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Please check each of the following questions Yes, No, or Not Applicable (N/A) or Not Sure (NS):

N/A
Yes No or

NS
3. Prior to or at admission, does your program screen for addiction problems?

3a. If yes, does your program use a standardized addiction screening instrument?

If yes, which one:

4. Prior to or at admission, does your program screen for mental health problems?

4a. If yes, does your program use a standardized mental health screening instrument? ...

If yes, which one:

After admission, does your program conduct a comprehensive assessment for addiction prob-
lems?

If yes, does your program use the Addiction Severity Index, GAIN, or other standard

oa. ized instrument?

If other, please specify:

After admission, does your program conduct a comprehensive assessment for mental health
problems?

If yes, does your program use a standardized instrument?
6a.

If yes, please specify which instrument is used:

10.

11.

12.

13.

14.

15.

Is your program licensed to provide addiction treatment?

Is your program licensed to provide mental health treatment?
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tal health problems?

Are you able to bill for addiction problems as a primary diagnosis?

Are you able to bill for mental health problems as a primary diagnosis?

Does your state have co-occurring disorder codes for billing?

Are patients on psychiatric medications allowed into your program?

Are patients on methadone allowed into your program?

Does your program have collaborative relationships with other agencies who prescribe sub-
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stance abuse or psychiatric medications for your patients?
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32. In the past year, what percent of your staff received professional training in substance abuse treatment?

(Check one:)
No more

None than About 10-25% About 25-50% About 50-75% About 75-100%

10%

33. In the past year, what percent of your staff received professional training in mental iliness treatment?

(Check one:)
No more

None than About 10-25% About 25-50% About 50-75% About 75-100%

10%

34. In the past year, what percent of your staff received professional training in treatment for co-occurring

disorders? (Check one:)
No more

None than About 10-25% About 25-50% About 50-75% About 75-100%

10%

35. On a scale of 0-10, how would you rate how well your program addresses co-occurring disorders?
(Check one:)
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Tha purpese of s study is te deveiop and test tive psycionietrics of a salf-report version of
& Measura of the € qp.mﬁtw o+ adldicticn and mentat lealtn programs to dailvar dual-diegnosis
treatment, that fs; (o provide treatiment for Beth addiction prob ﬂ@mw aine rnantal health
problams, _.@dﬁu..naﬁ[y thegse services are praviced b uy“fa»[r; ‘gﬁﬁ"’cr 2t service providers that
cid not until recently interect vary weail, ff at all, Trse icressing recognition that patients
v/ "lef"f'@ 'I‘n'oﬁm beth kinrds of [prcw»[l@mﬁ = who are d]Laﬂﬂg ciae,waau weidld benefit from
Intagrated cellvery ¢f addictien and mantal health services has ied to alforts To encourage
pﬁ’()\vffafonm 0 of such i ttagratiad services fin IoTCQu”&lﬁm thet have tended to focus primarily @In]
the delhery of ¢ither eddiction or nuantai reaith services te @mu axtclusion of the other. [n
ordar to aswess evw wall the 1 "Emagr@ti@]n of these selvicas s pregressing, various measures
have baan deveioped, one of whick s the ariginal Dual Diagiosis Capavility in Addiction
Ttr@amm\:’mt (DG \lr)) ke, Thhe DICAT, ss it now staids, hawever, is & vary tine-intansive
taal, It requires a rater to visit & site and spend one Lmat’f' to @ full day Lﬂi@[ﬁ@f berviewing
c:dlmmmmr‘mo?s; nerapists, and p:ﬁonu‘ reviewing madical regeras, and dlttencing meetings.
The purmese of thds studyistc testas 'ﬂ---ﬂ'(“[,)@'""tV)Ir"ﬂ @i of the DG szl‘mau Will, e pamitnistered
to au'fnmﬁ*)w raters and Eretapists te see how weli it performns compared e the mere time-
Intersive proceduras of the original DDCAT.

A praltimina W version of a self-report measure titled, the Co-gealrmisg | Tis@n ‘d@ry Program
Briaf Scrasning Tool (CODP-BST) was devaloped, consisting of 32-4% ftem ZE -3¢ Yes'No
quastiomns, arvd 10 qmicﬁoas yyith Likers- ﬂﬂ"h\\% respoases, This versicn \wa cht te ssveral

experss in the fleld who uuad ag;[r;od] itm orovide feedback or the qws@tﬁ@m’ regarding the
Importance and relevance of @uch che; & weli as provide written coincerns, caiments,

[mdl suggestions for &ag fm um.ao (Campr.-« @dl FRIDGREES Were racelved frem 1171 axperts. We
ara in the progssss of rewriting scme of the cuestiens ad adding about 35 more In order
to (et the CODP-BST paralksl uho uasticns mt@dl cil the DDCAT as much &s pousible, We

ara tn tthe procsss of tralning raters o administer the DDCAT to programs I addiction and
mental fxealth: around tha state, where wis il &lso aslk administrators ana clinicians in the
pragraims t» compigte the CORP-BST, That way we wiil bz able o axamine the ralizbility,
facter structure, and validity of the CODP-BSTS.

Tha resuits of the x@erts’ ratings of the importance of @ch questicon 9n the CODR-BST was
encouraging. keirs could be 1akad © = unimportant /”’rr’auavaw o 1 = raostly untnportant/
Trretevant; 2 = someyaiat linpertant/re 'lavam;; I = Gy i’imp@ir?;mndﬁ’@[l@vanﬁ; or 4 = Crucial.
Ne qusstion was rated lower than 4 2, The averaga ratings on the quest @'ﬂﬁs Fanged from
2,18 o 4.00, The zvernge rating for ail of t"wss guastions waz 3.06 ((@g, = 0,45, indlcating
that on average the @merts © II“cug[hL [h u-ijICuﬂOH& WOTrd VEry m{la\\farr a i important.
Onlby 9 ftamms (% 8%) yvarnged iowelr tian 2.75, and of these only 6 (12% of the tatal scale)
averagad 2.13 to 2.40.

We ers hopaiiul that sver the next 8-10 moaths we vill be anle to camplete the revision
of @ CC ODP=ESH &na collact ammﬂa avicense of the relability ar: valildity of cur nuew self-
repoit meassiure, Such a rraasure will provice a poweri tool for acaiction and mental
Lh]aalmh programs te assess thedr ovm current capacity to previde Irtegratad treutient for
co~occurTing aadictior: and sental health diserders and g,llﬁow them ¢ determine where
thefr streagths e and where they might mostiy effectively corcentrate ithelr «fforts to
Tmprove thelr co-eccurmrg diserdsr Sreatrasnt services.



