
O-No I-Yes (Include question number with your comments) 

Have you had a significant period of time 
(that was not a direct result of alcohol/drug use) 
in which you have: O-No I-Yes Past 30 days In Your Life 

P4. Experienced serious depression, 0 0 sadness, hopelessness. loss of interest. 
difficulty with daily functioning? 

P5. Experienced serious anxiety/tension- 0 0 were uptighty unreasonably worried, 
unable to feel relaxed? 

P6. Experienced hallucinations-saw things 0 0 or heard voices that others didn't seeJhear? 

P7. Experienced trouble understanding, 0 0 concentrating, or remembering? 

P8. Experienced trouble controlling 0 0 violent behavior, including episodes of 
rage or violence? 
• Patient can be under the influence of alcohoVdrugs. 

P9. Experienced serious thoughts of suicide? 0 
• Patient seriously considered a plan for 

0 
taking his or her life. Patient can be under: 
the influence of alcohoVdrugs. 

PIO. Attempted suicide? 0 0 - Include actual suicidal gestures or attempts. 
• Patient can be under the influence of alcohol/drugs. 

P II. Been prescribed medication for any 0 0 psychological or emotional problems? 

· Prescribed for the patient by a physician. 
Record "Yes'~ if a medication was prescribed 
even if the patient is not taking il 

. 

. 

CD P12. How many days in the past 30 days have you 
experienced these psychological or emotional 
problems? 
• This- refers to problems noted in Questions P4-P 1 O. 
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PSYCHIATRIC STATUS (cont.) 

The following items are to be completed.by the interviewer: PSYCHIATRIC STATUS CPMMENTS (coot.) 
(Include question number with your notes) 

At tbe time of the interview, the patient was: O-No I-Yes 
.. 

PIS. Obviously depressed/withdrawn 0 
P16. Obviously hostile 0 
PI? Obviously anxious/nervous 0 , 

P18. Having trouble with reality testing, thought 0 disorders, paranoid thinking 

P19. Having trouble comprehending, concentrating, 0 remembering 

P20. Having suicidal thoughts 0 
Interviewer Severity Rating 

P21. How would you rate the patient's need for 0 psychiatridpsychologicai treatment? 

Confidence Rating 
Is the above information significantly distorted by: 

P22. Patient's misrepresentation? O-No I-Yes 0 
P23. Patient's inability to understand? ()"'No I-Yes 0 
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APPENDIXG 

Crosswalk of Substance Abuse Services (Adults and Juveniles) 
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Office or Mental Health, SubStance Abuse and Addie/iOn Services 

HHS/SUBSTANCE ABUSE SYSTEM AND JUSTICE SYSTEM 

A Crosswalk of Substance Abuse Services -- JUVENILES 
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CARE HHSlDIV OF MH. SA & ADDICTIONS ASAM CRITERIA OJSlMEDICAID OJS/INSTITUTIONS 
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Emergency Clinically Managed Detox 

~------------- -- _ .. _----_. -.' ._ ... _-_ .. ,--- ---- .. - . - .. - .. _--- --. --" 

Services - Ambulatory oalox wlOnSlte Monltorln~ __ 
-~-.--.. -.---". ----_., .. _--- ._--"-- '---"--" - ._--.. >_. - - _._._--. 

Ambulatory Oalox wlElCtended OnSlle Monitoring -~----"'- _.,-------,-,- ..... _. ---,_. - .. - -_._.--._.,--- ... ---. -. ---,. 
Medically Monitored or Managed Inpt. Oetox -----_ .. _--_._'_.- ._-".-- --- . __ .--._--_. _ .. - - ---_.,.-
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Assessme~~:~aluallon • SA 
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Transit/wi BBsideatia',· 
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--- ---

OJS = HHSlOfflce of Juyenlle Justice ,Includes (1) Youth Residential Treatment center at Geneva for girls. (2) youth Retldential Treatment Center at Kearney for boys, and (3) Juvenile Parole. 

OJSlParole = Use allleNlces available through Medicaid and through the Division. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Office of Menta.l Health, $ubstanceAbuse and Addiction Services 

March 1, 2002 

SUBSTANCE ABUSE SERVICES 

FOR ADUL TCRIMINAL JUSTICE CLIENTS 
The terms listed are for use by all substance abuse providers and criminal justice entities in referring. 

criminal justice system clients to substance abuse services provided in Nebraska .. 

LEVEL OF CARE (LaC): General category that includes several similar types of services. 
Substance Abuse ServIces: The specific service name that more specifically identifies the type of actual substance abuse service a client will receive. 

Adult: Age 19 and above. 

NOTE: Not all of these services are available in Nebraska; some services may be available in some regions but not in others. This service array is intended to be 

a balanced array of substance abuse services that could meet various needs at different levels of severity. 

~:{,j;~;)';:'f~,it~~tl~~~~~~ti~«&t~~~~{~~~;$~h~~1W1~f',:*~<'/1i~t~:ii~~t{:!it\'t;:~i~lifi~fe0i~1,£~~~~~~~i~;:,i{{iki£Gj,l:';,,;~::'~;~rfiii':. !'ii"""".'.".,. 
LOC: EMERGENCY SERVICES (very short term, unscheduled service availability in time of crisis in a variety of settings) 

L':.c 

:~i[~I~:~E~~!~J~~:::::::::::: g}[~i~~~£~:~~~:~q~~~~y.I~~~~~~I~2~9!~:~6[~~~~~~i~~I~:~y~JL~~i~:~~i?~::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 
Mobile Crisis J Crisis Teams of professional and/or paraprofessionals that offer on-site screening usually in the home; brief interventions to stabilize the crisis and refer for 
Response Teams SA Crisis/Crisis Respite or other appropriate service, and a thorough SA evaluation; available 24/7; includes access to a CADAC by phone. 

-SAEiiie-rgency-S-heiie"r-or----- Fie$icientiai;:,Tiio-mebase-(Tser~ice·t(;;iistioii-iermPi;iceiiienriiiai;;di~;duari.iasCbsiii;;-ce-aiiCse·c;i5-is;-rTiosi"ciie;;is-,jre-;;;:,i·inioxicaied·bui-prog-ra-m···· 
SA Respite has capability to supervise alcohol/drug social setting detoxification (non-medical); length ot stay varies by legal status, but emphasis is very short term 

(less than 7 days); 24/7 availability of on·site c1inicaJly managed and monitored services as.needed; client is medically stable; very limited nursing 
·Emergeiicy-Ci)mrrlunity------- Eiupp(;rtseiVice-forperson-s(;.ic''-iiMH-;''SA-;;risfs-hasbeensiai:iiiized:-i:'i5iatiio-cii6iii;ii;k-ioe;;s-urecl;eni-f(;c~s""soiiielaps;;and-;;;co-;;e,yiiigmi:-' 
Support and skill teaChing, assistance with housing, ensure attendance at medical appointments or SA non'residential treatment services; coordination of a care 

plan; coordinating services, transportation; 24/7 on call; service is very short term; often provided concurrently with another SA service to ensure client 

·EmergeiicyS;aiiiliiaiion-&----r§~~c~t~~~i~~.I~i~~~;C~~~X;~~ar~~a~~~;o;~~i~~:c~~~;~y~~t~~~~~;~~i~rn-pe-r5-oii-toindep;,-.ideni~~;;;g-i;;iiie-co;;;;;;uniiy-orerigage"&"reie;-t;ie-·----· 
Treatment person to a recovery program; supportive services therapy, briet SA assessment, primary clinical treatment for substance abuse disorder implemented, 

and coordination of services to help the client ale vi ate a substance abuse crisis; LoS varies but not longer than 14 days; on site clinically managed and 

-socjajDe;ox------------------I~.;~~~~;f~i;!~~~lro~Jt~~;~~~i{!~~-'ti!i~;'*.;~N;g:~-aduii-;;e-ediri[laicOh-Oli(iru-gdeioxificaiion-(rion.iiie-dicaln;'-.igiti-oiSia-y--;,-a~es-j,-uiu-suatiy-no!"----· 
more than 5-7 days depending on the drugs involved; 24n on-site availability of clinically managed and monitored; m~djcaUy slable; limited nursing 

:~~t~~~;~~i~~~~~~;;:::::J~fft~[~t~~r.,..~i~~i~rt~~~*~~~~~~~i;.t.:.~~;~~~~~~~~~~~;~~~:;~~~~:~I~~~i~~~~~~~~~~X~~~~~~~~~;f~;~~~~~~;~~~~~~:~~~:;~~~:;;~~::::::: 
Custody (EPC). I;egal hold; 24/7; admission on involuntary basis by EPC legal hold because at alleged dangerousness to self or others; generaJly 7 day or less stay to 

stabilize, begin emergency treatment & referral to most appropriate service to meet ~lient's need; LoS not longer than 7 days, or if the client is on an 
EPC hold may continue to a commitment hearing. 

-Civij"Protective-cii;;to-ciy------\Resideniiaise-r-;,-;c.,..;;-24h-,iegaTtiiiid-iQ-keep;:;meone-in-;oiuniariiy'iii-;is(;Cial-dele;x58'-7i"-.:----------------------------------------------.---.----------. 
(CPC) 

~.,' 
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~~JiI!~ir~;f~,~'ir~l~~;'i~;:':]H&-~~~~:'~'~%~f;f{>~~>::;i~·~.~;~r ,'. ,:,':, ,~::, ,;' ::~;1,;)ji~1f.~~tti:~:k¥~f~it~~~t~*I;~~;~'ffi.~~%1t~~.J7~~~1tt~ii~~:i:'f,)~:,5(~±~f;:\ ~;,; ,. ':.: :,(:; ,',,1~~'~' t/,~~:'~f'~;' _ ~·;hg~~r'~;:if;:t~R;/{~~:{/)":::':;. ;;;,;~,0:~:-'¥~,':>- )·t:J~:- .. ;.;:. • ~,,' 
LOCI ASSESSMENT SERVICES (screening and evaluation tools used to determine the level of a SA problem & make appropriate service 

refe!!!!.U!.'.!!!.'.!!!lly_p.~~-'~t~!:.~_tn_~_!!.~D.:~~.!'_iE~!~!~I!!_~~~!!~J!) __________________________________________________________________________ ~ ______________ ,--------------------------,---------
Screening [General screening by provider to identify a substance abuse problem and refer for a complete SA assessment, early Intervention or trealmenl; Includes 

screen for mental health and gambling issues. Criminal Justice referrals will have had an S81 screen done by criminal justice system staff. 

-------------------------------r--------------------------------------------------------------------------------------------------------------------------------------------------------------Emergency SA Evaluation SA evaluation needed on an unscheduled basis and available within 24 hours 01 request; all evaluations completed for justice clients must be 
completed by a certified alcohol and drug abuse counselor (CADAC), or a prOVisional CADAC (CPDAC) who Is supervised by a CADAC, a 
licensed psychologist or a licensed physician with an addictions specialty; available in the EPCICrisis Center service or at any state certified 
SA service provider; Evaluation/Assessment Tool Required: Addiction Severity Index (ASI); Approved State Reporting Formal: SA 

------------. -------------------r--------------------------------------------------------------------------------------------------------------------------------------------------------------SA Evaluation IAII SA evaluations completed for justice clients must be completed by a certified alcohol and drug abuse counselor (CADAC), or a 
proviSional CADAC (CPDAC) who is. supervised by a CADAC, a licensed psychologist or a licensed physician with an addictions specialty; 
available at any slate approved SA service provider; Evaluation/Assessment Tool Reguired: Addiction Severity Index (ASI); Approved State Reporting 
Format: SA Evaluation/Assessment results are to be provided in the state approved reporting format only. 

~~y&1}}~~~~~foffi.:"t~1~~1~'¥¥1~1f~~:,{ik~,;;;jj ';'!}: -< ;:' ,·::;~\:~~r;,t:~{l~~j/;.:\~,::.:~, o,:i~~i~~r)J{:~~jkri.iJ~~i&i~n~)lh':~;$~~~t!i1~~;~\ . '.~ :, 
LOC: NON-RESIDENTIAL SERVICES (least intensive services based on clinical need offered In a variety of community settings; client 
lives Independently) NOTE: Persons MUST be psychiatrically and medically stable to be admitted to the non-residential services. 

NON-RESIDENTIAL SERVICES: A range of services for persons at risk of developing, Of who have substance abuse problems, specific functIonal deficits, problems with intoxlfication Of 

withdrawal, but few biomedIcal complications. Clients may have significant deficIts In the areas of readiness to change, relapse, continued use or continued problem potential or recovery 
environment, and thus Is in need of Interventions directed by CADACs or other non-physician addiction specialists rather than medical or psychiatric personnel in a variety of non residential 
settings. Lellel 1 Is the most Intensive and Level 5 is the least intensive service in this level of care. 

:~i~~~t~t~~~~~::::::::::::::::::f~~~!l~i~~~~i~~1i\~~~~~~~~jft~~~~tf::~~~~~1J:~~~6!~~!*'~~~~~~~~;;~~~;~:;~;~~:~~~~~~~~~~~;;;~~~r~:~~~:~~~~~~~~~~:~t~~:~;~:~;;i~~~::::::::::: 
EDUCATION programs are very structured with a specific outcome for the client; LoS varies (I.e., minimally one staH supervised 6 or 8 hr class; other 

-CV5--Meiiiadone-MaiiiierianCi;-----f~~*I~js~~~~!n.l~!~~iii~~~-~~~;df~~i~*~~~~~-;~~i~-l~"i:~~~~a~;~~g~p~!r~~~t%;~~~f~~9!~tii;r~~-~~i~-J~~-i~~~~c~~~~.;(li~;-he;o;n-is-a-Ofeiime-------
. maintenance program; counseling Iherapy interventions are included in the service .. 

r~5--CaseMoriliiirini"ISAiMH------ Mon;iori;;g-ser~i_;;_e-desig;ied-ior;i;;rsons-eiigibleu-nde-r-itie-deiiniiioniorC(immu-nii:;S~pijort-Meniai-Heaiiiior-E;~bsian_;;_e-Ab~se~-~ho-ha~em~.-de--------
significant progress in recovery and stable community living, or lor those clients unWilling to accept the more intensive and rehabilitative community 
support service; this service monitors a client's progress in community living, provides criSis/relapse intervention/prevention as needed, provides 
oversighi and follOW-Up funclions as identified in the client's monitoring plan (i.e., services, appointments, reminders), and intervenes to protect current 
gains and prevent losses or decompensation/relapse; contact with client as needed. 

------------------------------------r--------------------------------------------------------------------------------------------------------------------------------------------------------------Lv 4 Outpatient Counseling Individual and/or group counseling/therapy by a CADAC or CPADAC under supervision for a variety of substance use disorders which disrupl a client's 
life; treatment focus is on changing behaviors, modifying thought patterns, coping with problems, improving functioning, and other services to achieve 
successful outcomes and prevent relapse. LoS varies depending on individual illness and response to treatment (I.e., may average 10·12 sessions at 1· 
4 hrs per week but treatment frequencies and duration will vary); includes brief therapy model (3-5 sessions); group therapy sessions include approx 3-
8 persons; family counseling is included. 

·G?ico-m~u-nliy-S-;;-pjio-rt----------rS~pport-ior-a-per-soii~-;itt;~t;;;micaldepen-den-;;-y-an;jiCnCiioiiardeiicits;-i:i-stati-to-~ii6nis-~pp-ort(iace-ioia-;;-e)iii-;esidenCe-o;-oihe;-no~~o-tii;;eio'Caiion 
to ensure client focus on rehabilitating his/her social and relationship skills; aiding client in use of appropriate coping skills; active relapse and recovery 
mgmt and skill teaching; provides client advocacy; assistance with housing, acceSSing transportation, and a variety of other case management 
activities; ensure attendance at medical appointments Of SA non-residential treatment; coordination of a care plan and services; 2417 on call availability 
of community support worker; often provided concurrently with another rion-residential SA non-residential service. 
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------------------------------------r------------------------------------------------------------------------------------------------------------------------------------.---------------------------Lv 2 Intensive Outpatient Inlensive group and individual counseling for persons wilh substance abuse disorders or chemical dependence; counseling provided by a CADAC or 
Counseling CPADAC under supervision; offered in day or evening, before or after work; more intensive than Outpatient Therapy and Jess intensive than Partial 

Care; service includes a combination of group sessions 3·5 times/week plus individual sessions 1·3 hrs/week; total services to the client averages 10· 
15 hours per week; hours per week are tapered to a prescribed schedule or client need as the client transilions to the less intensive Outpatient Therapy 
or other service; LoS varies with individual response to treatment but the intensity of the service averages 5·6 weeks in duration. -. __________________________________ ~ _________________ ___________________________________ • ___________________ M __ M _________________________________ • ___________________ M ___ M ___ MM ______ • ___________ ._ 

Very intensive day treatment program by CADAC or CPADAC under supervision for clients with substance abuse or dependence problems; medical 
Lv 1 Partial Care lbackup; includes individual and group counseling and medication monitoring services; services are provided 5 days per week at 6-8 hours of daily 

including a minimum of 4 hrs daily of primary SA treatment; LoS varies but average is 5-6 weeks; highest intensity, non-residential service. 

LOC: RESIDENTIAL SERVICES (treatment services provided in a 24 hr community based residential setting) 

NOTE: Persons MUST be psychiatrically .and medically stable to be admitted to the residential services. 
CLJNICALL Y MANAGED RESIDENTIAL SERVICES: An array of residential services lor persons who need a structured, safe Jiving environment to develop recovery skills; have specilic 
functional deficits; minimal problems with Intoxilication or withdrawal and few biomedical coompJications; client may have slgnllicant dellclts In the areas of readiness to Change, relapse, 
continued use or continued problem potential or recovery environment, and thus Is In need 01 Interventions directed by CADACs or other non physician specIalIsts rather than medical or 
psychiatric personnel. Levell Is the most intensive and Level 31s the least Intensive service in thIs level of care. ' 

------------------------------------r---------------------------------------------------------------------------------------------------------------------------------------------------------------Lv 3 Halfway House CUNICALL Y MANAGED, LOW INTENSITY: Non-medical transitional residential program for persons who as with chemical dependency or substance 
abuse disorder who are successfully moving from more intensive treatment to independent living and seeking to re-integrate into the community; 
structured Hving environment and semi-structured activities designed to develop recovery Hving and relapse prevention skills; assistance in maintaining 
or accessing employment and developing the skills necessary for an independent lite free from substance abuse outside of residential treatment; 
service has capacity to address mental health issues; counseling is provided by a CADAC or CPADAC under supervision; LoS varies but is usually not 
longer than 3-6 months. 

------------------------------------r---------------------------------------------------------------------------------------------------------------------------------------------------------------Lv 2 Therapeutic Community CLINICALLY MANAGED, MEDIUM INTENSITY: Non-medical transitional residential treatment for persons with chemical dependency; treatment 
includes psychosocial skill building through a longer term, highly structured set of peer oriented activities incorporating defined phases of progress; 
services include individual and group counseling/therapy, relapse prevention, education, vocational and skill building; service has the capacity to 
address mental health issues; counseling is provided by a CADAC or CPADAC under supervision; program is staff secure; LoS varies but is usually not 
longer than 10-18 months, 

------------------------------------[---------------------------------------------------------------------------------------------------------------------------------------------------------------Lv 2 Dual Residential (MH/SA) CUNICALL Y MANAGED, MEDIUM-HIGH INTENSITY'. Non-medical, Simultaneous, integrated substance abuse and mental health residential treatment 
for persons with co-occurring primary chemical dependence AND primary major mental illness (schizophrenia, bi-polar, major depression, major 
psychosis); structured, supervised service inCludes addiction recovery counseling & activities, medication management and' education, and 
psychosocial rehabilitation services; focus on mental functioning, not psychiatric care; slatf include dually credentialed clinicians (CADAC/LMHP) andlor 
both LMHPs and CADACs; LoS varies but is usually not longer than 4-8 months. 

------------------------------------r---------------------------------------------------------------------------------------------------------------------------------------------------------------Lv 2 Extended Residential CUNICALL Y MANAGED, MEDIUM-HIGH INTENSITY: Non-medical longer term, medium intensity residential service for chronic chemically dependent 
persons who are at a high risk for relapse andlor potential harm to self or others; clients have significant deficits in ability to perform activities of daily 
living andlor cognitive deficits; cou'nseling is provided by CADACs or CPADACs under supervision; program is staff secure; LoS ranges from 8-24 
months; service has capability to address mental health issues. 

------------------------------------r---------------------------------------------------------------------------.------------------------------------------------------------------------------------Lv 1 Short Term Residential CUNICALL Y MANAGED, HIGH INTENSITY: Non-medical residential community treatment for persons with a primary chemical dependency, an 

.... \ ~:~I __ A ................. . 

entrenched dependency pattern of usage and an inability to remain drug-free outside of a 24 hr care; highly structured, intensive, shorter term 
comprehensive addiction recovery service including individual. group counseling/therapy and relapse prevention; medication monitoring; service has 
the capacity to address mental health issues; counseling is provided by a CADAC or CPACAC under supervision; program is staff secure;' LoS varies 
but is usually not longer 1han 14-30 days . 
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SUBSTANCE ABUSE SERVICES 
FOR JUVENILE JUSTICE CLIENTS 

The terms listed are for use by all substance abuse providers and justice entities in referring 
justice system clients to substance abuse services provided in Nebraska. 

LEVEL OF CARE (LOCI: General category that includes several similar types of services. 
Substance Abuse Services: The specific service name that more specifically identifies the type of actual substance abuse service a consumer will receive. 

ChiidrenlYouth: Age 18 and below (note that Medicaid SA services apply for ages 21 and below). 

NOTE:, Not a/l of these services are available in Nebraska; some services may be available iii some regions but not in others. This service array is intended to be 

a balanced array of substance abuse services that could meet various needs at different levels of severity. 

LOC: EMERGENCY SERVICES (very short term, unscheduled service availability in time of crisis in a variety of settings) 

~~~~~~~~~i~~~::::::i-~~~J~f~t~~~~?~~f~~~[~~~~:~~~~~~~fl~l~tj~t~~~~~~~~~!~!;;~:~~~i;:,-~~~:;i;~;~:~;:~;;;~:~;~:~:~~~I~:I~:~:;~~~~~~;:~J;:~~;;~~;;~~:~~~~~~;~~~;~~~:;;~:t;;~~:/;~~:;~:::::: 
Evaluation must be completed by a certified alcohol and drug abuse counselor (CADAC), or a provisional CADAC (CPDAC) who is supervised by a CADACj a licensed 

psychologist or a licensed physician with an addictions specialty; available in the EPC/Crisis Center service or at any state certified SA service provider; Evaluation Tool 
Reouired: Drug/Alcohol Section of the Comprehensive Adolescent'Severity Inventory (CAS!); Approved State Reporting Format: SA Evaluation results are required to be provided 

._.& •• _. __ . ___ &. __ _ •• ~ __ • .J~ .?~!€' !~.~P.P..~~~:E. !9.!~.?1_~~ ~.: __ M • _____ .... _______ .. _ .. _______ .. ____ .. ;.. __ .. _~_ ... ___ .. ___________ .. ______________ .. __ .. ____ .. __ .. __ .. _ .. ___ " _____ .. ____ .. ___________ .. ____ .. ____________ .. _____ ~ ___ .. ___ .... _ .... ___ • 

Mobile Crisis A two member team that offers on-site screening usually in the home, brief interventions to stabilize the crisis, and referrals for SA Crisis Respite and thorough SA evaluation; 
available 24/7; Includes access to a CADAC. 

-Eme;ge-,;cY-C;'i~j;-----" S~pp;;rtj~-e-se;Vfc~s"therapy~t)rierSAasse"ssmen-Can(tc-oordTnaiiOn-or;r;cs-to-li~jp-a-chiidandio~-;amijy·toaljeViate-a-c;:i~is-a_;;d-racfifta-te"invoiv~-m-enti;:i()rigo[;:;g-s-e;Yices:---------· 
Stabilization services may be provided In a variety of settings (I.e. residential or non-residential, dependent on severity of crisis). 
-sA~ifm;rg;iic"y-Shejte;" ReSI(fentfa'f~;:-horrlEjbase-d";e;ViCe~i(;ra~shortte;:m-piacement-ora-yauth-orChfi(riri-a-subsiance"ab~se-;r1sr~;program-';~-;~c-apa-bijii;;tD-~~p-e;Yis-~"ajcoholid;:~g-s-oclajsetilo£I-------· 
of SA Respite detoxification (non-medical); length of stay varies by legal status, but emphasIs is short term (less than 14 days); 24/7 availability of on-site clinically managed and monitored 

services: medically slable: limited nursing coverage. -------------------------1----------------------------------------------------------------.--------------------------------------------------------------------------------------------------.----------.------------._-. Medical Detox 24~hr medically supervised alcohol/drug detoxification where severe medical issues are involved: 2417; medical staff coverage. ,. " __ ~~~_~_I!RI\!il~.I\Il.~j~ 

LOCI ASSESSMENT SERVICES (screening or evaluation tools used to determine the level of a SA problem & make appropriate service referral; 

generally provided in' a non-residential setting) 
-------------------------1----, --------------------------------------, ----------------------------------.---.--------------------.-,-----------------.---------------------------------------------------------------.-----. Screening General preliminary screening by provider to identify a substance abuse problem and refer for a complete SA evaluation and early intervention or treatment; includes a screening 

for mental health and gambling issues. For Justice referrals the Simple Screening Instrument (SSJ) that Indicates the need for a further evaluation is comoleted by the criminal 
justice system and will be sent to the SA provider. 

-p;e:f;eat~eni-sA------J-sAe-~ajU"atfon-cO~Pie-le-d-fO-r7ustl~-e-CJieOis-PRjORto-adn;issio_;;jr;an-yi;:E;~;tm'8-ni 'jrog~am::-ihe-~v~iu;;tjo~;;ust~bec~mpi;i;(jby""a--;ei1rfied;icoi;oian;;d;~fia-buse-----M--~-M-' 
Evaluation counselor (CADAC). or a provisional CADAC (CPDAC) who is supervised by a CADAC, 8 licensed psychologist or a license"d physician with an addictions specialty; 

Evaluation Too! Required' Comprehensive Adolescent Severity Inventory (CASI); Approved State Reporting Format SA Evaluation results are required to be provided In a state 
approved reporting format only. _ .. _ .. _~M._. ___ M ______________ M ____________________ .... ___ M ... _~ ___ MW __ M _________ ~ _________ .. _____ M __ .. ____________ .. ____________ ... __ .. ___ .. _ .. __________ .. __ .. _____ .... ____ .. _ .. _____ • _______ .. ___ .... __ ...... ___ .. _______ .. ________ .. ___ ...... __ .. _. 

SA Evaluation I SA evaluation for justice c1ients must be completed by.8 cenified alcohol and drug abuse counselor (CADAC), or a prOVisional CADAC (CPDAC) who is supervised by 
a CADAc, a licensed psychologist or a licensed physiCian with an addictions specialty: available at any state approved SA service provider; Evaluation Tool Required: 

.... \ _1_'-. " ........ I ,."", 

Comprehensive Adolescent Severity Inventory (CASI); Aoproved State Reporting Format· SA Evaluallon results are required to be provided in a stale approved reporting format 
only . 



),'- ,.I' .,:: 

LOC: NON-RESIDENTIAL SERVICES (least Intensive services based on clinical need offered in a variety of community settings; youth/child lives 

Independently with family, guardian, relatives, or other). 
NON.RESIDENTIAL SERVicES: A range ~f services for yO'!th at risk of developing or who have substance abuse problems, specific functional deficits, problems wIth IntoxIcation or 

wIthdrawal, but few bIomedical complications. Youth may have 'significant deficits In the areas of readiness to change, relapse, contInued use or continued problem potential or recovery 

anvlronment and thus Is In nead of Interventions dlrec.ted by CADACs or other non physician addIction specialists rather than medIcal or psychiatric personnel In a variety 01 non 

resIdential settings. Leve} 1is the most Intensive and Level 5 Is the least IntensIve service level of care. 
Lv ~p;eventlo·nA~~R~&&RRR_~_- _EducatlorlancTather-activitie'sdeslgnectioRpreveniRu·sin'g-s~bstaiic;s~R.RRR_R .. _.R-.--_R-~ __ .-A. __ ""----R_"-__ .--_______ .. ~_., ___ .. ________ .. ____ R ____ R_R ____________________ .... ____ ._R _________ _ 
_ €_------------------~-------- -----------------------------------------------------------------------------------------------------------------------------------------------------.----------------------------------------
Lv Intervention Intervention counseling and education for persons experimenting or currently using substances but who are NOT dependent; staff supervised EDUCATION programs are very 
5 structured with a specific outcome for the client; LoS varies (i.e., minimally one staH supervised 6 or 8 hr class; other options might include eight one-hour sessions, 3·4 four-hour 

. sessions, or other): includes· support group or self help referrals. 
·CV--C~~;e .. Monit~rir;g-S·AiM·H Moniio(iii9~servfce-de~Sign~citor-yo~th-ejigrble-unde-rihe-cieii;;Tti;;nf;;~-Communlty-S;:ippc;rts~;bsta;;c-e-Ati;;se: .. who-h~lv-e-madesign~ificaiit-progre-s5i;1;eco~e';y~anw(rsiabie-comm~nit~7 
5 living, or for those youth unwilling to accept the more intensive and rehabilitative community support service: this service monitors youth progress in community living, provides 

crisis/relapse intervent,ion/prevention as needed, provides oversight ~nd follow-up functions as Identified In the youth's monitoring plan (Le., services, appointments, reminders), 
and intervenes to protect current gains and prevent losses or decompensation/relapse; contact with youth as needed. -----------. -------------------r-------·---------------------------------------------------------------------------------------------------------------------------------------------.-----------------------------------.----Lv Outpatient Counseling Individual and/or group counseling/therapy by a CADAC or CPAOAC under supervision for a variety of subslance use disorders which disrupt a client's life; treatment focus is on 

4 permanent change of behaviors and modifying thought patterns, coping with problems, improving functioning, and other services to achieve successful putcames and prevent 
relapse:,LoS varies depending on ind,ividuaJ illness and response to treatment (Le., may average 1O~12 sessions at 1-4 hrs per week but treatment frequencies and duration will 
vary); includes brief therapy model (3~5 seSSions); 9rou'P therapy sessions include approx 3-8 persons; family counseling is included. ------. -. ------.-----------------t------------------------------------.------------------.---------------------------------------------------------------------------------------------------------------------------------------Lv Community Support Support for a chilqren ~nd youth with chemical dependency, habitual use/abuse, and functional deficits; 1:1 staff to cHent support in school. residence or other non-office location to 

3 ensure child's focus on reh~billtating his/her social and relationship skills; aiding the child in using appropriate coping skills; child, guardian, and family relationship building; relapse 
and recovery mgmt and skill teaching; provides clienl advocacy; assistance with schooling, housing, accessing transportation, and a variety of other case management activities; 
ensure attendance· at medical appointments or SA non· residential treatment services; coordination 01 a care/case plan and services; 24n on cali availability of community support 

Lv Intensive Outpatient Intensive group and individual therapy and counseling for persons with substance abuse disorders or chemical dependence; provide essential education and treatment counseling 
______________ . ----------------r':'5'.r!:~~c?.!!~~-.P!?-~'.?..~~-9?-n.9~!~~:'-'!~-':'!~~_"_~?_'~_~~_~~_~_~~:~~~!~~_n.t!~!_~~~.~~~~:-----------__________________________________________________________________________________________________ _ 

2 Counseling components while allowing clients to apply new skills within real world environments; counseling provided by a CADAC or CPADAC Linder supervision; offered in day or evening, 
before or after work or school; more intensive than Outpatient Therapy and less intensive than partial care; service includes a combination of group sessions 3-5 times/week plus 
individual sessions 1-3 hrs/week; total services to the Client average 10·15 hours per week; hours per week are tapered to a prescribed schedule or client need as the client 
tr~nsitlons to the less intensive Outpatient Therapy or other service; LoS varies with individual response to treatment but the intensity of the service averages 5-6 weeks in duration. 

------------------------------t-----------· -----------------------------------------------------,-----------------------------------------------------------------------------------------------------------------------------Lv -Partial Care Very intensive day treatment program by CAOAC or CPADAC under supervision for clients with substance abuse disorders or chemical dependence problems; medical backup: 
1 includes individual and group counseling, medication monitoring services; services may occur during school hours, but education must be available through other resources; client 

needs are of higher intenSity need than IntensiVe Outpatient; services are provided 5 days per week at 6·10 hours daily including minimum of 4 hrs daily of primary SA trealment; 
LoS varies but averages 5·6 weeks; highest intensity, non'residential service. 

,;;, :-i\:-,'."i' ':~:">~-;/. <,:";,,:, .. :,;,' 

LOC: RESIDENTIAL SERVICES (treatment services provided in a 24 hr community based residential setting) 
. CLINICALLY MANAGED REl!IDENTIAL SERVICES: An array of resIdential servIces for youth who need a safe living envIronment to develop recollery skIlls; have specific functional 

defIcits; minimal problems with Intoxication or withdrawal and few biomedIcal compllcatlonsj youth may have significant deficits In the areas of readIness to change, relapse, continued 

use or continued problem potential or recovery,envlronment ~nd thus Is In need of InterventIons directed by CADACs or other non physician addictIon specIalists rather than medical or 

psychIatric personnel. Level 1 Is the most Intensive and Level 3 Is the least Intensive service level of care. 

~v -H~tw-aY~H~~~;~~~;----M .. -l~-c;~~~-~~-~~-~~~;~~·~~-c;~·1~;~~;~~~--~~~-.~;:;~~;;~~;;~~~i~~~~-r~:I:;~~~~;~-r~-~;~;-~;~ .. ~~~~~~~~-~~~~:-~;~~~~~~-;;~;-;~~~~-~~~-~~~-~;~~~~;I~-~I~~-I~~-~-~~-r;~~;~~-;I;;-&--~---
SA Group Home treatment to famllyllndependent liVing, structured liVing environment and semi-structured actlvilies deSigned to develop/support recovery living and relapse prevention Skills, 

maintaining the skills necessary for a hie free from substance abuse outSide 01 reSidential treatment, service has ability to arrange for services or supporUcoordlnale access 10 

_~ _____ ~~_.~~ _____ .. _____ .. _w __ ~~~~~~!;_~~~3_~~;~_~~~;_~_~~~_~:~~_~~~~~~~~~~~~~_~r_~~~~~:~~.t_~c~~~~~~:~_~~~f~~~~_=~~~_I:~I~~~_~~~~~~.~~_~~~_~~~~~~~_:~~~~~_~I~_~:_~~~~~:_~~~~~~_~~~~~~_~~~~~_~::~S:~~~_~~~_V_~~I~_~_ 
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Lv Therapeutic Community 
2-'t>r SA Therapeutic 

Group Home 
CLINICALLY MANAGED, MEDIUM INTENSITY: Non-medical residential program of substance abuse treatment for youth with chronic substance use, repeated relapse &/or 
resistance to treatment whose substance use recovery efforts are effected by emotional. behavioral or cognitive problems; 24 hour structured therapy to promote sustained focus 
on recovery tasks; program relies on a treatment community or milieu as the agent of change for acquiring recovery and basic life skills; skills are built through a longer term, highly 
structured set of peer oriented activities; services include individual & group counseling/therapy, relapse prevention (crisis), education, vocational & skill building; treatment goals 
include motivation to change, anger management, contHct resolution, values clarification .& limit setting; program facilitates integration into the community; treatment services are 
directed by CADACs/addiction specialists and access to medical/other consultation; program is staff secure & has ability to arrange for services or supporvcoordinate access to 
school, work; LoS varies from 6 -18 months. TC or SA·TGH programs speciali2e in serving youth in the justice system, many with conduct or personality disorders. 

------------------------------r- -------------------------------------- --------- -------------------------------------.----- ----------------------------------------------------------------------------------------------------Lv SA Extended CLINICAllY MANAGED, MEDIUM·HIGH INTENSITY: Non-medical longer term, medium intensity residential service for adolescents who are chemically dependent and who are 
2 Residential or at high risk for relapse &/or potential harm to self or others; Clients have significant deficits in ability to perform activities of daily living &Jor cognitive deficits; skiUs training 

SA Residential emphasizes impulsive behavior change & other behavior deficits: service may be combined for chemically dependent youth Iransitioning from Short Term Res who need longsr 
term structured treatment; LoS ranges from 4 - 24 months; service has capability to address mental heaJlh issues; staffing includes CADACs; program is staff secure. Treatment Center 

Lv Short Term ResJde~t1al GliNICALL Y MANAGED, HIGH INTENSITY: Enhanced non-medical residential program of primary substance abuse treatment for youth with an entrenched dependency pattern 
------------------------------r-----------------------------------------------------------------------------------------------------------------------. -----------------------------------------------------------------------
1 of usage and an inability to remain drug free outside of a 24 hour care; highly structured, intensive, shorter term conprehensive addiction recovery service including group 

counselingllherapy and relapse prevention; that is of shorter duration but at a higher intensity level; access 10 medical evaluation and consultation available 24/7; significant 
emphasis is on readiness to change and treatment engagement; experience Induces the adolescent Into a peer group; promote coordination of the multiple systems surrounding 
the youth and implement strategies for ongoing engagement in treatment; physician monitoring and nursing care observation available as needed; addiction treatmenl by CADACs; 
interdisciplinary staff including LMHP, psychologists as needed; administer/monitor medications; program is staH secure. LOS varies but 30 - 45 days. 

~~l~tk~y~h~~j;'~~~~~t~·~1:;jt:'-~~~~:1,i:',:;::;;:}:,'~:~:i}~;~{ft~k\1:~;:,~::i;~iji,:~'0:':'b\~:~~~W~;~~s{;.','::~Jill@;*{~~·~l~i:~~:',")~Mi:{k~%~~wt£fr)~~f&t(~tl~1i:;v!l1~·<~tf~fi;;1M01~i2r.~~fg!ift~~)'kJ,f~M'~;sdL', -, '-;",:H;,Ji 
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