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Nebraska Substance Abuse
Task Force: An Overview &

Background

] In 1993, a technical review was prepared for Nebraska’s
Depariment of Public Institutions, which concluded:

[] The rclationship between probation 2nd wreattent systems was ‘ad hoc”
and “depandent on the good will and enerpy of exch individual probaton
officer 2nd each individual treatment provader™,

[] In 1996, 2 of justice practi began meeting t
Summary Of Progress address p:?boleutgs rell:;edcif subsw?oits abuse tmtmr:g °
Presented by: - In 1997, this group named itself the Criminal Justice
Coordinated Respon: d worked to:

Denise C. Herz, Ph.D. o ity e o it sy et 0 wemens
University of Nebraska—Omahza ity e mevment ot o
DCP ent Of Cmmnal ]ustioe L] Entegeate prediceors of recidivism into substaice abuge treaement.

Background Continued Summary of T/F Work: 1999-2000

m Much of the Criminal Justice Coordinated
Response work was based on the Colorado
model, which used legisation to move the

agenda forward
u Grassroots Results in Legislation: 1999
@ LB 865 {Co-Sponsors: Thompsen, Filgert, & Pederson)
& Required Governor-appointed task force to complete a

series of tasks and offer recommendations on how to
improve justice systet’s response 1o substance abuse

» 'T'/F Vision: Nebraska communities are safe,
healthy, and free of substance abuse.

= T/F Mission: Enhance public safety and
reduce ctiminal behavior by ensuring all
governmental entities responsible for
supe:wsmg individuals in the adult and ]uvcmle
justice systems have knowledge of and equal
access to a full continuum of effective substance

abuse services.




Aduit Offender Estimates of Need

& 25-40P% of adult ar
. need substance sbuse
treatment. :
65-85% of incarcerated
adult offenders need -
substance abuse treatment.
On 7% percent-of all
ts in Nebraska need
substano: abuse treatment.
= Based onthese estimates,
between 13,900 to 22241
adult arrestres needed
_some level of substance
abuse treatment in 1997,

s« 3T ENBRS S

Juvenile Offender Estimates of Need

= 30-40% of srrested juvendes in
Ntbrasks necd some level of

substance abuse treatment. »
= 65-80% of juvenile offenders-at 0.
Nebrusks YRTCs (Geneva and NE
Kramey) need substence shuse = Jrvenile
treatiment -
| 1 q) mNE
* ® Only 5% of juveniles izi-the geaenl Ofendese
population noed substance abuse 0 @ YRYCa
treatment. ) Geneeal
. .-# .Based on these.estimates,an. © - . o2 -Populstion
estimated 6,147 10 8,196 juvenile -
amestees needed some level of

substznce abuse treatment in 1997,

- Funding for SA Treatment

m I Fiscal Year 1999/2000, the total.:amount.of
substance abuse -treatment dollars was $19,702,701.
m  Of these dollars,
u 4% was aﬂocahed to the adult ciminal ]ust:ce system via the

Department of Corrections.

1% was allocated to the juvenile justice system via the

© Office of Juvenile Seivices.

n. 'No substance abuse-dotlars were illocated to the courts or
probation..

m  Adjusting for mﬂatlon, substance abuse treatment
dollats have decreased 16.5% since 1992,

Criminogenic Need

s Crimininogenic need is based in research and refers to
factors that: _
= Increase the likelihood of recidivism (i.e., predictors)
® Are dynamic and anienable to change
m Examples. of criminogenic need inchsde: Individual
.substance abuse,.ctiminal or, substance abusing peers, . .
anti-social personality traits, and low achievement levels
u For treatment to be effective with offenders;
" crminogenic needs must be formally recognized by
justice personnel and providers and incorporated into
risk assessments and substance sbuse evaluations.




-Effectiveness of Treatment

‘m Treatment of addiction is as successful as the treatment
. .of other chronic diseases such as diabetes,
: . »Hypettension, and asthma as long as treatment “best
“practices” are implemented (NIDA, 1999).
| ~-m dtds estiimated that for every $1 spent on treatment,
«+} “there is a $4-37 reduction in drug —selated cime and
" criminal justice costs (CALDA'TA Study, 1994).
|+ :»m Goerced treatment works—Sanctions or enticements
|~ -from the criminal justice system can significantly
s increase treatment entry, retention rates and the success
of drug treatment interventions.

Treatment “Best Practices”

= Matching treatment settings, interventions, and
services to individual needs.

m Addressing multiple needs (e.g., medical,
psychological, social, and criminogenic), not just
substance use.

# Inclusion of counseling and other behavioral
modification therapies.

# Recognition of relapse and viewing drug
addiction as a long-term process.

~ Gaps in the CJ/SA Provider
Relationship

.+ &, Tnconsistent coordination and communication
m Lack of cross-traming
— Lack of itformation sharing
s Lack of critera and accountability
® Selecting offenders for evaluations (justiec)
s Producing quality evaluations (Providers)
-~ ‘@ Need to reexamine and update treatment approaches for
otfenders
" - & ‘Limited system resources to pay for treatment
;@ Limited number of treatment & Certified Alcohol/Drug Abuse
Counselors
" @ 1 CADAC/3065 NE Residents
w1 CADAC/12,500 Western NE Residents

Summary of T /F Work: 2000-01

® Recommendations
= 38 recommendations listed in the 2000 Report

- m Work was completed on 25 (66%) of these
recommendations by the T/F, justice agencies and
programs, the Diviston of MH/SA, the NE U.S.
Attorney’s Office, and other governmental units

m Standardization Subcommittee
s Risk Assessment Subcommittee
# Training Subcommittee




Standardization Progress..

m  Completion of the Standardized Model
= Goals of this Model include:

1. To ensure that all offenders are cons:stently and

accurately screened and evaliated (when necessary)

for substance abuse/dependency.

2 To coordinate & formalize information sharing, _
3. To integrate levels of treatment care with offender

accountability.

.Standardized Model Components

Compenent Purpose What & When
) o T(L::::?::ﬁem " Stmple Screening Instument
X B | sbuse and; @} Jails, Detention Fadlities, Diversion,
Qustice) e problem o M0 | - Drug Treatment Courts, Brobation,
huat i Comections, Office of Juvenile Services
. Smndardized Risk Agsesswnent Form
Risk ‘];:mm ﬁnt] d’ " completed using agency titk tool for all
A cons - sk offenders-sent for an evaluation (NOTE-
. This may be completed after the
(Justice) infor mﬂd"" u"::f‘“d" w evaluation and used 1 update
. T enmure i d Addicti ‘ermty Index {Adults)
Evwaluztion ’m‘m"“ﬂ’f’:‘:xf { Comp. AdolSeverity Inventory (uveniles)
Providers) | e da m”- One Additional Tool (Provider’s Chaice)
information sharing, Standardized Reporting Format

Model Process & Requirements

Screen ————s Complete Risk ~m—pe- Inteprate
Offenders to Assesement de Oﬁmdas for App:opm:e Levels
. = ; £ Supervision & .
Identify Who Provide § R
Neods Father of aforsacon i s“h’ ’,° e ;f’““”"“‘ ot
SA Bratuation Provider R Setence
Justice Justice. o 5A Judges, Justice
Agencies Ageacies Providers Agencies, & BH
| | ™
Simple Screening Standardized- ASY/CAST and Standandized
Iostrument Reporting Fommat Standardized Levels of Care 8
Reporting Marrix Guidelines

Format

% RNTTeas] I

Other Standardization Developments

= . Approved Provider Critetia :
1. Evaluations for justice dients mustbewmplaedbyacmﬂed aleohol

ACADAC), or

A provisional {
CPDA ho CADA
( C)w ﬁszq_)meﬂby: C,chsedpsycholog:stor

2 Ammdmmgandachmemmpetmcyun :heASImdfo:CASl
ES Ammdmmmgandacb:vewmpmcyoulthmdmdmedMod&.

4. Formalagreement with justice a?enm
OImation

Conticts-and lhecxclnnge of i
confidentiality.

regand to colbsteral
wnﬂnnthemlsof

5 Complnncewx_thd}eSnndadzﬂdModdewhminnmdupot_\ing

Process.

& Sucressful completion of (#~TBD) continwing education credits in
ctiminal behaviors and the criminal and juvenile justice systems.




“Other Standardization Developments

= Approved Provider Criteris Recommendations
& Criteria 1-5 will be implemented by January 2003
® “Criteria 6 will be implemented by January 2004

= Standardized Levels of Care
- # Correlates all definitions used by different systems for
-similar levels of care
®  Provides one definition that overlays all terminologies used
® _ Standardized definitions completed for both adult and
<« ~*juvenile services -
Enables justice and providers to speak one language

Risk Assessment Progress

= A summary and comparison of risk assessment
factors currently collected by justice agencies

# Development of the Nebraska Standardized
Risk Assessment Reporting Format for
Substance Abusing Offenders

» Preliminary work on “hypothetical” models that
provide guidelines on integrating substance
abuse treatment levels of care with supervision
levels of care

Training Curriculum Progress

s Identified current agency training in this area
-=.Obtained.agency:commitment fo use cross-
‘training curricula within current agency training
s Developed cross-training curriculum outline and
- .xesources with assistance from the Lincoln
" Medical Education Foundation
m Worked with the Diviston of Mental Health &
Substance Abuse to integrate cross-training
concept into 2001 Annual Conference

Next Steps: Training Model
Implementation




T/F Implementation Plan
2001-02 Objectives
»  To provide training in the use of the
Standardized Model of Assessment
developed by the Substance Abuse Task

Force.

»  To finish the development of training

- Standardized Model Training

» Develop a cross-training curticulum for the
Standardized Model for justice personnel and

© providers,

» Coordinate and provide tmmmg on the
Standardized Model of Assessment i n three pilot
sites across the state.

. ) A » Revise training modules based
curricula outline 2nd resource materials. N macles basec on
7 ‘ recommendations from this training.
Development of Training Modules Modules for Justice
> Finish the development of eross-training curricula
outlines and resource mateuals » Completed: -
S i s .. [@Accessing. Health and-Human Services and .
» Once fully developed into- cm:ncula, the substance Substaace Abuse Services :
abuse treatment modules will be integrated into justice 0 Basic Knowlcdgc of Addictions

for new employees and continuing
education for current employees.

» Once fully developed into curricula, the justice modules
will be integrated into provider training for provisional
CADACs and continuing education for cutrent
CADACGs.

0 Values, Attitudes and Beliefs about Dmg Usess:
Confronting the Myths
- QRisks Associated with Drug Use




Modules for Providers

» Completed
~'ORelationship between Treatment and Sentencing

» In Progress _
‘@ Overview of Nebraska’s Criminal and Juvenile
Justice Systems
O Personality Development and Addictions
@ Best Practices for Offenders

Modules for Both

» Completed . .
0 Working Collaboratively: Partnerships between
Substance Abuse Treatment & the Justice System
U Screening, Assessment, and Evaluation
" aMental Health Issues
> In Progress ]
0 Cdminogenic Need, Treatment Plans, and Public
Safety :
O Levels of Care: Integrating Levels of Treatment and
Geraduated Sanctions -

‘Model Implementation

» Governor and Senator Commitment
»-Justice Agency-and Behavioral Health
Comumitment ’

Whete do we go from herer

'» Moving from verbal commitment to
implementation

- Necessary Steps to Success

» Changing the “culture™
Q Cross-Training
Q Ageney adoption
0 Judicial commitment in both theory & practice
O Integrate services rather than simply “plugging into” them
O Provider appreciation and acceptance of justice
responsibilities and goals
» Improving upon the Model—Making it Work for
Nebraska
O Monitoring implementation
Q Evaluating implementation
O Integrating the Model into information systems




Model Process & Requirements . ..

Offenders to Assessment & Offenders for  Appropsiate Levels
Identify Who Provide Symmary Presence of - - -of Supervision &

CONFIDENTIALITY

. “ Substance Treal ¢ i .
:::s Mﬁx éflnﬁ’t"f'm'“_ _ Dﬂb‘,::nb,. DB},:S,:.,, Preseated by: .
I I o [ ’ ' I Alice Schumaker, Ph.D.
. . o _ School of Public Administration
Justice Justice SA Judges, Justice .
Agencies Agencies Providers Aﬂﬂ;ﬂﬁ &BH University of Nebraska at Omaha
, ystems _
Simple Screening Smﬂle:wd ASI/CASLand Smdmdizlédlgéds ’
Instrument Reporting Format  Standardized of Care & Matrix
Reporting Guidelines
Format
_ Maintain Confidentiality
CONFIDENTIALITY When:
= Protects the right of privacy of clients u gathering information. from clients
= Allows the client to determine when and to a referring clients for assessment -
whom AOD abuse information is disclosed - m making diagnosis - .
® Laws, mostly Federal, protect clients” AOD m providing treatment

information
m Intent of laws was to attract AOD abusers into .
treatment '

& communicating with other agencies working
with clients




. Federal Statutes and Regulations

® Guarantee the strict confidentiality of
. information about all persons applying for or
receiving AOD -abuse prevention, screening,
assessment, and treatment services and apply to

“any program that holds itself out as providing
services for AOD abuse.

Requirements for
Consent Form
& Program making disclosure
® Program/individual receiving disclosure
s Clicat name
» Purpose/need for disclosure
m Description of information provided
m Signature of client or authorized person
& Date signed .
a Revocation statement
® Date or condition for expiration of permission

Key Points of Disclosure
m-Be specific about purpose or need

‘- Expiration date no'longer than reasonably
Mecessary :

» Must contain revocation statement

Exceptions to Disclosure Rule (a)

a No client-identifying information is revealed
(e.g. apgregate data)

s Commmunication does not include client status as
AOD abuse (e.g. health clinic)

m Persons within the same program share
information about client




Exceptions to Disclosure Rule (b) .-

® Qualified service organization agrcements
m Medical emergencies

a Crimes on program premises

m Court-ordered disclosures

@ Research, audit, evaluation _

s Clients right to their own records ‘

- "Court-Ordered Disclosures

® State or Federal courts issue order to permit
disclosure about client

# Subpoenas, search warrints, or arrest watrants
do not not permit disclosure

= Court must notify program and client that ordet
is sought ,

= Generally, fictitious names are used

® Court must find “good cause” for disclosure;
and that information is not otherwise available

CULTURAL
COMPETENCY

Presented by:
Ethel Williams, Ph.D.
School of Public Administration
University of Nebraska at Omaha

‘CULTURAL COMPETENCE

|- @ The-information compiledin this

module makes no assumptions
regarding the abilities of justice
professionals or the providets of
substance abuse treatment to operate
in a multicultural setting.

1



CULTURAL COMPETENCE

_#'This unit providés in_f_ormation on how
to more effectively respond to the
challenges associated with obtaining
information from, and providing

~ services to a culturally diverse clientele

Reasons For This Module

“Standardized assessments are highly
problematic when used with individuals
from other than mainstream United States
culture” (Bonder, et al., 2001).

Differences in perception on the part of
professional and clients may lead to
maccurate assessments.

Defining Cultural Competency

- Cultaral competency results from a
~sequence of actions that “leads to an ability
_to effectively respond to the challenges and
oppottunities posed by the presence of
social-cultural diversity in a defined social
system” (Cox and Beale, 1997).

Defining Cultural Competency

» Cultural competence results from

- Recognizing that diversity has
genuine effects on behavior within an
otganization and wotk outcomes

u Understanding why competency is
relevant to good performance

» Taking steps to change non-
productive actions




Cultural Competence in using the

* Standardized Model

m The administration of the Standardized : - |- |-

Model bridges a number of organizations,
therefore justice and substance abuse
treatment providers must be especially
aware that the barriers for each agency or
organization may be different.

. Factors Affecting the Use of the
Standardized Model

. Factors.of assessment that appear most

objective are subject to misinterpretation.

a ‘The 'dﬂmrél'issueS'present i all
standardized assessments are

‘a Language

- mConceptual Differences

Cross-Cultural Skills .

= Developing skills that promote proficency
in communicating and interacting with a .
diverse clientele can be helpful. These
- skills include

- Developing a cultural awarencss
- Building a knowledge base

- Determining the cuItutaI saltence
of problems

‘Cross-Cultural Skills

' % Individuzlize clients within the
context of community variations
- -'-"Recogizizc ‘power differentials
-between clients and professiona
~ Think comparatively




Model for Developing
Cultural Competence

= An-awateness of one’s limitations

m Openness to cultural differences

m A client-oriented systetmc learning
. style

s Culturat competence as appropriate
-utilization of cultural resources

Barriers to
Cultural Competence

s Achieving cultural competency 1s hard
work

m There is no blueprint for achieving
competency

# Organization size and structure may
complicate the process o

' SCREENING FOR
'ALCOHOL AND OTHER
SUBSTANCE.ABUSE (AOD)

Presented by:
Linda Wittsnuss, P.A.
Office of Mental Health, Substance Abuse and
Addiction Services,
Nebraska Department of Health and Human

Services

ALCOHOL AND OTHER DRUG .

ABUSE (AOD) SCREENING
m Never diagnostic by itself

m Preliminary assessment to identify key featurcs

of a problem area

w Usually a single event
w Based on a screening instrument that is htghly
sensitive

13



Role of Screening
in the Model

m Used statewide

= Administered by criminal/juvenile justice: -+ -

personnel
= Completed early in process.
s Information stays with offender throughout

processing
m Information shared with providets when
evaluation is complete

Qualities of an Effective
Screening Instrument
8 For adults and juveniles

-.m Highly sensitive

o Detects all substances of abuse
s Administered in 10-15 minutes

= Simple to read, administez, score, and interpret

a_Diverse group of personnel can use it
# Requires litde background/ training to administer
= Flexible and broadly applicable to diverse clients

What You Should Know About

Screening -
# Reasons for screening
= Rationale for questions
s Comfortability in administering
= Results interpretation
m Referral actions
s Difference between screening and assessment
u False negative results
w Legal issues with confidentiality
®» What information to keep and transfer

SSI Screening
Instrument Selected
® Samples of screening tools rescarched

" m Reliability and validity
- m Most used nationally - - -

»n Easiest to.administer

. m-Nebraska vetsion {adds .gambling and frequency of use

questions)




Administering the SSI:

Interviewing
® Best Practice
= Improves quality of information gathered
m Consistency in data
m Requires observation comments
m Intervention opportunities
& Self administration less-reliable

Administering the SSI: How to
- Interview

m Explain purpose to client

m Ask questions in straightforward manner

m Probe, listen, and empathize

= Pause between questions; allow time to discuss
when appropriate

® Generally, adhere to the exact wording

n Feed back responses to client when appropriate

m Don’t “lead” client into answers

- SSI . DOMAINS

= 1. Alcohol & other drug consumption
u 2. Preoccupation and loss of control
m 3. Adverse consequences

= 4. Problem recognition

= 5. Tolerance and withdrawal

DOMAIN #1:
AOD Consumption
= Pattern=frequency, length, and amount
# 1. Have you used alcohal or other drugs? (such as wine,

" beer, hard liquor, pot, coke, heroin, or other opiates,
uppers, downers, hallucinogens, or inhalants) (yes/no)
10, Are you needing to drink or use drugs more and more
to get the effect you want? (yes/no}
= 11. Do you spend a lot of time thinking about or trying
to get alcohol or other drugs? (yes/no)

1!



DOMAIN #2:

Preoccupation & Loss of Control .-

#  Refers to an individual spending inordinate
amounts of time concerned with matrers

DOMAIN #2:
- Preoc‘cupa‘tioﬂ & Loss of Control

® Loss of control over one’s use of AQD or over
..one’s behavior while using AOD

pertammg to AQD use. * -m Typified by consuming more of the substance then
. Con g about intended (amount, time spent)
»  Recovering # 2. Have you felt that you use too much alcohol or other
= Behavior changed drugs? (yes/no)
= Losoinest in personal relationship ‘@ 3: Have youtded to cut down or quit drinking or using
. Leos productive a1 work ) . drugs? (yes/no)
11. Do you spend a ot of time thinking about or
trying to get alcohol or other drugs? (yes/no)
DOMAIN #2:; DOMAIN #3:

Preoccupation & Loss of Control
m Loss of inhibitions and by behaviors that are often
destructive to oneself or others (unnecessary tisks,
impulsive dangerous manner) ‘
= 9. Have you lost your temper or gotten into arguments or
fights while drinking or using drugs? (yes/no}
® 12, When drinking or using drugs, are yoi more likely to
_do something you wouldn’t normatly do, sich as break
rules, break the law, sell things that are important to you,
or have unprotected sex with someone? (yes/no)

Adverse Consequences
w Physical

- a Psychological




DOMAIN #3: Adverse
Consequences - Physical

& Experdencing blackouts, injury & trauma, or
- withdrawal symptoms, or contracting an infectious
- disease associated with high-risk sexwal behaviors
® 5. Have you had any of the following?
& Blackouts or other pariods of memory loss
® Injury to your head after denking or wsing dnags
= Convubsions or dditum tremens (“EXIs7)
- m Hepatiis or other liver problems’
L] Eedmg sick, shaking ar depressed when you stopped drnking or using
rags .
# Feding “mke bugs” ora aawling fecing under the skin, after you
stopprd using drags
u Injury after drinking or using drugs
® Using necdles to shoot drugs

DOMAIN #3: Adverse

Consequences - Psychological

m Depression, anxiety, mood changes, delusions,
paranoia, and psychosis

® 13. Do you feel bad or guilty about your drinking or drug

use? (yes/no)

DOMAIN #3: Adverse
Consequences - Social
n Sodial domain:
= Loss of employment *
& Arguments and fights.
® Problem with intimate relationships
s Relationships with frends -
# Legal problems: Criminal, Civil, and Family Court
Issues

DOMAIN #3: Adverse

Consequences - Social

_ ® &, Has drinking or other drug use caused problems between you

and your family or foiends? (yes/no)

& 7. Has your drinking or other drug use caused problems at
school or at work? (yes/no)

» 8, Have you been atrested or had other legal problems? (bad
checks, driving drunk, theft, or drug possession) (yes/no)

= 9. Have yon lost your temper or gotten into arpuments or fights
while drinking or using drugs? (yes/no)

® {2 When drinking or using drugs, are you more likely to do
something you normally do, such as break rules, break the biw,
sell things that are important to you, or have unprotected sex
with someone? {yes/ng)

17



DOMAIN #4:
Problem Recognition
= Making a mental link between one’s-use of AOD
and the problems that result from it
= Indicators of Problem recognition

® Past contacts with intervention and treatment services

» Reporting negative consequences resulting Emm their
AOD abuse
w Insight and Recognition = Motivation and Contemplation

- DOMAIN #4:
- Problem Recognition

® 2. Have'you felt that you use too much alcohol or other
drugs? {yes/n)
* @3, Have you tded to cut down or quit.drinking or using
drugs? (yes/no) )
® 13. Do you feel bad orguﬁty about your drdnking or deng
wse? (yes/no) -
w 14. Have you ever had a drinking or other drug problem?
Cais. Havermy of your family members ever had a drinking
or drug problem? (yes/no)
= 16. Do you feel that you have a drinking or drag problem
now? {yes/no)

DOMAIN #5:
Tolerance and Withdrawal

u Tolerance —the need to useincieasing amounts .
of a substance in order to 'i:reztetghe.samecffect‘-_ -

= 10. Amyounmdmgwdmko:usedmgﬁmmdmmmthe
effect you want?

DOMAIN #5:
Tolerance and Withdrawal

-+ ® Withdrawal — iftolerance has developed and the
- individual stopsnsing:the substance of abuse, it
" iz common for withdrawal effects to emerge.

» Equal to but opposite of the desired effect.
- Sumulzm:nd:ehteddmgsofmmdndcsympmsufd:pmum,
-, «agiration, and lethargy <
" Deprmmm(mchﬂmgdmhonofmmdudcsympmofamy
agitation, insomnia, aud panic attacks
= Opiates produce agitation, anxiety, and physical syniproms such 25
- abdominal pain, increased heact rate, and sweating.




DOMAIN #5:
Tolerance arrd Withdrawal

= 5. Have you had any of the following?
# Blackouts or other periods of memory boss
& Injury to your head afterdrinking or using drugs
- @ Convulsions or deliiun ttemens {“DTs7)
w Hepatitis or other liver problems.

® Focingsick, shaking or depresed when you swpped denking or using

4

# Fecling “ooke bugs”™ or 3 cawling forling under the skin, afier you
stopped using drugs

w Injury after drinking or using drugs
= Using needles to shoot dnugs

Scoting the SSI
= Do NOT score questions 1 & 15 - too general
® Do NOT score questions 17 & 18 - gambling
» Do not score observational items

m Persons with AOD problems will usually score 4
or higher.

m Score of less than 4 does not rule cut an AOD
problem; use observations to assist with decision
to refer to SA assessment / evaluation

Whére Does the SSI Information
Go?

u. BY WHQOM: Justice Agency

® If score of 4 or more, SSLgiven, to SA provider along with Risk
Assessment Standard Repotimg Format

m TO WHOM: Sent to SA Assessment/ Evaluation
provider; appropsiate releases are in record

s HOW SENT: Determined between justice and
provider - by fax, by snail muil

# QUESTIONS ABOUT SCREENING & THE SSI?

Overview of Risk
Assessment
in the Justice System
Presented by:
Denise C. Herz, PhD. -

University of Nebraska—Omaha
Department of Criminal Justice
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What are Risk/ Need Assessments? . -

m Assessments are management tools that help justice
and behavior health professionals determine
apptoptiate types and levels of intetvention. * -

= Utilized to produce a case plan that integrates
appropriate levels of supervision, intervention, and
treatment (if needed) in order to decrease risk and need
factors and increase protective factors, thereby reducing
hls/ hcr pmbabihty for fature cunn:/dquucnq

... What are Risk Factors?

® Risk factors are characteristics that increase the

probability that an individual will engage in
cnmcfdelmqumcy ‘Risk factois are broken into five
domams

L] lndmdml F:cto:s

= Peer Factors

® Family Factors

» School Factors

.= Community Factors

Individual and Peer Factors

u Early onset antisocial bchavior :
= Low self-control, m:pulsmty et

» Withdrawal from rebellious against conventional "~ {

social norms
w Attitudes favorable toward problem behaviors
u Offense history
® Association with peers iavolved in delinquency
or other ,Ptoblem behaviors

Family Factors

+~ % Multigenerational involvement in crime,
;. zxsubstance abuse,. and'dropping out of school

. Poor:parenting practices
-m Inconsistent or over.ly punitive dlsclplum:y
_practices
w High levels of family conflict
" Parental attitudes that condone substance use
-and/or delinquent behavior




School-Factots

m Early antisocial/aggressive behavior
m Continued disruptive behavior

® Truancy in early adolescent years,

= Academic fatlure

a Lack of commitrment to learning

s Lack of attachment to school setting .

Community Factors

u Extreme economic deprivation

m High rates of mobility

& Disorganized neighborhoods

= High levels of violence

® Avazilability of firearms, alcohol, and other drugs
u Norms favorable to drug use and/or crime,

& Low attachment and comrmitment to traditional
neighborhood

What are Need Factors?

n Need factors ate characteristics that compound
“the effects of risk-factors.
m Need factors fall inwarious domains. Examples
-iachide:
= Substance use 3
¥ Mental health problems
& Financial need
= Learning disabilities

What are Protective Factors?

m Protective factors ate conditions that counter
risk factors or increase resistance to them; thus,
inhibiting the development of problems.

» Protective factors fall into three areas:

1. Individual Characteristics such as temperament,
intellipence -~
2 Attachment/commitment to prosocial persons,

institutions, and values .

3. Healthy beliefs and clear standards for behavior
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Important Characteristics -

m Risk, need, and protective factors vary in
importance across life stages

m Risk, need, and protective factors are cumulative
and synergistic rather than additive

m-An effective justice system response depends on
integrating interventions to address risk; need,. -

Static-& Dynamic Risk Factors

. ® Static: Characteristics that cannot change -
® Age at first refessal /adjudication
» Number of pror referrals/arrests
= Nuinber of out-of-home placements
. Dynamic: Characteristics that can change with
. planned intervention or control of the situation

. . -m School performance-and behavior
and protective factors simultaneously - Substance Abusc & Mental Health Problems
. ) . i . -m Family stability and control
w Risk factors are both static and dynamic # Peer Relationships
Conclusions: References/Resoutces
# Risk/need assessments can play a critical role in.

planning interventions, monitoring progress, -

‘updating risk status judgmients and maling case ':. ik

management and termination decisions.

m Using assessments in this way increases juvenile
justice system’s ability to address both public
safety and rchabilitation effccttvdy and
- -efficiently.
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INTRODUCTION TO
SUBSTANCE ABUSE

ASSESSMENT/EVALUATION

Presented by:
Linda Wittmuss, P.A., Clinical / MC Program
Manager
. Office of Mental Health, Substance Abuse and
Addictimisgtvic&s
Nebraska Department of Health and Human
Services
July, 2002

THE PROBLEM

m Inconsistent Rmnda&ons from SA Evaluation

» Assessment of Need Not Matching Recommendations or
Client Service Placement

+ No Consideration of Criminogenic Risk Factors
+ No Consistency in Reporting to Justice System
8 Quality of Evaluations Vary Across Providers
a SA Evaluation Shopping
® Inability to Identify Service Gaps in System
u No Outcomes Measurement '

» How do you determine if treatment wotks
- How do you determine what works best for offenders -

SA ASSESSMENT / EVALUATION

INSTRUMENT SELECTION

= General Elements Considered by Task Force to
‘Select Substance Abuse’ Evaluation Instrument

SA ASSESSMENT / EVALUATION
INSTRUMENT SELECTION

= Benefits of Assessment Considered by Task Force to
Select Substance Abuse Evaluation Instrument
«  Clinical Utility - Uscfal e the Qinician

- Psjchomerically Reliable and Valid © Assessment of Need
- Most Used Nationally : & Diagnosis
+ Pablic Domain/Fec for Use... = Patient Plzcement
»  Administration Al © Treatment Planning
LY AssmngllnmmeF:m = Recommendations to Justice System
@ ;dmnsm i Tnm:'m'le Frame «  Program Evahuation - Usefil to the System
@ lminng tme Srame = Measuring Outcomes
- Smglevs Mult-Dimensiomal = Managing Resources
« User Foendly = Repons to Funding Sources
«  Research - Usefid to the System
= Treatment Effectiveness
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EVALUATION TOOLS SELECTED FOR
JUSTICE SYSTEM REFERRALS

= Addiction Severity Index (ASI)
w Comprehensive Adolescent chrcrig; Inventory

(CAST)
= Major Reasons for Selecting These Two Tools
- Public Domain

+ Widely Accepted Nationally/Required-By Majority:of Stases
. Comprchensive in Scope / Mulsi-dimensional
« Reliability and Validity
. EliminatesBas =
+ Flexible to-Aex date Various T jew Styles
+ 'Eascof Admmisttation & Time Frame with Training/Practice

| ASI & CASI

= Clinical Applicability
- Setve 23 a promary intake tool and guides substnce abuse weatment
mtake
Design intake smmaries
Develop treatment plans
Make recommendations for appropriate client service phcement
Do not replace dinical decision making
‘Standardize content
= Eabanee intervicwer objectivity
= Alertthe § : o inconsistencies
« Provide a common unified lnguage

PR S

ASI & CASI

m Clinical and Program Evaluation
Both instruments facilitate critical clinical and
administrative decisions:
- Elighility Determinations
» Service Placement and Level of Care
+ Interventioms -
- Intenstty of Service

ASI & CASI

w Program Evaluation

- Identify types of dients & problems presenting for
- Identify agencies/providers’ strengths & areas for ampr with
particubar popubations a0d problems
+ Enable mamgement by outcome
« Program Design ’

= Resource Allocation
= Funding Dedisions




ADDICTION SEVERITY INDEX (ASI)

m What is the ASI?

« A standardized, semi-strucrured, multi-focused,
interactive dinical assessment

» Primarily for use with-Substance Abusing clients

« Used to collect information tegarding nature and
severity of problems substance abusers have

« Has clinical, program evaluation and resedrch
applicability -

ADDICTION SEVERITY INDEX

(ASD)

m Benefits of Using the ASE
- Reliable assessment/evaluation insteument
- Assists in identifying dually disordered clients
- Can be re-administered reliably at different points in
treatment
» Helps identify inconsistencies in client responses
= Widely used, can compare one program results with others

ADDICTION SEVERITY INDEX
(AS])

® Limitations
» Does not provide quantity estimates of alcohol and drg nse
+ Does not direetly assess HIV xisk.
« Dooes not cover issues that are specific to weating female clients

a Common Concerns
- Seeins too cotplicated
= Docs not inctude all aveas currently assessed
+ Seans too tigid
= Seems Hke more work

ADDICTION SEVERITY INDEX
(aS1)

7 Problem Areas Reviewed

w Medical w Legal

a Employment/Support = Psychiatric

w Alcohol w Family/Social
= Drug
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ADDICTION SEVERITY INDEX
(ASD)

& General Information Section
- Provides identifying & demographic information about the dient
« Dietermines if client has been in 2 biving sitvation which restricted
freedom of movement & access to-aloohol & other drugs

m Medical Information Section
+  Gathers basic physical health information mciuding
o Client’s meditcal history
= Lifedme bospitalizatdons
o Long rem medical problems
= Recent physical ailments

ADDICTION SEVERITY INDEX
- (ASI
» Employment Section

+ Gathers basic information about
= Resources the dient czn record on 2 job application

w Dirug & Alcohol Section
= Gathers basic information including
. =-Client’s subsmnce abuse hiswory
... Lifetime substance gbuse .
= Consequences of abuse
= Periods of abstinence
= Treatment episodes
« Finandal burden of zbuse

ADDICTION SEVERITY INDEX

. (ASD)

= Legal Status Section
- Gathers basic information about
= Chient’s legal history
= Information about probaton or parole -

= Charpes, convictions, incarcerations, detainment & legal activities: ‘

m Psychiatric Status Section
» Determiines the client’s long teem & recent psychblogiml &
emotional fimctioning
+ Explores the potential for dual disorder

_ADDICTION SEVERITY INDEX
(ASD)

m Family/Social History Section
+ Summarizes the psychiatric, alechol and drug abuse problems of the
biclogical refatives of the cient ’
< Determyines the manre of the chient’s personal relationships
- Determines if the client has relationship problems NOT DUE o akoohol
- of other dnig use ’ ’




COMPREHENSIVE ADOLESCENT
SEVERITY INVENTORY (CASI)

® What is the CAS?
- A standardized, semi-structured, interactive dinical
assessment & outcomes interview.

- Used to collect information regarding nature-and severity
of problems ADOLESCENTS have

« Has clinical, program evatuation and research applicability

COMPREHENSIVE ADOLESCENT
SEVERITY INVENTORY (CASI)

w Benefits of the CASI

+  Adolescent Focused

+ Strength based
w What assets does the adolescent bring that can be built upon
® Youth have ability to necover and bourice biack from adversity
= Paradigm shift w0 sohution based approach rathet thn Aaw fixing
= Vicw youth as capable 2nd able
= Recognize youth 23 having the for ful

- Follow-Up: Have strengths and deficits been improved

. Allows identification of where improvement has occurred within

modules

COMPREHENSIVE ADOLESCENT
SEVERITY INVENTORY (CASI)

' Stzengths Approach Counters the Natural Youth
View of Assessent/Evaluation Situation

«  Adult authority is mstinctively perceived as a thieat

» Youth will predictably become aggressive or defensive in response to
the perceived threat :

+ Predictable that many youtk kave had a history of abuse from adults

+ Youth believe drug/alcohol use helps to win the “game”

« Stick 2 “pafaimess” — not their Gt for tzking alcohol/ drugs

+ Resistant to intnssive bebaviors by adults to elicit information or
exact cantrol

COMPREHENSIVE ADOLESCENT
SEVERITY INVENTORY (CASI)

10 Life Modules

(*5 Selected by Nebraska)
1. *Health 7. Sexual Behavior
2. Stressful Life Events 8. Legal Issues
3. Education 9. * Family Houschold
4. * Peer Relationships Membet
5, *Drug & Alcohol Use Relationships

" 6. Use of Free Time 10. * Meatal Health




COMPREHENSIVE ADOLESCENT: ..

SEVERITY INVENTORY (CASI)
w General Information Section
« Pravides identifyiog & demogeaphic informaton about the dient

+ Determines whether or not 2 youth has been in 2 controlled.environment. - . ©

in the past 30 days
- Spﬂ'm. T ﬂl belg- fs
8 Medical Information Section

- Gathers basic physical health information indeding
= Youth's asrrent ongoing medical problems
< Hospitalizations
o Medications
» Allrgies - .
= Date of Last Physical Exam

- COMPREHENSIVE ADOLESCENT

SEVERITY INVENTORY (CASI)

u Stressful Life Events Section

“Assesses quality of life as it relates to famdly, cummuna:y,
mdmdm] sHressors -

~ Violence, loss and rejection
= Violenceaspects-that a child bas be or is exposed to
m Education Section :
« Is the youth enrolled & ding vs. enrolled and not ting for at

Jeast 30 days and/or not enrélled at all
= . Schools attended
-+ Grades repeated

+ Problems and/or educational interve
+ Quabity of school life expetiences

_ COMPREHENSIVE ADOLESCENT-

SEVERITY INVENTORY (CASI)
m Drugs and A]cohoI Use Section

= History, L 25 8 routits muteofuse.

+ Behavior while using

+  Consequences of use

-« Methods for obiaiing substances used
Tn-a&ncnrhismry

& Peer Relationships Section
. Ohumadesmpumafﬂlepeu-gmzmdumgspwﬁcmnepmods
. Assesslheyomhsxdmonshpswﬂ:ﬁ:mdsand/orpeugmups
- Assssmppmsystans .

+ Identify serious problems, intensity and; duzation ﬂnne:pmdzza the -
youth's refationship with others

~COMPREHENSIVE ADOLESCENT

SEVERITY INVENTORY (CASI)
= Scxual Behavior Section
«+ (3bain information about-various-senm] activity, cisk for HIV & other
. .STD’s.a5 well as pregromey - -

= Family/ Household Member Rc!anonshtps Secuon

Housdxoldmmposmm

+ Living accommodations

- Family household interaction

+ Abuse [ neglectissues

- Patental monitoring

¢ Familybistory

. +. -Suppot systemis
. Pmbkemsmhousaboldw:r&dmgpasti&ﬂdﬂys




COMPREHENSIVE ADOLESCENT
SEVERITY INVENTORY (CASI)

- chal Section s
Hnsyoutisevetoommmul,liemchatgndmiho:mnmed ofa
crime

+ Has youth ever been in a juvenile detention Radlity or jail

« Has youth ever been on probation or parole

« Has youth ever obmined a restraining order or had one place on
them

w Mental Health Section

+ Treatment for emotional, meata! health and /ot psychiawic problems
« Psychiatric symptoms and problems with socil adjustments
- lodicavons of well being

ASI AND CASI SUMMARY

m Key to Scoring the Instruments
» Understanding the intent of the questions
» Critical importance of “COMMENTS” section
where all other pettinent information is recorded

- Ewvaluation recommendations ate based
- information gathered in the CASI interview

ASI AND CASI SUMMARY

m ASI and CASI do NOT take the place of
“Good Clinical judgcmcnt’ * or “Clinical

Decision Making™

u “Client Information”, “ASI or CASI Clinical
Interview Information”, and “Service
Treatment/Placement” recommendations
repotted in the Standardized Reporting
Format

NEBRASKA STANDARDIZED

REPORTING FORMAT
a Purpose:

+ Standardized Orgamzatlon of Evaluation
Information

+ Consistency in Reporlmg Format When Received by
Justice

- Pravide a Common Unified Language for Consistent
Information Exchange Between Treatment
Providers and Justice




'~ WHERE DOES THE
STANDARDIZED REPORTING  *
FORMAT GO?

a BY WHOM: SA Provider .. _ .
- ASE & CASI seoring, other dinical interview info kept in clinical
dient record < nox sent with SRF .

& TO WHOM: Standardized Reporting Format (SRF)
sent to justice entity tefetring client for evaluation;
appropriate releases are in the record

s HOW USED: Justice makes determination of
service treatrnent/placement based on SA Provider

recommendation

' SYSTEM CHANGE

= “PARTNERSHIPS WORK ! !|

SUBSTANCE ABUSE

LEVELS OF CARE AND SERVICES |

AND

APPROVED PROVIDER CRITERIA [ |

Presented by o
Barbara W. Thomas, Assistant Director
Ofﬁoe of Mental Health, Substance Abuse and
Addiction Services
Nebraska Department of Health and Homan
Services
July, 2002

- NEED FOR STANDARDIZED

LEVELS OF CARE / SERVICES

m Varying SA service definitions used in 7
different systems and by different private

providers - ‘

w, Perception that one SA treatment can help
everyone (e.g., Inpatient)

= No consistency in treatment
recommendations with multiple service
tm:ms/deﬁmuons (one petson’s outpatient
could be another’s intensive outpatient)




CROSSWALKDEVELOPED

m Crosswalk of Services and Systems-
= all services and levels-of care
+ all justice s_;,rstems ‘
- all HHS service systems; Medicaid
+ Ametican Society of Addiction Medicine (ASAM)
criteria
s Agreement to adopt'Levels of Care and
Service terms used by State Substance Abuse

ASAM CRITERIA

u Role of ASAM Criteria in standardizing levels
of care and service definitions

- National clinical cateria for the Addictions Field;
currently required in 20 states

» Sets the minimum standard for best practices in
substance abuse treatment

+ Cateria describe levels of care and provide specific
treatment guidelines for client placement decisions

+ Goal: To place a client in least intensive level of care to
achieve treatment objectives without sacrificing safety or

Autho‘rity security .
- ASAM CRITERIA STANDARDIZED LEVELS OF
CARE / SA SERVICES
) ASJ;J:I 'c.:ﬁt:im ,Tﬁtf:;m ent is individualized w Correlates all definitions used by the different
: T,.:,:.:t::;m i sewerity o level of fynctioning with systems under similar Jevels of care

the intensity of service .
+ ASAM Criteria: Treatment follows a good assessment
& Determines teve of functioning (dient’s assers and obstacles to
improvement) )
» Determines intensity of service need (what modalities/ strategies
of treatment aud location of service match the dient’s needs)
« Helps the Addiction Field guide proper placement,
improve practice guidelines and develop outcomes data
to continually improve

® Provides one definition that overlays all
terminologies used '

w Standardized definitions completed for BOTH
adult and juvenile services

= ENABLES JUSTICE AND PROVIDERS TO
SPEAK ONE LANGUAGE

s ONE uniform set of se.tviccs; and levels of care
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LEVELS OF CARE / SERVICES

m Glossary of Terms

+ Substance Use vs. Substarice Abuse vs. Chemigally Dependent

+ Dual Disorder vs. Dual Disorder Treatment vs. Pual

m Substance Abuse Services for Justice Clients
+ Level of Care: general overall catego:y thatincludes several
similar types of services ;
~ Substance Abuse Services: a specific service that more
speafically ideatifies the type of actual SA service activities 2
client will receive

‘LEVELS OF CARE / SERVICES

m Levels of Care _
-+ Emetgency Services -
= Short term, unschedilled service available in time of crisis in
' avariety of settings to stabilize symptoms
+ Assessment/Evadluation Services

u Screening: bref set of questions to determine the level of
the SA problem and refer for full assessment

= Evaluation: process using psychometric assessment
instruments to determine the seventy of a Substance Abuse
problem and the intensity level of care/service 2 dient
would need to change behavior; generally completed in a
non-residential setting

LEVELS OF CARE / SERVICES '~

m Levels of Care (continued)

. Non—Rcszdenhsl Services _
= Least intensive acray of sefvices based onclmtcal need

identified in a good assessmient;.offered in a:variety of

community settings; client Kves inde_pendendy
- Remdentlal Services

® More infensive array of tteannent services tim are
prtmded in a 24 hour community based residential
_ m For chients with chemically dependency or substance
abuse diagnoses )

"SERVICES FOR ADULTS & YOUTH

w Adult Services
- developed to meet need of dlient at a certain level
" of maturation
*« forages 19 and over
= Youth Services
-+ activities specific to-address juvenile’s stage of

dcvdopmmt {e.g; higher staffing ratio, not good
“at self study- more active participation)

- for ages 18 and under (exception: Medicaid)
= Age waiver in NBHS




APPROVED PROVIDER CRITERIA

t Evaluadons for justice.client MUST be completed
by a Certified Alcohol #nd Drug Abuse Counselor
{CADAC), or by a Provisional CADAC (CPADAC)
who is supervised by a CADAC, by a licensed
psychologist, or by a licensed physician with an
addictions specialty.

2 Attend t:m.mmg and achieve competency on the
Standardized Model. =

APPROVED PROVIDER CRITERIA

3 Attend training and achieve competency on the ASI
and/or the CASL

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

APPROVED PROVIDER CRITERIA

.5 .Compliance with the'Standardized Model evaluation
aqd-reporting fonnaq—pmcess.

] Successﬁxl complenon ,of 12 hours of Continuing
- Education credits’in criminal behiaviors, criminal
thmkmg, and the cum.mal and mvcmle justice
systems T

IMPLEMENTATION SCHEDULE

January 1, 2003
- ASI and CASI Trainets Trained
- Standardized Model Training held
» Training of Justice System on (1) Simple Screening
Instrument & (2) Risk Assessment Reporting Format
+ Cross Training Curricula developed
& SA Trearment Module for Justice Agencies/Staff
 Justice Module for SA Treatment Provider ©
+ Justice and Setvice Systems and Providers begin using
the Standardized Model (including Standardized
Levels of Care / Services)




IMPLEMENTATION SCHEDULE

January 1, 2004

« ASIand CASI trainings held across the state for
CADACs and CPADACs

+ CEU coutses made available on crmnnal behaviors /
criminal thinking
_ » Agreements formalized between individual providers
and justice system referral sources for smooth
exchange of information
- Approved Provider List dcveloped, maintsined and
distributed to providers and justice system

» CADACs and CPADACs who have met all approved provider criteria
and competency requirements will bave therrnames on the list

PLAN FOR FUTURE TRAINING

- & ASI and CASI trainings to begin in September

- 2002
-« Class size limited to 25 in each
« Offered across the state

« Two 2-day sessions.of training; the first session to
learn the tool; the second session to determine
competency in the tool; sessions held 2 few weeks

- apatt to allow practice in tool '

"+ 24'CEUs available for ASE and CASI trainings

PLAN FOR FUTURE TRAINING

m Standardized Model Training

+ Offered 1-2 more times. &omjanuary through June
2003 '

» Criminal Behaviors / Criminal Thinking CEUs
» Offered by the State’s SA Counselor Certification
training contractor (Lincoln Medical Education
Foundation/LMEF) between July 2002 & June 2003
« If course not 2 State sponsored training, submit
appropriate information to the Office for approval -

OUTCOME OF IMPLEMENTING
THE STANDARDIZED MODEL

w Improved quality of SA assessments and reports
= Improved referral to APPROPRIATE SA treatment
st -Improved coopmuonbetwem service and justice system

HlH
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