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By Kari Collins and Michelle Kilgore for the Reclaiming Futures National Program Office

Who are the youth we are serving? Recent research points out that most often the
youth we serve are involved with multiple agencies, and are dealing with a variety of
issues, and may have multiple diagnoses. Front line workers in most any agency will
confirm this. Adolescence is a period when young people encounter multiple, com-
plex, and challenging developmental tasks involving significant changes in biological,
social, psychological, and environmental/societal domains. Therefore, knowing how
to work with the youth we serve is imperative. We cannot work in isolation. We can-
not only treat their mental health needs, singularly treat their substance use disorder,
or work only within one setting when we know that youth spend their days involved in
multiple agencies and environments. Youth found within juvenile justice may need to
be assessed for trauma, mental health and substance abuse issues. Treatment provid-
ers must be prepared to work with the multiple agencies that a youth and their family
may be involved with. Those that work with youth need to consistently help them ap-
ply the insights and gains made in treatment to their daily decisions, regardless of the
setting where they find themselves.

No matter what discipline, practice or agency we come from, it is important for us to
establish our information gathering processes and protocols to
better recognize and respond to the possibility of co-occurring
diagnosis (mental health and substance use disorders) and ac-
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Capable, to 5 -Dual Diagnosis Enhanced. The instrument is designed to explore co-oc-
curring disorder capability of a program (e.g., outpatient, home-based, juvenile jus-
tice, residential, school behavioral healthcare) that was established to serve the
needs of children and adolescents. A toolkit and best practices addendum are being
developed to 1) support the individualization of child and adolescent programs from
adult programs, 2) assist the development of co-occurring disorder programs and ser-
vices for children and adolescents and 3) impact organizational change processes. The
toolkits and a manual for the use of the Dual Diagnosis Capability in Addictions Treat-
ment (DDCAT) Fidelity Scale are in public domain and are made available through the
Co-Occurring Disorders State Incentive Grant (COSIG) initiative and Dartmouth
(http://ahsr.dartmouth.edu/html/ddcat.htmli#toolkits).

This information is intended to assist anyone who is interested in learning more, or
who wishes to use the DDCAT to assess the dual diagnosis capability of addiction
treatment services, and will also help those who wish to learn about and begin to use
the DDCYT. Those that may benefit from these tools include state or regional authori-
ties (such as single state agencies), treatment program administrators, clinicians, con-
sumers, various treatment services and researchers. To request detailed information
about and the use of the DDCYT, please contact Randi Tolliver, Director Illinois Co-Oc-
curring Center for Excellence, 1207 W. Leland Ave 5Th Floor, Chicago, Illinois 60640
United States.

Screening and Assessment ensure that agencies across the system of care can begin to
recognize and respond to youth with co-occurring needs. As those within the system
begin to understand the statistics around the prevalence of co-occurring disorders,
they are confronted with a compelling argument for ensuring thorough screening and
assessment of youth for issues such as mental health, substance abuse, and trauma.
Four million children and adolescents in this country suffer from serious mental health
disorders that cause significant functional impairments at home, at school, and with
peers.

Of children ages 9 to 17, 21 percent (or 1 in 5) have a diagnosable mental health or
addictive disorder that cause at least minimal impairment. (Substance Abuse and Men-
tal Health Services Administration (2011). Identifying mental health and substance use
problems of children and adolescents: A guide for child-serving organizations (HHS
Publication No. SMA 12-4670). Rockville, MD: Author.) Each year, more than 2 million
children, youth, and young adults formally come into contact with the juvenile justice
system, while millions more are at risk of involvement with the system for myriad reasons
(Puzzanchera, 2009; Puzzanchera & Kang, 2010). Of those children, youth, and young
adults, 65-70 percent have at least one diagnosable mental health need, and 20-25 per-
cent have serious emotional issues (Shuffle & Cocozza, 2006; Teplin, Abram, McClelland,
Dulcan, & Mericle, 2002; Wasserman, McReynolds, Lucas, Fisher, & Santos, 2002).

Furthermore, it is important to understand what screening and assessment are and what
they can provide. Each agency may have a myriad of screenings and assessments and
needs to clearly define them so that when speaking with a brother/sister agency they can
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minimize duplication and consider sharing important results. For instance, when speaking
with a treatment provider the term assessment may mean several things such as a psy-
chological assessment that has a prescribed battery of specific tests that may include per-
sonality testing and IQ testing; or it could mean a bio-psychosocial which is an infor-
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mation gathering process to aid in treatment planning and diagno-
sis; or a psychiatric assessment performed by a psychiatrist. A
treatment provider that uses the word *“assessment” amongst ju-
venile justice colleagues, without clarification, would many times
be assumed to be assessing for risk to reoffend, or assessing for
the level of risk within a community. Often times the words
“screening” and “assessment” are used interchangeably. Clarify
the difference between them in meetings, conversations, and
even within agencies to ensure that people are using the appro-
priate terminology.

Screening generally refers to a process to identify the presence,
or lack thereof, of a potential problem that may require further
attention. Screenings can and should be used with all, or at least
a majority of all youth seen within an agency or organization.
This enables earlier interventions to occur if needed. They are
meant to be quick, and simply determine the need for further as-
sessment. Screenings are not used to provide diagnoses or de-
velop plans for treatment. Screenings often do not require spe-
cialized training in order to administer them. When discussing the
possibility of implementing a screening instrument(s), it is im-
portant to do two things. 1) Identify the problem(s) that you wish
to screen for, and 2) identify an empirically supported screening
instrument that is reliable and valid in order to ensure the best
results.

Although it is recommended to screen the entire population
served by an agency, the screening process can be distilled to a
certain population, or the instrument itself may be used only for
a specific population. For example, a juvenile justice agency may
wish to screen youth in their facilities specifically for trauma to
better inform the need for an assessment and improved program-
ming and treatment planning. You will find at the end of this doc-

ument a list of screenings commonly used. For more resources and information see:
http://www.integration.samhsa.gov/clinical-practice/screening-tools

Assessments are designed to gather more comprehensive and individualized information
than a screening. In most cases, specific training will be required for a person administer-
ing the assessment. The “gathering of information” in an assessment can occur various
ways, including interviews, self-reports, and obtaining collateral information. Often infor-
mation in an assessment is gathered across multiple domains where the youth is involved,
whereas a screening may only look at filtering out one or two “indicators”. Assessments
generally take more time to complete than a screening, and most often will ask for much
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more detail. Assessments look at duration of problems, severity and functioning, and can
be used to provide information to support diagnosis and treatment planning.

As with screening instruments, an agency should look for assessment instruments that are
empirically based and that meet their assessment needs. Appropriate assessments help to
determine the appropriate response with appropriate interventions. There are many dif-
ferent assessments that require varying degrees of training and costs including admin-
istration time and psychometric properties. Familiarize yourself with these when be-
ginning to identify a tool you wish to use. At the end of this document is a listing of
commonly used assessments. Additional resources and information can be found at
the following web addresses:
http://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-
Health/Documents/MH ScreeningChart.pdf

http://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-
Health/Documents/MH ScreeningChart.pdf

The following list provides general information on some of the types of instruments
available and is provided to help you in your process of learning more about the
choice and implementation of screening and assessment instruments.
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Screenings

Instrument Purpose Norms Format Time Training Scoring Computer | Fee for Use
(min.) Needed Time Scoring
(min.)
For Co-Occurring/Dual Diagnosis
Global Appraisal of Individual Screen for substance use problem and NA 20-items, 5 No 5 Yes No
Needs — Short Screener mental health severity and related interview
(GAIN-SS) problems
Massachusetts Youth Identify potential mental health needs or Yes 52-items,gx 10-15 No 3 Yes Yes
Screening Inventory (2" Ed) emotional disturbances, including alcohol
or drug use, for youths aged 12-17 years
old at any entry or transitional placement
point in the juvenile justice system.
Primarily screens for substance use, has some mental health measures
Juvenile Automated Substance | Multi-scale measure of substance Yes 108-items 20 No 5 Yes Yes
Abuse Evaluation (JASAE) involvement and related psychosocial
factors
Problem Oriented Screening Multi-screen for substance use problem Yes 139-items, gx 20-25 No 10-15 Yes No
Instrument for Teenagers severity and related problems
(POSIT)
Screens only for substance use
CRAFFT Screen for substance use problem Yes 6-items, gx 5 No 2 No No
severity
Drug Abuse Screening Test- Screen for drug use problem severity Yes 27-items, gx 5 No 5 No No
Adolescents (DAST-A)
Personal Experience Screen for substance use problem Yes 40-items, gx 10 No 5 No Yes
Screening Questionnaire severity
(PESQ)
Substance Abuse Subtle Screen for substance use problem Yes 81-items, gx 10-15 No 5 Yes Yes
Screening Inventory- severity and related problems
Adolescents (SASSI-A)
Screens for Trauma
Trauma Symptom Checklist for | The TSCC, the child version of the adult Yes 54-items, gx 10-20 Yes 10-20 NA Yes

Children (TSCC)

Trauma Symptom Inventory (Briere,
1995), evaluates acute and chronic

Post traumatic symptomatology and
other symptom clusters found in some
children who have experienced traumatic
events.




Assessments

Instrument Purpose Norms Format Time (min.) Training | Scoring Computer | Fee for
Needed Time Scoring Use
(min.)

For Co-Occurring/Dual Diagnosis
Adolescent Self-Assessment Multi-scale measure of substance Yes 225-items, gx 45-60 No 5 Yes Yes
Profile (ASAP) involvement and related psychosocial

factors
Global Appraisal of Individual Assess substance use, mental health NA Semi-structured 45-90 Yes 15 Yes Yes
Needs (GAIN) and other life problems interview
Personal Experience Inventory | Multi-scale measure of substance Yes 276-items, gx 45-60 No 5 Yes Yes
(PEI) involvement and related psychosocial

factors
Teen Addiction Severity Index Assess substance use and other life NA Semi-structured 20-45 Yes 10 No No
(T-ASI) problems interview
Primarily for substance use, has some mental health measures
Adolescent Diagnostic Assess DSM-IV substance use disorders NA Structured 45 No 15-20 No No
Interview (ADI) and other life areas interview
Comprehensive Adolescent Assess substance use and other life NA Semi-structured 45-55 Yes 15 Yes Yes
Severity Inventory (CASI) problems interview (computer

version)

Adolescent Self-Assessment Multi-scale measure of substance Yes 225-items, gx 45-60 No 5 Yes Yes
Profile (ASAP) involvement and related psychosocial

factors
Primarily for mental health measures
Diagnostic Interview for Assess DSM-IV child/adol. NA Structured 45-60 Yes 10 Yes Yes
Children & Adoles. (DICA-R) disorders interview
Diagnostic Interview Schedule | Assess DSM-IV child/adol. NA Structured 45-60 Yes 10 Yes Yes
for Children (DISC-R) disorders interview
Structured Clinical Interview Assess DSM-IV disorders NA Semi-structured 30-90 Yes 10-15 No No
for the DSM (SCID) interview
Teen Treatment Services Assess the type and number of program NA Semi-structured 10-15 Yes 5 No No
Review (T-TSR) services interview
Service Gap & QA Assessment Tool
Child and Adolescent Needs The CANS is designed for use at two Yes 47 — items, gx 10-30 Yes 10-30 NA Free

and Strengths (CANS) Mental
Health (there is also a CANS
juvenile justice, developmental
disabilities)

levels — for the individual child and family
and for the system of care to point out
service gaps. It can also be used as a
quality assurance/monitoring tool.
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