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Executive Summary

This monograph examines a wide range of evidence-based practices for screening and assessment of
people in the justice system who have co-occurring mental and substance use disorders (CODs). Use of
evidence-based approaches for screening and assessment is likely to result in more accurate matching of
offenders to treatment services and more effective treatment and supervision outcomes (Shaffer, 2011).
This monograph is intended as a guide for clinicians, case managers, program and systems administrators,
community supervision staff, jail and prison booking and healthcare staff, law enforcement, court
personnel, researchers, and others who are interested in developing and operating effective programs for
justice-involved individuals who have CODs. Key systemic and clinical challenges are discussed, as well
as state-of-the art approaches for conducting screening and assessment.

The monograph also reviews a range of selected instruments for screening, assessment, and diagnosis

of CODs in justice settings and provides a critical analysis of advantages, concerns, and practical
implementation issues (e.g., cost, availability, training needs) for each instrument. A number of the
evidence-based instruments described in this monograph are available in the public domain (i.e., are free
of charge) and can be downloaded on the internet.

Not all of the instruments described in this monograph are designed for universal use in screening or
assessing for both mental and substance use disorders, and some may not be suitable for use with special
populations or in specific justice settings. For example, the screening and assessment instruments
described here are primarily designed for use with adults in the justice system, and many have not been
validated for use with juveniles. Many of the assessment instruments reviewed in this monograph also
require specialized training and clinical expertise to administer, score, and interpret. These considerations
are explored in more detail in later sections of this monograph that review specific instruments.

A significant and growing number of people in the justice system have CODs. For example, over 70
percent of offenders have substance use disorders, and approximately 17-34 percent have serious mental
illnesses—rates that greatly exceed those found in the general population (Baillargeon et al., 2010; Ditton,
1999; Lurigio, 2011; SAMHSA’s GAINS Center, 2004; Peters, Kremling, Bekman, & Caudy, 2012;
Steadman, Osher, Robbins, Case, & Samuels, 2009; Steadman et al., 2013). Several populations, such as
juveniles, female offenders, and veterans, are entering the justice system in increased numbers and have
elevated rates of CODs, including substance use, trauma, and other mental disorders (Houser, Belenko,

& Brennan, 2012; Pinals et al., 2012; Seal et al., 2011). These individuals often require specialized
interventions to address their CODs and staff who are familiar with their unique needs.

People with CODs present numerous challenges within the justice system. These individuals can at times
exhibit greater impairment in psychosocial skills and are less likely to enter and successfully complete
treatment. They are at greater risk for criminal recidivism and relapse. The justice system is generally ill-
equipped to address the multiple needs of this population, and few specialized treatment programs exist

in jails, prisons, or court and community corrections settings that provide integrated mental health and
substance use services (Lurigio, 2011; Peters et al., 2012; Peters, LeVasseur, & Chandler, 2004).




A major concern is that the justice system does not have a built-in mechanism for personnel to identify
individuals with these types of behavioral health issues, and there is all too often a failure to effectively
screen and assess people with CODs who are in the justice system (Balyakina et al., 2013; Chandler,
Peters, Field, & Juliano-Bult, 2004; Hiller, Belenko, Welsh, Zajac, & Peters, 2011; Lurigio, 2011; Peters
et al., 2012; Taxman, Cropsey, Young, & Wexler, 2007; Taxman, Young, Wiersema, Rhodes, & Mitchell,
2007). The absence of adequate screening for CODs prevents early identification of problems; often
undermines successful progress in treatment; and can lead to substance use relapse, recurrence of mental
health symptoms, criminal recidivism, and use of expensive community resources such as crisis care and
hospital beds (Peterson, Skeem, Kennealy, Bray, & Zvonkovic, 2014). Lack of screening for CODs also
prevents comprehensive treatment/case planning, matching justice-involved people to appropriate levels
of treatment and supervision, and rapid placement in specialized programs to address CODs (Lurigio,
2011; Mueser, Noordsy, Drake, & Fox, 2003; Peters et al., 2012).

Screening for CODs should be provided at the earliest possible point in the justice system to expedite
consideration of these issues in decisions related to sentencing, release from custody, placement in
institutional or community settings, and referral to treatment and other related services (Hiller et

al., 2011). Screening provides a brief review of symptoms, behaviors, and other salient background
information that may indicate the presence of a particular disorder or psychosocial problems. Results

of screening are typically used to determine the need for further assessment. Assessment provides a
lengthier and more intensive review of psychosocial problems that can lead to diagnoses and placement in
different types or levels of treatment and supervision services.

Due to the high prevalence of CODs among offenders, screening and assessment protocols used in
justice settings should address both types of disorders. The high prevalence of trauma and physical
or sexual abuse among offenders indicates the need for universal screening in this area as well
(Steadman et al., 2013; Steadman, Osher, Robbins, Case, & Samuels, 2009; Zlotnick et al., 2008).
Mental health screening in the justice systems should include examination of suicide risk, as rates
of suicidal behavior are elevated among offenders who have CODs. Motivation for treatment is an
important predictor of treatment outcomes and can also be readily examined during screening in
the justice system. Another important component of screening is drug testing, which can enhance
motivation and adherence to treatment (Large, Smith, Sara, Paton, Kedzior, & Nielssen, 2012; Martin,
2010; Rosay, Najaka, & Hertz, 2007). Cultural differences should be considered when conducting
screening and assessment, and staff training is needed to effectively address these issues.

Complexities in using certain screening and assessment tools early in criminal case processing include
identifying issues that can be potentially incriminating (e.g., ongoing substance use). Jurisdictions
may work out memoranda of agreement to ensure that screenings do not result in inadvertent

further criminalization. The earlier in the criminal process a screening can be done (such as prior to
arraignment), the better the chance of directing more individuals toward treatment without creating
further legal difficulties.

Assessment and diagnosis are particularly important in developing a treatment/case plan and in
determining specific problem areas that can be effectively targeted for treatment interventions and
community supervision. Assessment tools generally involve somewhat more in-depth questioning
than screening. Some can be administered by nonclinicians, while full assessments require someone
with a clinical background to formulate diagnoses and develop robust treatment planning. Diagnostic
instruments allow for a more focused and in-depth mechanism, the purpose of which is to delineate
specific diagnoses to help codify what an individual may be experiencing symptomatically. The
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diagnostic nomenclature can lead to “labeling,” but is utilized throughout health care to help
communication among health professionals, inform treatment, and enhance consistency in therapeutic
approaches. Key diagnostic instruments include the Structured Clinical Interview for DSM-1V (SCID).
Use of this type of instrument results in identifying the diagnosis or diagnoses that most closely link to an
individual’s reported symptom cluster.

Screening, assessment, and diagnostic information are vitally important in matching offenders to
appropriate types of services, and to levels of intensity, scope, and duration of services. As described

in more detail later in this monograph, key areas of information that contribute to effective treatment
matching include (1) criminal risk level, and criminogenic needs that independently contribute to the

risk for recidivism, (2) history of mental or substance use disorders and prior treatment, (3) functional
assessment related to mental and substance use disorders, including the history of interaction between the
disorders and the effects of these disorders on behaviors that lead to augmented risk for involvement in
the justice system, (4) functional impairment related to the CODs that may influence ability to participate
in different types of treatment or supervision services, and (5) other psychosocial factors that may affect
engagement and participation in these services (e.g., transportation, housing, literacy, major medical
problems). In the absence of a comprehensive and evidence-based assessment approach, CODs are often
undetected in justice settings, leading to inappropriate placement (e.g., in low intensity services) and poor
outcomes related to treatment and supervision.

In addition to the screening, assessment, and diagnostic instruments for use with offenders who have
CODs, other instruments have been designed specifically to match people to different types of treatment
modalities, or levels of care. Although traditionally considered a part of correctional supervision, the
Risk, Need, and Responsivity (RNR) model (Andrews & Bonta, 2010a, 2010b) is increasingly used more
systematically in the justice system to identify treatment and recovery needs that are related to criminal
recidivism. The RNR model provides an important framework to assist in matching offenders to various
levels of treatment and criminal justice supervision, and incorporates areas of criminal risk that are not
addressed within typical clinical assessment tools.

Key issues related to screening and assessment of CODs in the justice system include failure to
comprehensively examine one or more of the disorders, inadequate staff training to identify and assess
the disorders, bifurcated mental health and substance use service systems that feature separate screening
and assessment processes, use of ineffective and non-standardized screening and assessment instruments,
and the absence of management information systems to identify people with CODs as they move from
one point to another in the justice system. Another challenge in conducting screening and assessment

is determining whether symptoms of mental disorders are caused by recent substance use or reflect the
presence of an underlying mental disorder (American Psychiatric Association [APA], 2013). Other
important threats to the accuracy of screening and assessment information include the potentially
disabling effects of CODs on memory and cognitive functioning and the perceived and sometimes real
consequences in the justice system related to self-disclosure of mental health or substance use problems
(Bellack, Bennett, & Gearon, 2007; DiClemente, Nidecker, & Bellack, 2008; Drake, O’Neal, & Wallach,
2008; Gregg, Barrowclough, & Haddock, 2007).

Staff training should be provided in the screening and assessment of CODs within the justice system.
This training should address signs and symptoms of mental and substance use disorders; how symptoms
are affected by recent substance use; strategies to engage offenders in the screening and assessment
process; cultural considerations in conducting screening and assessment; approaches for enhancing




accuracy of information compiled; implementation of risk assessment; use of evidence-based screening,
assessment, and diagnostic instruments; and use of assessment information to develop and update
individualized treatment/case plans. A variety of online and other types of modules are available to train
staff in the screening and assessment of CODs.



Key Issues in Screening and Assessment of
Co-occurring Disorders in the Justice System

Prevalence and Significance of Co-
occurring Disorders in the Justice
System

The number of people entering the criminal
justice system has significantly increased in

the past several decades. The population under
correctional supervision in the United States rose
from 5.1 million adults in 1994 to a peak of 7.3
million in 2007 but has fallen each successive
year (Brown, Gilliard, Snell, Stephan, & Wilson,
1996; Glaze & Kaeble, 2014). In 2013, the

total correctional population fell to 6.9 million
adults (Glaze & Kaeble, 2014). Approximately
2.9 percent of the U.S. adult population is
currently under some form of criminal justice
supervision (Glaze & Herberman, 2013). The
significant growth in the justice system has
resulted from changes in drug laws and law
enforcement practices and from the absence of
public services for people who have mental or
substance use disorders, who are homeless, and
who are impoverished. Mental disorders are
quite elevated in criminal justice settings such

as jails and prisons (Lurigio, 2011; Steadman et
al., 2013). For example, individuals in prison are
diagnosed with schizophrenia at much higher rates
than the general population (Grella, Greenwell,
Prendergast, Sacks, & Melnick, 2008; Steadman
etal., 2013). Recent estimates indicate that 17-34
percent of jail inmates have a recent history of
mental disorders (Steadman et al., 2009; Steadman
et al., 2013), including depressive disorders,
bipolar disorders, and posttraumatic stress
disorder (PTSD), while approximately 3 percent
of offenders have psychotic disorders (Grella et
al., 2008; Steadman et al., 2013). Approximately

a quarter of offenders report other disorders, such
as anxiety disorders (Grella et al., 2008; Zlotnick
et al., 2008), and about half report any type of
mental disorder (James & Glaze, 2006). Use of
conservative and more comprehensive diagnostic
measures yields estimates of mental disorders that
range from 10 to 15 percent of people incarcerated
in jails and prisons (Steadman et al., 2013).

Rates of substance use disorders among justice-
involved individuals are also significantly higher
than in the general population (Lurigio, 2011;
Steadman et al., 2013). Well over half of all
incarcerated individuals have significant substance
use problems (Baillargeon et al., 2010; Baillargeon
et al., 2009; James & Glaze, 2006; Lurigio, 2011;
Steadman et al., 2013). The lifetime prevalence
of DSM-IV The lifetime prevalence of DSM-1V
substance use disorders among prisoners is over
70 percent (Baillargeon et al., 2010; Baillargeon et
al., 2009; Lurigio, 2011). These rates far surpass
those found in the general population (Robins

& Regier, 1991; Lurigio, 2011; Steadman et al.,
2013). Importantly, many of these individuals
report that their crimes leading to the most recent
arrest were committed while using drugs or
alcohol, and 86 percent of offenders report using
illicit substances in their lifetime (Lurigio, 2011;
Mumola & Karberg, 2006).

An increasing number of individuals in jails,
prisons, and community settings have both
mental and substance use disorders, or CODs,
which presents numerous challenges in providing
effective services (Baillargeon et al., 2010; James
& Glaze 2006; Lurigio, 2011; Peters et al., 2012).
Studies indicate that 60-87 percent of justice-
involved individuals who have severe mental
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disorders also have co-occurring substance use
disorders (Abram & Teplin, 1991; Abram, Teplin,
& McClelland, 2003; Chiles, Cleve, Jemelka,

& Trupin, 1990; James & Glaze, 2006; Lurigio,
2011; Peters et al., 2012; Steadman et al., 2013).
There are also high rates of co-occurring mental
disorders among offenders who have substance use
disorders, including those who are sentenced to
substance use treatment (Baillargeon et al., 2010;
Hiller, Knight, Broome, & Simpson, 1996; Lurigio
et al., 2003; Lurigio, 2011; National Institute on
Drug Abuse [NIDA], 2008; Peters et al., 2012;
Swartz & Lurigio, 1999). Overall, an estimated
24-34 percent of females and 12-15 percent of
males in the justice system have CODs (Steadman
et al., 2009; Steadman et al., 2013).

Despite the high rates of CODs, relatively few
justice-involved individuals are receiving adequate
treatment services for these disorders in jails,
prisons, or other justice settings (SAMHSA’s
GAINS Center, 2004; Peters et al., 2004; Peters
etal., 2012). Moreover, few existing specialized
CODs treatment programs have been developed
in justice settings (Peters et al., 2004; Peters
etal., 2012). This is due in part to the lack of
available integrated treatment programs (Lurigio,
2011). Traditionally, treatment programs in the
community and in correctional settings have
adhered to either sequential or parallel treatment
models to address mental illness and substance
use. Sequential treatment involves treating one
type of disorder at a time, with the underlying
assumption that either the mental health or
substance use disorder is “primary” and must be
treated first. However, since this model does not
address the interactive nature of CODs, treating
each type of disorder sequentially does not lead
to positive long-term outcomes (Horsfall, Cleary,
Hunt, & Walter, 2009). Another approach involves
parallel or concurrent treatment of both types of
disorders, allowing offenders to participate in
treatment for these disorders simultaneously but
with treatment services typically provided by
different agencies. This approach has also led to
poor outcomes, does not deal with the intertwined
nature of CODs, and can provide confusing

or even conflicting messages about recovery

and interventions that are needed (e.g., use of
medications). Integrated treatment approaches
that focus on the interactive nature of the two
types of disorders and that provide services by
the same staff and within the same settings have
been the most successful among non-offender and
offender samples (Lurigio, 2011; Mueser et al.,
2003; Peters et al., 2012).

Individuals with CODs present significant
challenges to those working in all areas of the
criminal justice system and other social service
systems (National Alliance on Mental IlIness,
Ohio, 2005; Peters et al., 2012). People with
CODs are significantly more likely to be arrested
(Balyakina et al., 2013). People with CODs
often engage in drug use to alleviate symptoms
associated with serious mental disorders,
including difficulty sleeping, depression, anxiety,
and paranoia (Lurigio, 2011; Mueser, 2005), in
addition to use that is driven by an inherent shift
in brain chemistry. A major challenge involves
the rapid cycling of people with CODs through
different parts of the criminal justice and social
service systems, including law enforcement, jail,
community emergency services, and shelters.
These individuals are frequently unemployed,
homeless, and lacking in vocational skills, and
have few financial or social supports (Peters et
al., 2012; Peters, Sherman, & Osher, 2008). This
is due in part to functional impairment related to
social, occupational, and cognitive functioning.
For some individuals who have CODs, using

and selling drugs is a way to experience social
connectedness and to create structure and a sense
of meaning, in the absence of social contact related
to employment, education, or activities with
family and friends (Lurigio, 2011).

CODs are also associated with compromised

psychosocial functioning, which places offenders

at risk of a range of negative outcomes (Lurigio,

2011; Peters et al., 2012), including the following:
= Pronounced difficulties in employment,

education, family, and social relationships
(e.g., social isolation)
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= Serious medical problems

= Reduced ability to refrain from substance
use

= Premature termination from treatment

= Rapid progression from initial substance
use to substance use disorder

= Frequent hospitalization for mental
disorders

= Housing instability or homelessness
= Poor prognosis for completion of treatment

= Temporal instability in severity of
symptoms related to mental and substance
use disorders

= Noncompliance with medication and
treatment interventions

= High rates of depression and suicide

= Poor level of engagement and participation
in treatment

= Criminal recidivism

When released from prison, jail, or residential
treatment facilities, people with CODs may not
have access to the medications that stabilized them
prior to release and often experience difficulties
engaging in community mental health and drug
treatment services (Osher, Steadman, & Barr,
2002, 2003; Weisman, Lamberti, & Price, 2004).
Other barriers to community integration include
lack of affordable housing and transportation,
barriers to accessing employment once one has

a criminal record, and the termination of income
supports and entitlements. Coordinating the
diverse medical, mental health, substance use,
and supervision needs of these individuals can be
a daunting task and often requires the ability to
navigate among service systems, institutions, and
agencies that have very different missions, values,
organizational structures, and resources (Chandler
etal., 2004; Lurigio, 2011; Peters et al., 2012).

Despite these challenges, an increasing number of
CODs treatment programs have been successfully
implemented in justice settings (Peters et al., 2004,
2012). Most comprehensive programs in justice
settings provide an integrated treatment approach,

consistent with evidence-based practices
developed in non-justice settings (National
Institute on Drug Abuse, 2006). These programs
are typically intensive and highly structured, and
provide case management and adaptations to
clinical services that address the complicated
needs of offenders, including integrated dual
disorder treatment (IDDT) and interventions to
address criminogenic risk factors (Peters et al.,
2012; Kleinpeter, Deschenes, Blanks, Lepage, &
Knox, 2006; Pinals,

Packer, Fischer, & Most comprehensive
Roy-Bujnowski, 2004;  Programs in justice
Smelson et al., 2012).  Settings provide
Participants in an integrated
correction-based treatment approach,

treatment programs for
CODs often show
positive treatment
outcomes, including
lower dropout rates in
comparison to
community treatment
programs (Lurigio,
2011; Peters et al., 2012). Research indicates that
comprehensive prison treatment programs for
CODs can significantly reduce recidivism, and that
the addition of community reentry services can
augment these positive outcomes (Lurigio, 2011;
Peters et al., 2012; Sacks, Sacks, McKendrick,
Banks, & Stommel, 2004).

consistent with
evidence-based
practices... (National
Institute on Drug
Abuse, 2006)

Defining Co-occurring Disorders

Several different terms have been used to describe
mental and substance use disorders that are present
simultaneously, including co-occurring disorders
(CODs), comorbidity, dual disorders, and dual
diagnosis. These terms vary in their meaning

and use across criminal justice settings. The term
“co-occurring disorders” has achieved acceptance
within the practitioner and scientific communities
and within federal agencies over the past 25

years and is most commonly used to indicate the
presence of at least one mental disorder and at
least one substance use disorder, as defined by
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DSM-5 (Diagnostic and Statistical Manual of
Mental Disorders; APA, 2013).

People in the justice system with CODs typically
experience more than one mental disorder,

in addition to more than one substance use
disorder. Mental disorders can cause significant
psychosocial impairment, and disorders like
bipolar disorder, major depressive disorder, and
psychotic disorders (e.g., schizophrenia) and
related disorders (e.g., schizoaffective disorder)
can be some of the more disabling, although
severity can differ across individuals. Other
conditions such as anxiety disorders, adjustment
disorders, and other forms of depression are

very common among people in the justice

system but do not typically require specialized
interventions for CODs. People with these
disorders can frequently receive adequate care

in traditional mental health or substance use
treatment settings. Several other issues deserve
consideration in identification and treatment

of CODs within the justice system, including
developmental disabilities, learning disabilities,
sexual disorders, and personality disorders. While
all of these issues present valid focal areas to be
addressed in case/treatment planning, treatment,
and supervision, they generally do not involve
the same level of impairment as bipolar disorder,
major depressive disorder, and psychotic disorders
that co-occur with substance use disorders. People
in the justice system who have CODs are also
significantly more likely than those in the general
population to have other major health disorders,
such as HIV/AIDS, diabetes, Hepatitis C, and
tuberculosis (TB), creating unique challenges
and opportunities for involvement in specialized
services and in treatment programs for CODs.

Although there is a growing recognition of the
need for specialized services among people
who have CODs in the justice system, there are
often pressures to refer individuals to CODs
treatment services who have severe behavioral
problems or more pronounced characterological
and interpersonal problems (referred to as
personality disorders, such as antisocial [ASPD]

and borderline personality disorders [BPD]).

In fact, many offenders who are involved in
substance use and mental health treatment in

the justice system have personality disorders,
including ASPD and BPD, in addition to their
other disorders (Grant et al., 2008; Ruiz, Pincus,
& Schinka, 2008; Walter et al., 2009). People
with characterological problems can typically be
accommodated within treatment programs that
focus on addressing “criminogenic needs,” such as
antisocial attitudes, beliefs, behaviors, and peers.
However, mixing people who have more predatory
characterological disorders in specialized CODs
programs with others who have significant
impairment related to bipolar disorder, depression,
or psychosis may be problematic. First, people
with pronounced characterological disorders may
be at higher risk for criminal recidivism, and it

is contraindicated to combine offenders who are

at significantly different risk levels in treatment
and supervision services (Andrews & Bonta,
2010a, 2010b; National Association of Drug Court
Professionals [NADCP], 2013). Second, people
with more severe impairment related to CODs are
frequently victimized while in the justice system
and may be more vulnerable to emotional and
physical abuse when placed with offenders who
are at higher criminal risk levels. Third, people
with more severe impairment related to their
mental or learning disorders require distinctive
interventions, including medication management,
basic life skills training, crisis stabilization, and
intensive case management. As a result of these
concerns, it is important to carefully define the
target population for CODs services and to provide
rigorous screening and assessment to ensure that
scarce treatment resources within justice settings
are reserved for those who are in the greatest need
and who stand to benefit the most.

Changes to the DSM-5 Diagnostic
Classification System

There have been several major changes in
diagnostic and classification approaches from
DSM-1V-TR (Diagnostic and Statistical Manual
of Mental Disorders—Text Revision; APA, 2000)
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to the more recent DSM-5 (APA, 2013) that affect
definitions of substance use, mental disorders,

and CODs. Previous versions of DSM classified
mental disorders by different “axes,” with Axis

I denoting a major mental disorder (including
substance use disorders), Axis Il denoting a
personality disorder and intellectual disability
(formerly known as mental retardation), and Axis
111 denoting other health disorders. Distinctions
have traditionally been made between axes to
assist in identifying the differential impact of these
disorders. With the advent of DSM-5, disorders
are no longer defined in terms of axes, and instead
all disorders can be identified but are not labeled
with any multi-axial distinction.

Substance Use Disorders

The most important change to DSM-5 in defining
substance use disorders is that there is no longer

a differentiation between “dependence” and
“abuse.” These terms were eliminated due to the
lack of concordance between their respective
categorical diagnoses and the severity of substance
use problems. For example, withdrawal symptoms
were often present (e.g., among those abusing
prescription opiates) even if the person was not
diagnosed as having a “dependence” disorder.
Substance use disorders are diagnosed by the type
of substance used (e.g., “Stimulant Use Disorder”).
Alcohol use disorders are subsumed under the
category of substance use disorders. Criteria for
achieving a “substance use disorder” now exist
along a continuum of “mild,” “moderate,” and
“severe,” combining the previously distinctive
DSM-1V abuse and dependence symptoms to
make up this continuum. One symptom, “legal
difficulties from drug use,” which was formerly
listed as a criterion for “substance abuse” is no
longer present. One reason for this change is the
growing inconsistency between state criminal

laws that made for diagnostic differences. As

laws related to marijuana emerge, including the
legalization of “medical marijuana” in some states
and the decriminalization of marijuana possession
in others, this is an important change in diagnostic
classification. An important new criterion for

substance use disorders is “cravings,” reflecting
factors surrounding the intensity of desire for
ongoing substance use. Criteria for diagnosing
substance use disorders along the continuum of
current severity are as follows: “mild” severity
requires 2—3 symptoms, “moderate” severity
requires 4-5 symptoms, and “severe” requires 6 or
more from a total of 11 symptoms (APA, 2013).

Mental Disorders

Major changes have also been made to DSM-

5 diagnoses of mental disorders, including
changes to criteria related to schizophrenia,
bipolar disorder, and depressive and anxiety
disorders (APA, 2013). Schizophrenia is no
longer categorized by subtypes (e.g., paranoid),
as diagnoses involving these subtypes do not
appear to be distinctive and have low reliability
and validity. Similar to the revised classification
of substance use disorders, a dimensional system
is now available to assess the severity of core
symptoms related to specific mental disorders.
Changes to Criterion A of bipolar disorders
include the addition of “noticeable changes in
energy level” in addition to changes in mood
(e.g., irritability, hyperactivity). In order to meet
diagnostic criteria for bipolar I: mixed episode,
an individual no longer has to simultaneously
meet both manic and major depressive criteria,
and instead, the term “mixed features” is used
when an individual has both manic and depressive
symptoms. Depressive disorders now include
additional disorders, such as “disruptive mood
dysregulation disorder” for children up to age 18,
and “premenstrual dysphoric disorder.” Dysthymia
is now categorized as a persistent depressive
disorder, although there have been no significant
changes to the diagnosis of major depressive
disorder. Obsessive-compulsive disorder is now
included in a new category entitled “obsessive
compulsive and related disorders.” PTSD and
acute stress disorder are now included in a
diagnostic category entitled “trauma and stressor-
related disorders.” Trauma can include experiences
of vicarious trauma (e.g., experiences at home,
work, or other settings), and PTSD criteria in the




Screening and Assessment of Co-Occurring Disorders in the Justice System

DSM-5 have changed regarding symptomatic
expression, cognitive processing, and the like.
Detailed information regarding specific changes to
PTSD criteria is provided later in this monograph.
Finally, panic and agoraphobia are now two
separate disorders rather than being classified as
panic disorder with or without agoraphobia (APA,
2013).

Distinguishing between Co-occurring
Disorders: Differential Diagnoses

A hallmark of CODs is the highly interactive
nature of mental and substance use disorders and
how each disorder affects the symptoms, course,
and treatment of the other disorder. The American
Psychiatric Association (2013) describes a
number of different ways in which the two sets of
disorders are interdependent and interactive:

One disorder may predispose a person to
another type of disorder

A third type of disorder (e.g., chronic health
condition, such as HIVV/AIDS) may affect
or elicit the onset of mental or substance
use disorders

Symptoms of each disorder may be
augmented, as these often overlap between
mental and substance use disorders (e.g.,
anxiety, depression [APA, 2013])

Other disorders, such as borderline
personality disorder (BPD, as classified by
DSM-1V), may predispose individuals to
more severe mental disorders such as major
depressive disorder and substance use
disorders

Alcohol or other drugs may induce, or more
frequently mimic or resemble, a mental
disorder

As a result of the intertwined nature of mental
and substance use disorders among people in
the justice system, it is critically important to
assess the recent and historical use of substances
to determine whether there were direct effects
(e.g., symptom exacerbation) that resulted from
substance use. For example, it is important to
determine if mental health symptoms appeared

after engaging in substance use. Similarly,
assessment should consider whether engaging

in substance use was motivated by attempts to
alleviate symptoms of mental disorders (e.g.,
agitation, anxiety, depression, sleep disturbance).
Other strategies to ascertain an accurate diagnostic
picture include establishing a temporal framework
to better understand the relationship between
substance use and mental health symptoms; for
example, investigating the presence of mental
health symptoms following periods of abstinence
(either voluntary or coerced) can help determine if
there is a causal relationship between the mental
and substance use disorders. Similar steps during
assessment should be taken to rule out mental
disorders occurring due to a general medical
condition.

Evidence-based screening and assessment
strategies for justice-involved individuals who
have CODs recognize the interactive nature of the
disorders and the need for ongoing examination
of the relationship between the two disorders.
Attention to the interactive nature of the disorders
should be reflected in ongoing assessment
activities and use of repeated measures to assess
changes in the diagnostic picture and in symptoms
and levels of impairment related to the two sets

of disorders. Treatment planning, provision of
clinical services, and community supervision
strategies should consider the interdependent
nature of the disorders. This approach does not
necessarily entail providing concurrent services
for the disorders in equal intensity, but instead
prioritizes the sequence of services according

to the presence of acute crises (e.g., suicidal
behavior, intoxication) and areas of functional
impairment (e.g., cognitive impairment) that affect
treatment participation. The focus of treatment

at any given time should be on remediating areas
of functional impairment caused by one or both
disorders, and the sequence of interventions should
be dictated accordingly.
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Importance of Screening and
Assessment for Co-occurring
Disorders in Justice Settings

People in the justice system with CODs differ
widely in type, scope, and severity of symptoms
and in complications related to their disorders.
Screening and assessment provide the foundation
for identification, triage, and placement in
appropriate treatment interventions. Early
identification is vitally important for people

who have CODs to determine specialized needs
during the period of initial incarceration, pretrial
release, sentencing/disposition, and reentry to the
community. Use of comprehensive screening and
assessment approaches has been found to improve
outcomes among criminal justice populations that
have mental or substance use disorders (Shaffer,
2011).

Many areas of psychosocial problems are
augmented among justice-involved individuals
who have CODs, including risk for suicide, acute
symptoms of mental disorders, history of trauma/
PTSD, homelessness, and lack of financial support
and transportation. The absence of a front-end
integrated screening may exacerbate behavioral
problems that require placement in specialized
custody or intensive supervision settings and
undermine the effectiveness of treatment provided
and is likely to delay placement in specialized
diversion or in-custody programs designed for
people with CODs. Lack of initial screening for
multiple psychosocial problems may also delay
completion of a more comprehensive clinical
assessment to determine the scope, intensity, and
duration of specialized services that are needed.
Given that many people in the justice system with
COD:s are at high risk for recidivism, screening
and assessment of risk level are needed in advance
of classification to custody units, placement in
diversion programs, or sentencing and disposition.
The combination of screening and assessment of
psychosocial needs and criminal risk is essential to
the treatment planning process and in determining

the level of treatment services and supervision that
are needed.

Unfortunately, screening and assessment of issues
related to CODs are not routinely conducted in
many justice settings, and as a result, mental

and substance use disorders are underidentified
and underdiagnosed (Abram & Teplin, 1991,
Balyakina et al., 2013; Hiller et al., 2011,
Lurigio, 2011; Peters et al., 2012; Peters et al.,
2008; Taxman, Cropsey et al., 2007; Taxman,
Young et al., 2007). In some justice settings,
identification of CODs is hampered by parallel
screening and assessment activities for mental
and substance use disorders. This approach

often leads to non-detection of CODs and other
related issues, inadequate information sharing,
poor communication regarding overlapping areas
of interest, and failure to develop integrated
service goals that address both mental health

and substance use issues (Fletcher et al., 2009;
Lehman, Fletcher, Wexler, & Melnick, 2009;
Taxman, Henderson, & Belenko, 2009). Another
common problem is that information gathered in
community-based or other justice settings may not
follow the individual as he or she moves through
different points in the system, making it more
difficult to make sound decisions about treatment,
sentencing, and community release.

Common reasons for non-detection of CODs in the
justice system (Balyakina et al., 2013; Chandler

et al., 2004; Taxman et al., 2009; Fletcher et al.,
2009) include the following:

= Lack of staff training

= Short duration of time and limited
resources provided for screening and
assessment in many correctional settings

= Lack of established protocols related to
screening, assessment, diagnosis, and
treatment

= Absence of electronic records that can be
shared across justice settings

= Perceived or real negative consequences
associated with self-disclosure of symptoms

11
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= Mimicking or masking of symptoms of
one disorder by symptoms of the other co-
occurring disorder

= Cognitive and perceptual difficulties
associated with severe mental illness or
toxic effects of recent alcohol or drug use

Low detection rates of CODs may also be

attributable to the absence of screening procedures

in justice settings to comprehensively examine
both mental health and substance use issues
(Cropsey, Wexler, Melnick, Taxman, & Young,

2007; Hiller et al., 2011; Osher, 2008; Peters et al.,

2012; Peters et al., 2004).

Inaccurate detection of CODs in justice

settings may result in a wide range of negative
consequences (Chandler et al., 2004; Hiller et
al., 2011; Harris & Lurigio, 2007; Lurigio, 2011;
Osher et al., 2003; Peters et al., 2008), including
the following:

= Recurrence of symptoms while in secure
settings

= Increased risk for recidivism

= Missed opportunities to develop intensive

treatment conditions as part of release or
supervision arrangements

= Failure to provide treatment or neglect of
appropriate treatment interventions

= Overuse of psychotropic medications

= Inappropriate treatment planning and
referral

= Poor treatment outcomes

Once CODs are identified in justice settings, the
challenge is to provide specialized treatment and
transition services. Justice-involved individuals
with CODs exhibit more severe psychosocial
problems, poorer institutional adjustment, and

greater cognitive and functional deficits than other

individuals (Lurigio, 2011; Ruiz, Douglas, Edens,
Nikolova, & Lilienfeld, 2012; Sung, Mellow, &
Mahoney, 2010). Comprehensive treatment
practices involve integrating mental health and
substance use services (Houser, Blasko, &
Belenko, 2014; Lurigio, 2011; NIDA, 2008) and

require coordination between behavioral health
and criminal justice system staff. Unfortunately,
treatment and service practitioners in these two
areas often have different approaches to working
with CODs. Finally, most jurisdictions have few
resources to support community transition and
follow-up treatment activities for justice-involved
individuals who have CODs (Lurigio, 2011; Sacks,
2004; Potter, 2014; Sung et al., 2010; Travis,
Solomon, & Waul, 2001).

As previously noted, offenders who have CODs
are characterized by great diversity in the

types of disorders Low detection rates
experienced, the nature

of CODs may also
of symptoms, the level .
of impairment, personal be attributable
strengths, and risk for L0 the absence
criminal recidivism. of screening

In addition to
compiling information
related to treatment
and case planning,
one of the major
benefits of gathering
comprehensive
screening and

procedures in
justice settings to
comprehensively
examine both
mental health and
substance use
issues

assessment information
is the ability to match
offenders to appropriate services. For example,
some jurisdictions operate multiple court-based
programs (e.g., drug courts, mental health

courts, specialized dockets for CODs) that are
differentially appropriate for offenders according
to their individual treatment and supervision
needs. In custody settings, program options

may differ by duration, intensity, and degree of
isolation from the general inmate population. In
some justice settings, offenders who have CODs
may be routed to different program “tracks” (e.g.,
in a drug court, jail, or prison), depending on the
severity of CODs and supervision needs/criminal
risk level. In each of these cases, screening and
assessment should be used to strategically examine
relevant program eligibility and exclusion criteria,
and to gauge the “fit” between key needs of the
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offender and available services. Research also
indicates the importance of matching offenders
to program services based on an individualized
profile of “criminogenic needs,” criminal risk
level, and “responsivity” factors (Andrews,

2012; Andrews & Bonta, 2010a) that affect

the ability of offenders to engage in evidence-
based treatment and supervision—areas that are
discussed in “Special Clinical Issues in Screening
and Assessment for Co-occurring Disorders in the
Justice System.”

Several approaches for treatment matching of
offenders to treatment and supervision services
are described in this monograph. One model used
to identify the severity of substance use and co-
occurring mental disorders and to match people to
treatment services is the Patient Placement Criteria
(PPC), developed by the American Society of
Addiction Medicine (ASAM). The ASAM PPC
are used to match individuals to appropriate levels
and types of treatment and have been effective

as an assessment approach in the criminal justice
system for people who have CODs. This model
provides an assessment of six dimensions related
to treatment, such as severity, frequency, and
duration of substance use, in addition to other
factors, including risk of relapse, co-occurring
mental health symptoms, motivation and readiness
for treatment, and social and occupational
functioning (Mee-Lee, 2013; Stallvik & Nordahl,
2014). These factors are used to match patients

to different levels of services, ranging from early
intervention to medically managed intensive
inpatient services and including specialized
treatment programs for CODs. Research indicates
that the ASAM PPC are able to triage people who
have mental disorders to more intensive treatment
programs geared towards CODs (Stallvik &
Nordahl, 2014) and that people referred to more
intensive treatment services have more severe
mental health and substance use problems.

Opportunities for Screening and
Assessment

Opportunities for screening and assessment are
present at all points of contact within the criminal
justice system. The Sequential Intercept Model
(see Figure 1) provides a conceptual framework
for communities to organize targeted strategies for
justice-involved individuals with serious mental
illness. Within the criminal justice system there
are numerous intercept points—opportunities for
linkage to services and for prevention of further
penetration into the criminal justice system. This
linear illustration of the model shows the paths an
individual may take through the criminal justice
system, where the five intercept points fall, and
areas that communities can target for diversion,
engagement, and reentry.

Intercept 1: Law Enforcement

In general, opportunities for screening at Intercept
1 are presented to law enforcement; other

first responders, such as emergency medical
technicians; and to emergency room personnel (see
Figure 2). Law enforcement officers have a brief
opportunity to flag signs of mental and substance
use disorder and hand off individuals experiencing
a mental health crisis to appropriate services.
Mental health co-response services have expanded
in recent years as a specialized response to mental
health crises. With the expansion of Crisis
Intervention Teams has come the development of
law enforcement-friendly crisis stabilization units
as one-stop drop-off sites for people experiencing
a mental health crisis.

Law enforcement agencies with limited training
in mental health and substance use disorders are
at a disadvantage in identifying and appropriately
handling people with mental illness or co-
occurring disorders. Eight-hour Mental Health
First Aid training can provide law enforcement
officers with basic skills in identifying and
responding to mental illness and substance use
disorders. The most comprehensive responses are
by Crisis Intervention Teams, which consist of a
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Figure 1. The Sequential Intercept Model

cadre of officers who have completed 40 hours

of training and are responsible for resolving calls
involving people experiencing a mental health
crisis. These officers often have a dedicated
drop-off site, and many use checklists to aid the
identification of mental illness and substance use.
Tracking forms and databases are used for record-
keeping and identification of repeated contacts.

First responders, especially law enforcement
officers, are expected to resolve calls in as swift

a manner as possible. Opportunities to train
responders in the identification of the signs and
symptoms of mental and substance use disorders
and to more quickly resolve crisis situations,
whether through training in de-escalation
techniques or in the administration of naloxone to
counter a heroin overdose, have more operational
value than adding extensive screening procedures.
Nevertheless, law enforcement officers should
document their observations and ensure that
information is provided to emergency room, crisis

14

Figure 2. Intercept 1: Law Enforcement
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stabilization unit, or mobile crisis staff. Where

a hand off to a health care practitioner is not
possible, information should be communicated to
jail booking or lockup officers.

The ability to effectively screen and assess for
co-occurring disorders during a crisis also poses
a challenge for crisis response staff, whether
they are mental health mobile crisis clinicians or
emergency room personnel. When responding to
a person in crisis, identification of co-occurring
disorders is challenging due to limited health
history, functional capacity, and the difficulty in
differentiating mental health and substance use
symptoms.

Emergency room settings are the most
challenging setting for screening and assessment
of co-occurring disorders. Across the country,
emergency rooms are overextended and lack

staff to appropriately triage and treat people with
co-occurring disorders. Emergency rooms may
use blood tests to reliably detect substances but
generally must dedicate their resources to medical
emergencies.

An alternative to emergency rooms are crisis
stabilization units that provide up to 23-hour
care and allow for screening and assessment of
co-occurring disorders. Crisis stabilization units
offer a specialized response for people with co-
occurring disorders, prompt triage, and referral
to appropriate services. Often these services are
co-located with detoxification facilities. In this
setting, the tools listed in a subsequent section of
this monograph, “Screening Instruments for Co-
occurring Mental and Substance Use Disorders,”
will provide for efficient and standardized
assessment.

Mobile crisis teams, which co-respond with law
enforcement officers or provide support to crisis
stabilization units and emergency rooms, can
improve the usefulness of screening by developing
uniform screening guidelines with local hospitals
and crisis centers. In addition, mobile crisis teams
are increasingly able to access current health
records of people with co-occurring disorders

who are services recipients, thus enhancing the
opportunity to expedite screening and assessment
and assisting in timely disposition.

Intercept 2: Initial Detention/Initial
Court Hearings

Once a person has been arrested, there are two
primary opportunities to screen and assess for
co-occurring disorders (see Figure 3). The first
opportunity is for jail booking personnel and
health screeners to conduct brief, structured
screens to flag people who may have co-occurring
disorders for further clinical assessment.

Where available, the second opportunity for
screening is by pretrial service staff. Pretrial
services may be a function of an independent
agency or probation; either way they have an
opportunity to briefly screen for co-occurring
disorders while developing the pretrial release/
detention recommendation. In some communities,
arrestees are initially detained in a police or

Figure 3. Intercept 2: Initial Detention/Initial
Court Hearings
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court lockup rather than jail prior to their initial
appearance. Pretrial services may be the first
opportunity to screen these individuals since their
being placed under arrest.

For courts with a court clinic or embedded
clinicians, clinicians may be available to screen
people for co-occurring disorders and to identify
service recipients. Diversion program case
workers may also conduct screenings prior to
the first court appearance to determine program
eligibility.

The challenge at this intercept is the short

time frame between initial detention and first
appearance. Individuals may be held for only a
matter of hours before being released, which can
hamper efforts to screen and prohibits further
clinical assessment.

Intercept 3: Jails/Courts

The purpose of brief screening at jail booking

is typically to identify people who may have

a mental or substance use disorder for further
clinical assessment. The initial screen may be
conducted by booking officers or jail health staff.
Some jails have their newly booked inmates
matched with the client databases of state or local
behavioral health authorities to assist continuity of
care. Screening and assessment within the jail also
aids the housing classification and management

of inmates and the connection with available
behavioral health services within the jail. Apart
from the jail, specialty court and other diversion
programs may conduct clinical and program
eligibility assessments of individuals identified by
the jail or during Intercept 2 (see Figure 4).

Jail size and resources may impact the practicality
of implementing comprehensive assessment
procedures. The holding capacity of jails ranges
from a handful of cells to space for 15,000
inmates. Small and even mid-size jails may

lack the resources to provide basic screening,
assessment, and treatment. These jails often

rely on reach-in services by community-based
providers. However, jails are required to conduct

Figure 4. Intercept 3: Jails/Courts

at least basic screening for suicide, mental health,
and substance use. Larger jails will have in-house
behavioral health professionals to conduct more
intensive screening and assessment. The average
jail stay is fewer than 7 days; screening and
assessment information collected during the jail
booking process should be used to refer and link
inmates to court-based diversion programs and to
community-based services upon release.

At the dispositional court, screening and
assessment are important for the purpose

of informing the disposition and sentencing
decisions. Defense attorneys often gather
information on a client’s behavioral health
history, even if it is not presented in court. Public
defenders in larger jurisdictions may have a staff
social worker to help identify clients’ treatment
needs. Defender-based advocacy programs,
operated by a nonprofit or a county agency, may
review a client’s history (i.e., criminal, familial,
educational, occupational, and health) to develop a
dispositional recommendation.
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Court-based diversion programs, including
specialty courts, often have extensive screening
and assessment procedures to identify eligible
individuals and to formulate treatment plans.
Efforts to develop unified screening and
assessment procedures across programs greatly
benefit the programs by increasing the likelihood
that individuals are placed into the most
appropriate program.

Probation officers responsible for the presentence
investigation may conduct screens and
incorporate treatment history into their sentencing
recommendations to the judge. The presentence
investigation is notable because it may include
treatment recommendations. Many probation
agencies are implementing criminal risk and
need assessments to better match individuals

to supervision and treatment resources. These
assessments should be shared with community-
based practitioners to ensure that criminal risk,
need, and responsivity are addressed through
services.

Intercept 4: Reentry

For jails, the opportunity for screening presents
itself at Intercept 2 or Intercept 3. Among the
population of sentenced inmates, officers that

are trained in the identification of mental health
symptoms can generate referrals to health services
for inmates with a mental illness who did not
present at booking. Jails with sufficient resources
may offer basic behavioral health programming.

Planning for reentry should begin at jail booking
(see Figure 5). Periodic screening and assessment
should take place over time to determine changes
in inmate needs for institutional programming and
to inform reentry services. Jail transition planners
can work with inmates and practitioners to identify
appropriate services and supports, including
access to health coverage, as inmates approach
the end of their jail sentence. Transition planners
can also work with probation officers on the hand
off for inmates being released into the custody of
probation.

Figure 5. Intercept 4: Reentry

Prisons have the opportunity during the reception
process to screen and assess for co-occurring
disorders. Prisons are more likely to offer
comprehensive mental health and substance

use programming. Screening and assessment

at reception and periodically over the course of
an inmate’s sentence can guide prison treatment
services and transition planning. As with jails,
officers can identify inmates who did not present
with sufficient acuity at the time of reception to
merit a referral to health services. Ninety days
from release, prison transition planners can work
with inmates to identify service needs, connect
to health coverage, and prepare for reintegration
into the community. Transition planners who are
working with inmates being released to parole
supervision can work with inmates to prepare
for the immediate requirements of parole. Most
prisons are remote from the community of return,
and the responsibility for identifying appropriate
treatment resources often falls on the parole
department. Many states and communities

have established transitional case management
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Figure 6. Intercept 5: Community

capacity to work with inmates while they are still
incarcerated and for a period of time after release.
As with probation agencies, prisons and parole
departments are implementing risk and need
assessment instruments to guide supervision and
treatment programming. Information gathered
from these instruments should be shared with
community practitioners to better inform the
treatment process.

Intercept 5: Community Corrections

Probation

The majority of people under correctional
supervision are on probation. Collaboration
between probation agencies and behavioral health
programs are essential to reducing recidivism
and promoting recovery (see Figure 6). For
probation agencies, new probationers can be
screened at booking for co-occurring disorders.
Officers can also take advantage of information
on a probationer’s treatment needs that has
been gathered during earlier intercepts, such as
at pretrial or for the presentence investigation.

For probationers who have been diverted to a
specialized program at Intercept 2 or Intercept

3, the information may be available from the
agency responsible for case management.
Probation officers can use the information to
place probationers into appropriate services,
such as groups, or into specialized, lower ratio
caseloads where officers have received additional
training in the supervision of people with mental
or substance use disorders. Specialized probation
caseloads and co-located probation and mental
health services are some of the strategies being
used to achieve better probation outcomes

for individuals with co-occurring disorders.
Comprehensive screening and assessment can
match probationers to appropriate services,

while criminal risk and need assessments can
match them to appropriate supervision levels.
Probationers who are struggling to comply with
the terms of supervision may need to be screened
for co-occurring disorders in order to determine
if the noncompliance is a result of symptoms or
functional impairment.

Parole

As with at-risk probationers, screening and
assessment of parolees is crucial as they are
transitioning from a long-term stay in an
institutional environment. Parolees with substance
use disorders may have difficulty managing

their abstinence from alcohol and drugs upon
release. Mental health problems may arise due

to the difficulties of transitioning back into the
community, especially if a parolee is experiencing
a gap in access to services and medication.

In many states, prison and parole services are
two parts of one agency. Information on prison
inmates with mental or substance use disorders
may be available to parole officers in advance of
an inmate’s release into the custody of the parole
agency.

Defining Screening and Assessment

Individuals in the justice system who have CODs
are characterized by diversity in the scope and
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intensity of mental health, substance use, social,
medical, and other problems. As a result, no single
clinical approach fits the needs of this population,
and effective and comprehensive screening

and assessment procedures are of paramount
importance in defining the sequence, format, and
nature of needed interventions. Screening and
assessment of CODs are part of a larger process of
gathering information that begins at the point of
contact of the individual with the justice system.
The Center for Substance Abuse Treatment’s
Treatment Improvement Protocol (TIP) Series
#42 and other government monographs (Center
for Substance Abuse Treatment [CSAT], 2005g;
Steadman et al., 2013; NIDA, 2006) outline a

set of sequential steps that are often followed

in gathering information related to CODs.

These steps provide a blueprint for developing

a comprehensive system of screening and
assessment activities and include the following:

Engage the offender

Collect collateral information (e.g., from
family, friends, other practitioners)

Screen and detect CODs

Determine severity of mental health and
substance use problems

Determine the level of treatment services
needed

Diagnosis

Determine the level of disability and
functional impairment

Describe key areas of psychosocial
problems

Identify strengths and supports

Identify cultural and linguistic needs and
supports

Determine an offender’s level of motivation
and readiness for treatment (i.e., “stage of
change”)

Develop an individualized treatment plan

Screening for CODs in the justice system is used
to identify problems related to mental health,
substance use, trauma/PTSD, criminal risk, other

areas that are relevant in determining the need

for specialized services (including treatment,

case management, and community supervision),
and the need for further assessment. Screening
also helps to identify acute issues that require
immediate attention, such as suicidal thoughts or
behaviors, risk for violence, withdrawal symptoms
and detoxification needs, and symptoms of serious
mental disorders. Often, multiple screenings are
used simultaneously to identify problem areas that
require referral or additional assessment. This
may be particularly useful at the point of first
appearance hearings/pretrial release or at the time
of case disposition. Due to the volume of people
processed at different points in the justice system,
such as booking in larger jails, intake in prison
reception centers, and first appearance hearings,

it is impractical (and unnecessary) to routinely
provide a full psychosocial assessment, and one
or more screens will typically provide sufficient
information to inform decisions about referral for
services and further assessment.

Assessment is implemented when there is a

need for more detailed information to help place
people in a specific level of care (e.g., outpatient
versus residential treatment) or type of service
(e.g., COD treatment, intensive community
supervision). Assessment differs from screening
in that it addresses not only immediate needs for
services, but also informs treatment planning

or case planning. Thus, assessment examines a
range of long-term needs and factors that may
affect engagement and retention in services,

such as housing, vocational and educational
needs, transportation, family and social

supports, motivation for treatment, and history
of involvement in behavioral health services.
Several types of assessments are available that
vary according to the scope and depth of coverage
needed. For example, several sets of instruments
that are described in this monograph (e.g., Global
Appraisal of Individual Needs [GAIN], Mini
International Neuropsychiatric Interview [MINI],
Texas Christian University Drug Screen [TCUDS])
provide different options for assessment that may
be tailored to a particular justice setting.
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Screening

Screening for CODs is a brief, routine process
designed to identify indicators, or “red flags,” for
the presence of mental health, substance use, or
other issues that reflect an individual’s need for
treatment and for alternative types of supervision
or placement in housing or institutional settings.
Screening may include a brief interview, use of
self-report instruments, and a review of archival
records. Brief self-report instruments are often
used to document mental health symptoms and
patterns of substance use and related psychosocial
problems. Generally, screening instruments do not
require that staff members are licensed, certified,
or otherwise credentialed, and minimal training

is usually required to administer, score, and
interpret findings. However, staff training may be
needed to provide effective referral to services if a
screening indicates the presence of problems in a
particular area (e.g., related to trauma history and
current symptoms of PTSD).

In justice settings, screening for CODs should

be conducted for all individuals shortly after

the point of arrest and at the time of transfer to
subsequent points in the system. While separate
screening instruments have been developed to
detect mental health and substance use issues in
the justice system, until recently, few instruments
were available for examining CODs. Optimally,
screening tools should be well validated and
reliable, with demonstrated properties in both
justice and non-justice settings (Steadman et al.,
2013). Screening should be conducted early in the
process of compiling information, so that results
can inform the need for assessment and diagnosis
(Hiller et al., 2011; NIDA, 2006).

Among the goals of screening for CODs are the
following:

Detection of current mental health and
substance use symptoms and behaviors

Determination as to whether current
symptoms or behaviors are influenced by
CODs (e.g., trauma history)

Examination of cognitive deficits

Identification of criminal risk level to
inform the need for placement in more
or less intensive levels of treatment,
supervision, and custody

Identification of acute needs (e.g., violent
behavior, suicidal ideation, severe medical
problems) that may need immediate
attention

Determination of eligibility and suitability
for specialized CODs treatment services

Level of functional impairment (e.g., stress
tolerance, interpersonal skills)

It is important to consider the multiple types and
purposes of screening. For example, a series of
screenings may be provided in jails and prisons

to address several different issues. Classification
and risk screening is typically conducted early on
to identify security issues (e.g., history of escape,
past aggressive behavior within the institution) and
to determine level of custody; program needs; and
other issues, including history of trauma. Medical
screening identifies health issues, and may address
mental health status and substance use history.
Mental health and substance use screenings often
are also included within interviews conducted by
pretrial services or other court-related agencies.

In community and jail settings, presentence or
postsentence investigations (PSIs) are frequently
completed to assist in determining the judicial
disposition or case planning. These often involve
an interview and set of brief screenings to identify
whether individuals are at high risk for violence
or recidivism and to identify problems that may
be addressed through treatment or supervision,
including specific mental health problems such

as PTSD related to trauma. Brief screening

may address literacy and educational deficits.

In related areas of cognitive and behavioral
impairment (e.g., interpersonal skills deficits,
stress tolerance), there are few well-validated
screening tools that gather information relevant
for placement and disposition. As a result, these
areas are typically examined through behavioral
observation (Steadman et al., 2013).
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Assessment

Assessment of CODs is typically conducted
through a clinical interview and may include
psychological, laboratory, or other testing and
compilation of collateral information from family,
friends, and others who are in close proximity to
the individual. Assessment is usually conducted
by a trained professional who is either licensed or
certified to provide mental health and substance
use treatment services. Those conducting
assessments for substance use and mental health
problems would optimally have received advanced
graduate-level training and supervised field
experience in providing clinical services and have
significant experience assessing and diagnosing
mental and substance use disorders. Assessment
in the criminal justice setting should be conducted
by individuals who are knowledgeable about

the dynamics of criminal behavior and who
understand the pathways and interactions between
criminal behavior and clinical pathology related to
substance use and mental disorders.

Assessment of CODs provides a comprehensive
examination of psychosocial needs and problems,
including the severity of mental and substance

use disorders, conditions associated with the
occurrence and maintenance of these disorders,
problems affecting treatment, individual
motivation for treatment, and areas for treatment
interventions. A risk assessment is often provided
that examines a range of “static” (unchanging) and
“dynamic” (changeable) factors that independently
contribute to the likelihood of criminal recidivism,
violence, institutional misconduct, or other

salient behaviors. The risk assessment process is
described in more detail in “Special Clinical Issues
in Screening and Assessment for Co-occurring
Disorders in the Justice System.” As indicated
previously, assessment is an ongoing process that
helps to engage justice-involved individuals in the
treatment planning process, identify strengths and
weaknesses, review motivation and readiness for
change, examine cultural and other environmental
needs, provide diagnoses related to CODs, and
determine the appropriate setting and intensity

and scope of services necessary to address CODs
and related needs. Several multistaged models

for assessing CODs are described in monographs
that address both offender and non-offender
populations (Mee-Lee, 2013; CSAT, 2005a; 2006a;
Steadman et al., 2013).

Goals of the CODs assessment process include the
following:

Examine the scope and severity of mental
and substance use disorders, conditions
associated with the occurrence and
maintenance of these disorders, and
interactions between these disorders
(e.g., history of symptoms, psychotropic
medication use, collateral information)

History of previous mental health or
substance use treatment(s) and response to
treatment(s)

Family history of mental health or
substance use disorders

Development of diagnoses according to
formal classification systems (e.g., DSM-5)

Identification of the full spectrum of
psychosocial problems that may need to be
addressed in treatment

Determination of the level of service
needs related to mental and substance use
problems

Identification of the level of motivation and
readiness for treatment

Review of other factors that may inhibit
engagement in evidence-based services for
CODs, such as literacy, transportation, and
history of trauma/PTSD

Examination of individual strengths, areas
of functional impairment, cultural and
linguistic needs, and other environmental
and social supports that are needed

Evaluation of the risk for behavioral
problems, violence, and criminal recidivism
that may affect placement in various
institutional or community settings

Review of criminogenic risk factors (or
“criminogenic needs”), such as antisocial
attitudes and peers, educational deficits,
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unemployment, lack of social supports, and
absence of prosocial leisure skills

Provide a foundation for treatment planning

Key Areas to Examine in Assessing Co-
occurring Disorders within the Justice System

The following types of information should be
examined in assessing CODs within the justice
system (Mee-Lee, 2013; CSAT, 2005a; Steadman
etal., 2013; NADCP, 2014):

Juvenile and adult justice system history
and current status

Mental health history, current symptoms,
and level of functioning

Substance use history, current symptoms,
and level of functioning

Suicide risk
Reasons for living

Feelings of belonging to a particular social
group

Ability to follow through with intentions of
self-harm

Detail of plans surrounding suicidal
ideation

Length, recency, and frequency of suicidal
thoughts

Chronological history of the interaction
between mental and substance use
disorders

Family history of mental and substance use
disorders (including birth complications
and in utero substance exposure)

Medical status and history of medical
disorders

Current medications and treatment and
service providers

Trauma exposure (including combat, non-
combat, and general trauma)

Social and family relationships

Family history of criminal involvement,
substance use, and mental health conditions

Interpersonal coping strategies, social skills
deficits, problem-solving abilities, and
communication skills

Ingrained patterns of criminal thinking
Risk for criminal recidivism (i.e., rearrest)

Each criminal risk factor (also referred to as
“criminogenic needs”) that independently
contributes to the likelihood of future
arrest/recidivism—optimally, assessment
will include separate risk scores across

each of these domains, so that treatment
and supervision strategies can be targeted
to address areas of most urgent need

» substance use disorders

M

antisocial beliefs or attitudes

» personality style

»  peers

» lack of educational achievement

» employment deficits

» lack of social support

» lack of prosocial leisure skills
History of violent or aggressive behavior

Employment/vocational status and related
skills

Socioeconomic status
Educational history and status
Literacy, 1Q, and developmental disabilities

Treatment history related to mental
disorders, substance use disorders,
and CODs, and response to and
compliance with treatment (including
psychopharmacological interventions)

Prior experience with peer support groups,
including specialized groups for CODs
(e.g., Double Trouble) and traditional self-
help groups for substance use disorders
(e.g., Alcoholics Anonymous [AA] and
Narcotics Anonymous [NA])

Cognitive appraisal of treatment and
recovery, including motivation and
readiness for change; motivation to receive
treatment; self-efficacy; and expectancies
related to substance use, use of medication,
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and presence of mental and substance use
disorders

The offender’s understanding of treatment
needs

Personal goals (short- and long-term)
related to treatment and recovery, and other
life goals

Resources and limitations affecting

the offender’s ability to participate in
treatment (e.g., transportation problems,
homelessness, child care needs)

Mental health history and current
psychological functioning

»  Mental health information should
include current and past symptoms
(e.g., suicidality, depression, anxiety,
psychosis, paranoia, stress, self-
image, inattentiveness, impulsivity,
hyperactivity, history of trauma/
PTSD), history of mental health
treatment (including hospitalizations)
and use of medication, and patterns of
denial and manipulation

Areas to Obtain More Detailed Assessment
Information

= Symptoms of CODs

»  If severe cognitive impairment
(e.g., traumatic brain injury [TBI])
is suspected, a Mini Mental Status

»  Specific mental health and substance
use symptoms and severity of the
related disorders

»  Whether symptoms are acute or
chronic and how long the individual
has had the symptoms and related
disorders

» Exaggeration or suppression of
symptoms to achieve a purposeful
goal, such as to avoid placement in an
intensive treatment program or to gain
access to a more favorable housing unit

Substance use history and recent patterns
of use

»  Assessment of substance use should
include the primary substances used
over time; other drugs used over
time; misuse of prescription drugs;
reasons for substance use; context
of substance use; involvement with
substance-involved peers; periods
of abstinence; how abstinence was
obtained; frequency of attempts to cut
down or quit; substance use treatment
history (including medication-
assisted treatment); age at first use of
substances; and frequency, amount,
and duration of use, including patterns
of high and low intensity use and level
of cravings

Examination (MMSE; Folstein,
Folstein, McHugh, 1975) or other
type of cognitive screen should be
administered to assess the level of
impairment

»  If a history of attention deficit/
hyperactivity disorder (ADHD) is
suspected, assessment should examine
attention and concentration difficulties,
hyperactivity and impulsivity, and the
developmental history of childhood
ADHD symptoms

History of interaction between the CODs

» Itis particularly important to examine
the chronological history of the two
disorders, including periods before
the onset of drug and alcohol use and
during periods of abstinence (including
enforced abstinence while in jail or
prison). Current mental disorders
should be assessed relative to the use
of alcohol and other drugs to determine
if the symptoms subside during periods
of abstinence

» In some settings, substance use and
mental health history information is
collected separately. This tends to
hinder an understanding of the effects
of drugs and alcohol on mental health
symptoms, and the extent to which
mental disorders exist independently
from substance use disorders. These
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issues are particularly important in
providing differential diagnosis and

in identifying the specific nature of
CODs. Unfortunately, few assessment
instruments examine the chronological
relationship between CODs and the
intertwined nature of these disorders

= Medical/health care history and status

»

Key areas to examine include history
of injury and trauma, chronic disease,
physical disabilities, substance toxicity
and withdrawal, impaired cognition
(e.g., mental status examination

for severe cognitive impairment),
neurological symptoms, and prior use
of psychiatric medication. Assessment
should also examine the presence of
chronic health disorders (e.g., diabetes,
heart conditions) and infectious disease
(e.g., HIV/AIDS, TB, Hepatitis C)

= Criminal justice history and status

»

The complete criminal history should
be reviewed, including prior arrests
and reasons for arrests/incarceration,
in addition to current criminal justice
status

= Cultural and linguistic needs

»

»

»

»

Cultural beliefs about mental and
substance use disorders, treatment
services, and the role of treatment
professionals, including potential
feelings of discrimination from
treatment and service practitioners and
willingness to report mental health
symptoms

Abilities to adapt to the treatment
culture and to deal with conflict in
these settings

Reading and writing skills

Barriers to providing cultural and
linguistic services

= Individual strengths and environmental
supports

»

Ability to manage mental and
substance use disorders

»

»

»

»

»

Risk and protective factors in the home
environment (e.g., substance-involved
family members or peers) and the
potential for relapse to both mental and
substance use disorders

Interests and skills

Expectancies related to treatment and
recovery

Motivation for change and incentives
and goals that are salient for the
individual

Vocational skills and educational
achievements

= Social relationships

»

»

»

Social interactions and lifestyle, effects
of peer pressure to use drugs and
alcohol, family history, and evidence
of current support systems.

Stability of the home and social
environment, including violence in the
home (e.g., intimate partner violence)
and effects of the home and other
relevant social environments (e.g.,
work, school) on abstinence from
substance use

Social supports (e.g., peers, family)

= Other psychosocial areas of interest

»

»

»

»

Housing/living arrangements

Vocational/employment history and
training needs

Financial support

Eligibility for entitlements and health
insurance status

Developing a Comprehensive
Screening and Assessment
Approach

Integrated (or blended) screening and assessment
approaches should be used to examine CODs in
the justice system. In the absence of specialized
instruments to address both disorders, an
integrated screening approach typically involves
use of a combination of mental health and
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substance use instruments. Integrated screening
and assessment approaches are associated with
more favorable outcomes among people in the
justice system and in the community (Henderson,
Young, Farrell, & Taxman, 2009; Hiller et al.,
2011; Substance Abuse and Mental Health
Services Administration [SAMHSA], 2011) and
help to maximize the use of scarce treatment
resources.

Screening and assessment can help to determine
the relationship between CODs and prior criminal
behavior and to identify the need for criminal
justice supervision. Because of the high rates of
CODs in justice settings, detection of one type

of disorder (i.e., either mental or substance use)
should immediately “trigger” screening for the
other type of disorder. In general, the presence

of mental health symptoms is more likely to
signal a substance use disorder than substance use
symptoms to signal a mental disorder. However,
due to high base rates of both disorders in the
justice system, screening and assessment should
routinely address both areas. If both mental and
substance use disorders are present, the interaction
of these disorders and motivation for treatment
should also be assessed.

One approach that integrates screening and
assessment is the Screening, Brief Intervention,
and Referral to Treatment model (SBIRT;
SAMHSA, 2011). The SBIRT approach uses
evidence-based screening instruments to provide
early identification of drug and alcohol problems.
Screening information is then used to determine
the risk for substance use relapse and to identify
the necessity for a brief intervention, counseling,
or treatment referral. Although SBIRT
demonstrates good potential in identifying people
who are at risk for substance use disorders
(Madras et al., 2009), there have been equivocal
findings related to outcomes with different types of
substance-involved populations (Bernstein et al.,
2010; Saitz et al., 2007). Additional research is
needed to examine SBIRT outcomes implemented
in the justice system, and in particular among
people who have CODs. The SBIRT approach is

described in more detail

: i The SBIRT approach
in “Screening )

uses evidence-
Instruments for :
Substance Use based screening

instruments to
provide early
identification of
drug and alcohol
problems.

Disorders.”

Recommendations for
developing an integrated
and comprehensive
screening and
assessment approach for
CODs in the justice system include the following:

All individuals entering the justice
system should be screened for mental
and substance use disorders. Universal
screenings are warranted due to the high
rates of CODs among individuals in

the justice system and to the negative
consequences for non-detection of these
disorders.

Universal screening should also be
conducted for history of trauma and for
PTSD. Although female offenders are
disproportionately affected, male offenders
also have very high rates of these disorders
relative to the general population. Veterans
in the justice system may have unique
combat-related experience with trauma
that a screen may help to identify. Trauma
screening is also complicated due to

the sensitive nature of the information
obtained. Universal trauma awareness and
staff training may help to facilitate more
detailed assessment of trauma by clinicians
working with justice populations.

Mental health and substance use screening
should be completed at the earliest possible
point after entry to the justice system. For
example, identification of these problems
among pretrial defendants will assist

the judge in establishing conditions of
release (e.g., drug testing, involvement in
treatment) that will increase the likelihood
of stabilization in the community and the
individual’s return for additional court
hearings.
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Ongoing screening for CODs should be
provided at the different stages of criminal
justice processing, such as diversion,

entry to jail, pretrial and presentence
hearings, sentencing, probation, entry to
prison, parole or aftercare, and revocation
hearings. Ongoing screening will help

to identify individuals who are initially
reluctant to discuss mental health or
substance use problems but who may
become more receptive to involvement in
treatment services over time. For example,
some individuals may seek treatment after
learning more about the availability and
quality of correctional program services,
while others may experience mental health
symptoms while incarcerated and elect to
participate in treatment.

Ongoing assessment of CODs and level
of criminal risk should occur within the
justice system, as the level of functional
impairment, symptoms of CODs,
motivation to engage in services, and
risk level may change over time in both
community and institutional settings.
Reassessment can lead to important
adjustments related to the treatment/
case plan, movement to different levels
of intensity of treatment and supervision,
duration of placement in services, and to
sanctions and incentives.

Whenever feasible, similar and
standardized screening and assessment
instruments for CODs should be used
across different justice settings, with
information regarding the results shared
among all settings involved. This approach
promotes greater awareness of CODs and
needed treatment interventions and reduces
unnecessary repetition of screening and
assessment for individuals identified as
having CODs.

Information from previously conducted
screening and assessment should be
communicated across different points in
the criminal justice system. A systemic
approach to information sharing is needed,
including development of memoranda

of understanding or agreement among
agencies having contact with the offender
at different linkage points.

Key Information To Address in
Screening and Assessment for Co-
occurring Disorders

Individuals with CODs are characterized by
diversity in the scope, severity, and duration of
symptoms; functional abilities; and responses
to treatment interventions (Baillargeon et al.,
2009; Clark, Samnaliev, & McGovern, 2007;
Lehman, 1996; Mueser et al., 2003; Seal et al.,
2011; Van Dorn, Volavka, & Johnson, 2012).
The intertwined nature of mental and substance
use disorders is reflected in the latest edition of
the American Psychiatric Association’s DSM-
5 (2013), which differentiates between mental
disorders and a range of other “substance-
induced” mental disorders. Each set of CODs
is characterized by differences in prevalence,
etiology, and history. The following section
specifies key information that should be examined
during screening and assessment of CODs in
justice settings.

Risk Factors for Co-occurring Disorders

A number of risk indicators for developing CODs
should be considered in screening and assessment
in the justice system (Brady & Sinha, 2007; Drake
et al., 1996; Drake, Mueser, & Brunette, 2007;
Gregg et al., 2007; Horsfall, Clearly, Hunt, &
Wialter, 2009; Seal et al., 2011; Seal et al., 2009;
Sung et al., 2010). People who have several of
these characteristics should be carefully screened
for CODs. As more of these characteristics are
observed, there is a greater likelihood of CODs
and a corresponding need for more detailed
screening for mental health and substance use
problems. The following characteristics carry
elevated risk for CODs:

= Male gender
= Youthful offender status
= Low educational achievement
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History of unstable housing or
homelessness

History of legal difficulties or incarceration
Suicidality

History of emergency room or acute care
visits

High frequency of relapse to substance use
Antisocial or substance-using peers

Poor relationships with family members

Family history of substance use or mental
disorders

History of mental health and substance use
treatment, often coupled with patterns of
poor adherence to treatment

History of disruptive behavior

Observable Signs and Symptoms of
Co-occurring Disorders

In addition to the previously listed risk factors for
CODs, several observable signs and symptoms

of mental and substance use disorders should be
reviewed during screening and assessment. These
include the following:

Unusual affect, appearance, thoughts, or
speech (e.g., confusion, disorientation,
rapid or slurred speech)

Suicidal thoughts or behavior
Paranoid ideation

Impaired judgment and risk-taking
behavior

Drug-seeking behaviors

Agitation or tremors

Impaired motor skills (e.g., unsteady gait)
Dilated or constricted pupils

Elevated or diminished vital signs
Hyperarousal or drowsiness

Muscle rigidity

Evidence of current intoxication (e.g.,
alcohol on breath)

Needle track marks or injection sites

Indicators of Mental Disorders

Key indicators relevant to mental disorders that
should be examined when screening or assessing
for CODs, include the following:

Acute and observable mental health
symptoms

Suicidal thoughts and behavior
Age of onset of mental health symptoms

Mental health treatment history (including
hospitalizations), response to treatment, and
use of psychotropic medication(s)

History of trauma, abuse, and neglect
Disruptive or aggressive behavior
Family history of mental illness

Reports of unusual thoughts or behaviors
from those who have routine contact
with the individual, including family
members and community supervision and
correctional officers

Indicators of Substance Use Disorders

Similarly, substance use indicators suggest the
presence of CODs:

Evidence of acute drug or alcohol
intoxication

Signs of withdrawal from drugs or alcohol

Signs of escalating drug or alcohol use
(e.g., from drug test results)

Cravings for drugs or alcohol

Negative psychosocial consequences
associated with substance use

Self-reported substance use, including
» Age at first use

» History of use

»  Current pattern of use

»  Drug(s) of choice

»  Motivation for using

Prior substance use treatment history,
including detoxification, outpatient, and
residential treatment services

Peers and associates who are drug users or
who have antisocial features
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= Family history of substance use disorders
= History of overdose
= History of trauma, abuse, and neglect

Recommended screening instruments for mental,
substance use, and co-occurring mental and
substance use disorders are provided in the section
“Instruments for Screening and Assessing Co-
occurring Disorders.”

Cognitive and Behavioral Impairment

Screening and assessment can be useful in
detecting key cognitive and behavioral features
related to CODs, which can influence the course
of treatment and may inform the type and format
of treatment provided. One area that typically
does not receive sufficient attention during
screening and assessment of CODs is cognitive
and behavioral impairment related to psychosocial
and interpersonal functioning. This functional
impairment often affects the individual’s ability

to engage and effectively participate in treatment
(Bellack et al., 2007; Clark, Power, Le Fauve, &
Lopez, 2008; DiClemente et al., 2008; Drake et
al., 2008; Gregg et al., 2007; Horsfall et al., 2009).
Impairment in interpersonal or social skills is
important to assess, as this influences the ability to
interact with treatment staff, supervision officers,
judges, and other treatment team members.
Related areas of functional ability include reading
and writing skills and how the individual responds
to confrontation or stress and manages unusual
thoughts and impulses.

These areas of cognitive and behavioral
impairment are not frequently examined

through traditional mental health or substance

use assessment instruments and yet are often

more important than diagnoses in predicting
treatment outcome and identifying needed
treatment interventions. Assessment of

functional impairment typically requires extended
observation of the individual’s behavior in settings
relevant to the treatment and reentry process. An
understanding of functional impairment, strengths,
supports, skills deficits, and cultural barriers is

essential to developing an informed treatment plan
and to selecting appropriate levels of treatment
services (Andrews & Bonta, 2010b; Mee-Lee,
2013; CSAT, 2005a).

People in the justice system who have CODs
often have significant cognitive impairment,
including deficits related to concentration and
attention, verbal memory, and planning abilities
or “executive functions” (Bellack et al., 2007;
Blume & Marlatt, 2009; Brady & Sinha, 2007;
Levy & Weiss, 2009; Peters et al., 2012). In
comparison to other offenders, those with CODs
are characterized by the following cognitive and
behavioral impairments:

= Difficulties in comprehending,
remembering, and integrating important
information (particularly verbal
information), including guidelines and
expectations for treatment and supervision

= Lack of recognition of the consequences
related to criminal behavior or violations of
community supervision arrangements

= Poor judgment (e.g., related to substance
use, discontinuation of medication)

= Disorganization in major life activities
(e.g., lack of structure in daily activities,
lack of follow through with directives)

= Poor problem-solving skills and planning
abilities

= Short attention span and difficulty
concentrating for extended periods

= Poor response to confrontation and stressful
situations

= Impairment in social functioning
= Low motivation to engage in treatment

These cognitive and behavioral deficits are
important to consider in the context of screening
and assessment for several reasons. First, they
may influence the accuracy of information
obtained during screening and assessment. For
example, due to diminished attention span,
agitation, and difficulty in remembering historical
information, assessments may need to be
administered in several different sessions. Second,
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these considerations may shape the process of
conducting screening, assessment, treatment,

and supervision. For example, the format of
treatment groups may need to be modified to
include more experiential work; repetition of
material; and extensive modeling, practice, and
feedback related to psychosocial skills. Third,
these deficits may affect the outcomes of treatment
and supervision and should be considered in
determining the intensity, duration, and scope of
treatment and supervision services. Finally, these
areas may become the focus of some treatment and
supervision activities through interventions such
as cognitive and behavioral skills training and
motivational enhancement groups. Unfortunately,
many of these complex areas of cognitive and
behavioral functioning are not easily measured or
assessed using traditional instruments. Assessment
of these areas is most effectively accomplished
over a period of time and through an approach that
incorporates observation, interview of collateral
sources, review of records, and use of specialized
assessment instruments.

Other Psychosocial Areas of Interest

Assessing individual strengths and environmental
supports can help to provide optimism for
successful recovery, establish strategies for
managing mental and substance use disorders,
identify key interests and skills, and determine
expectancies related to treatment (CSAT, 2005g;
Drake et al., 2007; Drake et al., 2008; Horsfall

et al., 2009). Treatment goals and interventions
developed for justice-involved people who have
CODs should capitalize on existing skills and
strengths. Cultural and linguistic issues are also
important in designing treatment interventions

for CODs (CSAT, 2005a; Alegria, Carson,
Goncalves, & Keefe, 2011; Hatzenbuehler, Keyes,
Narrow, Grant, & Hasin, 2008). Cultural beliefs,
for example, may influence perceptions about
mental and substance use disorders, engagement
in treatment services, and the role of treatment
professionals. They may also influence the ability
or willingness to adapt to the treatment culture and
to handle conflict.

Several demographic and psychosocial indicators
should also be reviewed when examining CODs.
Assessment should examine educational history,
reading and writing capabilities, housing and
living arrangements, social interactions and
lifestyle, peer influences on use of drugs and
alcohol, family history, and current support
systems. Deficiencies in reading and writing
skills may also influence the ability to successfully
engage in treatment planning and other key
activities. The stability of the home and social
environment should be assessed, to include the
occurrence of violence and effects of the home
and other relevant social environments (e.g.,
work, school) on substance use and psychological
functioning. Assessment should also consider the
vocational and employment history, psychosocial
skills, training needs, financial support, and
eligibility for entitlements. Many of these
psychosocial factors accounted for in mental
disorder and substance use assessments are also
important for criminal risk 